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Let  us  cut  you  a deal! 

THE  TMA  MEDICAL  PLAN 


For  a limited  time  only,  we  will  reward  you  for  allowing  us  to  quote  the  TMA  Medical  Plan  for  your  firm. 
Our  sales  representative  will  deliver  with  the  quotation  a valuable  " Parker  Pocket  Knife." 


(Sorry,  just  one  per  firm.) 

This  specially  designed  Medical  Plan  offers  unique  benefits 

at  Competitive  Rates!!! 


How  it  Works 


For  Deductible  Options: 

• $100.00  • $250.00  • $500.00  • $1,000.00 

Plan  pays  80%  of  the  first  $5,000  of  eligible  expenses  in  the 
calendar  year.  Member  pays  20%. 

Plan  pays  1 00%  of  the  eligible  expenses  in  a calendar  year 
up  to  a maximum  of  $1 ,000,000. 


The  Special  Plan  Benefits 


• 100%  Special  Out-Patient  Surgical  Benefit 

• 100%  of  First  $300.  - Special  Out-Patient  Accidental  Injury  Benefit 

• $5.00  Per  90  Day  Supply  - Special  Maintenance  Prescription  Drug  Plan 

• Up  to  10%  Discount  on  your  portion  of  the  Flospital  Bill  at  many  hospitals  statewide 

• Special  Surviving  Dependent  Benefit 


For  A Quotation, 


Call  Your  Representative: 


Administered  by: 


THE  TMA  ASSOCIATION 
INSURANCE  AGENCY,  INC. 

RONNIE  McCLISTER,  CLU,  ChFC 
GORDON  LOWE,  CLU 


The  TMA  Association 
Insurance  .Agency,  Inc. 
822  McCallie  Avenue 
P.O.  Box  1109 
Chattanooga,  TN  37401 

1-800-347-1108 

Local  267-0915 


WE  LOOK  FORWARD  TO  HEARING  FROM  YOU! 
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YOCON’ 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage, 
indications:  Yocon^  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning;  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions;  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adreneigic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.i  '2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. ''  ■3 
Dosaga  and  Adminlstaation;  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ^ 'S  '*  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Va  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  ^ppiiod:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 


2. 


bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 
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Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed.,  p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  et  al. , The  Journal  of  Urology  1 28; 

45-47, 1982. 
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(201)  569-8502 
1-800-237-9083 
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Each  capsule  contains  5 mg  chlordiazepoxide  HCLand  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly”  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indicabons  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HCI  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g.,  operating  machinery,  driving). 

Usage  in  Pregnanof:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  aU  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCI  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered;  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— aU  infrequent,  generally  controUed  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionaUy 
with  chlordiazepoxide  HCI,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  antichohnergic  agents,  i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  foUowing  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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tice as  an  Air  Force  flight 
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Force  medical  program 
manager  about  the 
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THE  UNITED  STATES  ARMY  RESERVE 

HEALTH  CARE  PROFESSIONALS 
BONUS  TEST  PROGRAM 

$10,000  - $20,000  - $30,000 

The  1989  National  Defense  Authorization  Act  requires  that  the  Department  of 
Defense  conduct  a test  to  determine  the  effectiveness  of  a recruitment  bonus  to  attract 
health  care  professionals  to  the  Selective  Reserve  of  the  Army. 

The  Bonus  Test  Program  is  scheduled  to  begin  on  or  about  August  1,  1989  and  will  be 

offered  to  physicians  in  the  following  specialties: 

ANESTHESIOLOGY 
ORTHOPAEDIC  SURGERY 
and 

GENERAL  SURGERY 

(Including  selected  subspecialties) 

Applicants  must  be  board  certified  or  meet  all  requirements  for  board  candidacy  in  one 

of  the  above  specialties. 

BONUS  ELIGIBILITY:  In  addition  to  meeting  all  criteria  for  appointment  as  a medical 
corps  officer  in  the  US  Army  Reserve,  Bonus  Test  applicants  must  be  civilians  and  if 

prior  service,  discharged  before  28  April  1989. 

BONUS  AMOUNTS:  The  test  will  offer  $10,000  bonus  for  each  year  of  affiliation  with 
the  Selected  Reserve  of  the  Army,  up  to  a maximum  of  3 years.  Physicians  must 
choose  1 , 2,  or  3 years  of  affiliation  at  time  of  application.  Bonuses  will  be  paid  annually 

at  the  beginning  of  each  year  of  agreed  affiliation. 

TEST  PARAMETERS:  The  design  of  the  test  stipulates  that  bonuses  be  offered  in 
certain  geographic  areas.  To  qualify,  applicants  must  reside  within  those  areas  at  the 

time  of  accession. 

TO  FULLY  DETERMINE  YOUR  ELIGIBILITY  FOR  THIS  PROGRAM 

PLEASE  CONTACT: 

ARMY  RESERVE  HEALTH  CARE  TEAM 
3606  AUSTIN  PEAY,  SUITE  313,  MEMPHIS,  TN  38128-3755 
OR  CALL:  (901)  388-9876  or  9877  COLLECT 
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GENERAL  SURCERYTAKES 
ON  NEW  MEANING 
IN  THE  ARMY  RESERVE. 


When  you  take  time  to  serve  with  the  Army  Reserve,  we’ll  make  sure  it’s  time  well  spent. 

For  a minimum  amount  of  time,  the  Reserve  will  make  sure  you  get  a maximum  amount  of 
experience  you  probably  won’t  find  in  your  civilian  practice. 

First  and  foremost,  you’ll  be  an  Army  officer  with  all  the  privileges  and  benefits  which  that 
entails. 

Also,  service  in  the  Reserve  affords  you  an  opportunity  to  work  with  dedicated,  top  profes- 
sionals from  all  across  the  country,  as  well  as  attend  important  medical  conferences  and  even 
continue  your  education. 

Serving  as  a general  surgeon  in  the  Army  Reserve  is  an  adventure  waiting  to  happen.  And 
because  your  time  is  important,  we  can  be  very  flexible  about  how  and  when  you  participate. 

For  more  information  about  Army  Reserve  medicine,  contact  one  of  our  experienced  Army 
Reserve  Medical  Counselors.  They  can  arrange  for  you  to  talk  to  an  Army  Reserve  physician 
and  visit  a Reserve  Center  or  medical  facility. 


Call  or  write: 


ARMY  RESERVE  HEALTH  CARE  TEAM 
3606  Austin  Peay,  Suite  313 
Memphis,  TN  38128-3755 
(^)  388-9876  / 9727 


BE  ALL  YOU  CAN  BV 

ARMY  RESERVE 
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andchairn^,  Department  of  Pedialrics,  and  Dianne  Mnrpty,  M.D.,  pediatric  infectious  disease  specialist,  pose  with  MARMA  (Mother  to  Rapid  Medical  Ass 

' Pe&tric  Center’s  kanaamo  mascot.  Drs.  Moore  and  Murphy  are  only  two  of  the  many  pediatric  specialists  available  for  consultation  through  the  TCC. 


At  The  University  of  Tennessee  Medical  Center,  our  pediatric  specialists,  from  endocrinologists  to  nephrologists,  recognize  and  strive  to  meet  thi 
special  health  care  needs  of  children.  That  is  one  reason  we  have  created  the  Tennessee  Consultation  Center  (TCC),  a fast,  no-cost,  physician-to 
physician  consultation  service  that  puts  the  valuable  knowledge  of  our  many  pediatric  specialists  at  your  fingertips. 

To  use  the  TCC  service,  simply  choose  the  medical  or  dental  specialist  with  whom  you  wish  to  speak  from  the  Directory  of  Consultants.  (If  yc 
do  not  have  a directory,  call  1-800-442-8862,  and  we’ll  mail  one  to  you.)  Then  dial  our  toll-free  number  anytime  Monday  through  Friday  from 
8 a.m.  to  6 p.m.,  or  c^  594-8862  if  you  are  inside  Knox  County.  When  the  TCC  operator  answers,  give  her  your  name,  location  and  telephom 
number,  and  she  will  connect  you  with  the  colleague  or  service  you  have  requested. 

In  addition  to  general  consultation,  TCC  can  supply  you  with  laboratory  results,  patient  information  and  informa- 
tion on  continuing  medical  or  dental  education  programs. 

When  you  need  to  know  what  we  know  about  kids,  call  TCC.  The  call  and  the  service  are  available  at  no  cost. 


Tennessee  Consultation  Center 


1-800-442-8861 





UNIVERSITY  OF  TENNESSEE 
r^ALCENTER  AT  KNOXVILLE 


The  University  of  Tennessee  Medical  Center  at  Knoxville  is  an  academic  medical  ricity  blending  the  best  of  the  art  and  science  of  medicine. 
Since  1956,  the  Medical  Center  has  provided  compassionate  patient  care  in  a state-of-the-art  setting,  comprehensive  training  for  tomorrow’s  health 
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GENERAL  SURCERYTAKES 
ON  NEW  MEANING 
IN  THE  ARMY  RESERVE. 


When  you  take  time  to  serve  with  the  Army  Reserve,  we’ll  make  sure  it’s  time  well  spent. 


For  a minimum  amount  of  time,  the  Reserve  will  make  sure  you  get  a maximum  amount  of 
experience  you  probably  won’t  find  in  your  civilian  practice. 

First  and  foremost,  you’ll  be  an  Army  officer  with  all  the  privileges  and  benefits  which  that 
entails. 

Also,  service  in  the  Reserve  affords  you  an  opportunity  to  work  with  dedicated,  top  profes- 
sionals from  all  across  the  country,  as  well  as  attend  important  medical  conferences  and  even 
continue  your  education. 

Serving  as  a general  surgeon  in  the  Army  Reserve  is  an  adventure  waiting  to  happen.  And 
because  your  time  is  important,  we  can  be  very  flexible  about  how  and  when  you  participate. 

For  more  information  about  Army  Reserve  medicine,  contact  one  of  our  experienced  Army 
Reserve  Medical  Counselors.  They  can  arrange  for  you  to  talk  to  an  Army  Reserve  physician 
and  visit  a Reserve  Center  or  medical  facility. 

Call  or  write: 

ARMY  RESERVE  HEALTH  CARE  TEAM 
3606  Austin  Peay,  Suite  313 
Memphis,  TN  38128-3755 
(901)  388-9876  / 9727 

BE  ALL  YOU  CAN  BV 

ARMY  RESERVE 
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Let  SEAKO 
Highlight 
Your  Practice . . . 
with  PMS  PLUS 


SEAKO’s  Practice  Management  System  provides  a state-of-the-art 
automated  solution  that  allows  your  practice  to: 


INCREASE  CASHFLOW: 

Simplifies  statements  that  eliminate  confusion 

Electronic  claims  for  better  accuracy  and  quicker 
claims  return 

Automatic  accounts  receivable  tracking  for  collecting 
on-time  payments 


SAVE  TIME  AND  MONEY: 

Automates  routine  tasks  which  reduces  work  load 

Patient  inquiries,  billing,  statements,  and  insurance 
processing  are  completely  automated 

Automates  patient  recall  which  enhances  follow  up  care 
and  marketing  efforts 


GAIN  CONTROL: 

Produces  medical  and  business  reports  to  help 
analyze  your  practice 

Provides  a revenue  report  by  day,  month  and  year- 
to-date  which  allows  analysis  comparison  to 
determine  future  trends 

Organizes  reports  for  effectiveness  in  everyday 
management 


PMS  PLUS  FEATURES: 

Automated  Billing 
Automated  Insurance  Processing 
Automated  Medical  Records 
Management  Reports 
Practice  Marketing 
Word  Processing 


PMS  PLUS  SUPPORT: 

Toll-Free  Hotlines 
Classroom  and  On-Site  Training 
Advanced  Education 
Beeper  Service 
Program  Enhancements 
90-day  Unlimited  Training 


Top-of-the-line  Hardware; 

IBM  OR  NEC 

Seako  offers  you  complete  security.  Being  a wholly-owned  subsidiary  of  CSC  gives  SEAKO  the  backing 
and  resources  of  a billion  dollar  company.  You  can  be  sure  we  will  be  here  today  and  tomorrow. 


SEAKO,  INC. 

A Wholly-Owned  Subsidiary  of  Computer  Sciences  Corporation 
517  Beacon  Parkway  West 
Birmingham,  Alabama  35209 


For  more  information  about  highlighting 
your  practice  with  PMS  PLUS  call: 

(205)  945-8200  In  FL  (904)  730-3822 
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Greek  poet  Theocritus  said  it.  The  eleven  men 
who  comprise  the  Active  Medical  Staff  of  Saint 
Albans  Hospital  practice  it.  Every  day. 

They  combine  years  of  study  and  experience 
to  bring  patients  the  best  available  care  for  emo- 
tional and  psychological  troubles.  Their  special 
interests  cover  the  broadest  spectrum  of  psychiatric 
treatment,  resulting  in  both  adult  and  adoles- 
cent programs  for  chemical  dependency,  eating 


disorders,  phobias  and  anxieties,  and  pain 
management. 

Our  doctors  lead  a large  group  of  professionals 
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Medical  Grand  Rounds  and 
Prescribed  Credit  by  the  American 
Academy  of  Family  Physicians 


RAYMOND  MASSENGILL,  JR.,  Ed.D.  and  LEO  HARVILL,  Ph.D. 


Medical  grand  rounds  take  on  various  formats 
at  the  various  medical  centers. The  programs 
at  Bristol  Regional  Medical  Center,  which  is  one 
of  the  teaching  hospitals  of  the  East  Tennessee 
State  University,  James  H.  Quillen  College  of 
Medicine,  usually  consist  of  a 50-minute  lecture 
followed  by  a 10-minute  question  and  answ^er  pe- 
riod. The  programs  for  grand  rounds  are  devel- 
oped by  a committee  composed  of  an  internist, 
two  surgeons,  a family  physician,  and  a medical 
educator.^ 


See  editorial  comment  in  this  issue. 


Medical  grand  rounds  have  been  conducted  at 
Bristol  Regional  Medical  Center  for  the  past  12 
years  and  credit  hours  in  Category  1 of  the  Phy- 
sician’s Recognition  Award  of  the  American 
Medical  Association  have  been  provided.  Since 
July  1986,  these  programs  have  also  been  re- 


From  the  James  H.  Quillen  College  of  Medicine,  East  Tennessee 
State  University,  Bristol.  Dr.  Massengill  is  director  of  Medical 
Education. 

Reprint  requests  to  Bristol  Regional  Medical  Center.  Bristol,  TN 
37620  (Dr.  Massengill). 


viewed  and  accepted  for  prescribed  credit  by  the 
American  Academy  of  Family  Physicians 
(AAFP).  The  present  study  deals  with  what  im- 
pact this  change  has  made  on  family  physician 
attendance,  as  well  as  continuing  education  cred- 
it and  other  educational  considerations. 

Method 

In  April  1989,  a questionnaire  was  mailed  to 
11  family  physicians,  four  of  them  full-time  fac- 
ulty and  seven  in  private  practice,  who  attend 
rounds  along  with  a cover  letter  that  indicated 
that  since  July  1986,  the  grand  rounds  programs 
had  been  reviewed  and  accepted  for  prescribed 
credit  by  the  AAFP,  and  in  order  to  help  deter- 
mine if  this  procedure  should  be  continued  it 
would  be  helpful  if  they  would  complete  the 
questionnaire  shown  in  Fig.  1. 

Results 

Ten  physicians  (91%)  of  the  11  responded. 

Two  (20%)  of  the  physicians  indicated  their  at- 
tendance at  rounds  was  dependent  upon  the  fact 
that  prescribed  credit  could  be  obtained,  while  eight 
(80%)  stated  their  attendance  was  not  dependent 
upon  this.  One  of  the  eight  did  write  that  although 
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FIGURE  1 

QUESTIONNAIRE 

1.  Does  your  attendance  depend  upon  whether  the  medical 
grand  rounds  programs  that  have  been  conducted  at  Bris- 
tol Regional  Medical  Center  have  been  reviewed  and  ac- 
cepted for  1 prescribed  credit  hour  by  the  American  Acad- 
emy of  Family  Physicians? 

Yes No 

2.  Since  grand  rounds  programs  have  been  reviewed  and  are 
accepted  for  prescribed  credit  have  you  been  more  in- 
clined to  attend? 

Yes No 

3.  Since  medical  grand  rounds  are  available  for  prescribed 
credit  at  your  local  hospital  and  medical  center  have  you 
obtained  more  continuing  medical  education  credit  than 
when  they  were  not  available? 

Yes No 

4.  From  July  1,  1987  through  June  30,  1988  a total  of  47 
grand  rounds  programs  were  presented.  Out  of  this  total 
how  many  would  you  estimate  you  attended? 

40  or  more 30-39 20-29 10-19 

less  than  10 

5.  In  your  opinion  should  one  of  the  responsibilities  of  the 
community  hospital  and  medical  center  be  to  conduct 
medical  grand  rounds  that  are  approved  for  continuing 
medical  education  credit  by  the  American  Academy  of 
Family  Physicians? 

Yes No 

6.  Of  the  medical  grand  rounds  programs  that  you  have  attend- 
ed how  many  would  you  estimate  have  been  appropriate  for 
both  the  internist  as  well  as  the  family  practitioner? 

0-25% 26%-50% 51%-75% 76%-100% 


he  did  check  no  for  this  first  question  that  he  would 
be  very  disappointed  not  to  continue  to  have  rounds 
approved  for  prescribed  credit.  Another  one,  who 
gave  a negative  response,  wrote  that  she  hoped  the 
programs  would  continue  to  be  approved  for  AAFP 
credit  (prescribed). 

Eight  (80%)  indicated  that  since  the  programs 
now  offered  prescribed  credit  they  had  been  more 
inclined  to  attend,  while  two  (20%)  reported  this 
was  not  an  influencing  factor. 

Eight  (80%)  indicated  they  had  obtained  more 
continuing  medical  education  credit  since  rounds 
were  available  for  prescribed  credit  at  the  local 
hospital  and  medical  center,  while  one  (10%)  in- 
dicated this  had  not  influenced  him,  and  another 
did  not  answer  this  question. 

Three  (30%)  of  the  physicians  indicated  they 
attended  40  or  more  of  the  programs  from  July 
1,  1987  through  June  30,  1988,  one  (10%)  at- 
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tended  between  30-39,  four  (40%)  between  20- 
29  and  two  (20%)  between  10-19. 

All  10  (100%)  respondents  felt  that  one  of  the 
responsibilities  of  the  community  hospital  and 
medical  center  was  to  conduct  medical  grand 
rounds  that  are  approved  for  continuing  medical 
education  credit  by  the  AAFP. 

Eight  (80%)  estimated  that  76%  to  100%  of 
the  programs  they  had  attended  were  appropri- 
ate for  both  the  internist  and  the  family  practi- 
tioner, while  two  (20%)  estimated  51%  to  75%. 
Because  of  the  small  numbers  involved  in  the 
study,  it  can  do  no  more  than  establish  a trend. 

Discussion 

Continuing  medical  education  credit  may  be 
desired  for  many  reasons,  such  as  for  continued 
membership  in  state  medical  societies,  maintain- 
ing hospital  privileges,  requirement  for  malprac- 
tice self-insurance  plans,  re-registration  of  a li- 
cense to  practice  medicine,'^  and  to  keep  abreast 
of  the  latest  developments  in  medicine. 

The  medical  grand  rounds  programs  that  are 
presented  at  Bristol  Regional  Medical  Center  are 
based  on  the  needs  that  have  been  identified  in 
the  hospital  and  those  the  grand  rounds  commit- 
tee considers  important  to  bring  a new  or  ad- 
vanced medical  concept  to  the  attention  of  the 
faculty  and  staff.  Speakers  for  the  medical  grand 
rounds  are  either  members  of  the  medical  school 
faculty  or  hospital  staff  or  guest  professors.^ 

It  seems  clear  that  the  respondents  to  the  ques- 
tionnaire believe  that  the  grand  rounds  pre- 
sentations and  the  prescribed  credit  for  them  are 
meeting  their  needs.  This  is  evidenced  by  the  influ- 
ence prescribed  credit  has  had  on  their  attendance, 
by  their  expressions  of  attendance,  and  by  the  ex- 
pressed appropriateness  of  the  presentations. 

Family  physicians  appear  to  be  benefiting  from 
both  the  availability  of  medical  ground  rounds 
and  the  availability  of  prescribed  credit  from  the 
AAFP. 
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Remote  Metastases  From 

Uveal  Melanoma 

TIMOTHY  POWERS,  M.D.;  RODOLFO  LAUCIRICA,  M.D.;  SANDRA  BROOKS,  M.D.;  SOPHIE 
LEOPOLD,  MHS,  CT  (ASCP);  MICHAEL  WHITSON,  M.D.;  and  JAMES  FARNUM,  M.D. 


Malignant  melanoma  is  the  most  common  in- 
traocular neoplasm.  It  can  readily  metastasize  to 
the  liver  as  well  as  other  sites.  Although  most 
metastasize  within  five  to  ten  years,  metastases 
20  to  25  years  after  the  primary  diagnosis  have 
been  reported.  We  report  two  cases  of  uveal 
melanoma  that  metastasized  over  15  years  after 
initial  diagnosis.  In  neither  case  was  a diagnosis 
of  malignant  melanoma  entertained  until  cyto- 
logic materials  were  obtained.  We  present  the 
cytologic  and  histologic  specimens  and  review  the 
natural  history,  prognostic  indicators,  treatment, 
and  current  recommendations  for  initial  evalua- 
tion and  follow-up.  We  emphasize  the  need  to 
consider  metastatic  disease  in  the  patient  who  has 
had  a previous  uveal  melanoma  regardless  of  how 
temporally  distant  the  diagnosis  was  made. 

Case  Reports 

Case  1.  A 65-year-old  white  man  with  a two-week  history 
of  abdominal  distension  reported  a 40-lb  weight  loss  over  the 
previous  three  months,  but  a 10-lb  weight  gain  over  the  two 
weeks  prior  to  admission.  A history  of  enucleation  of  the  right 
eye  for  melanoma  was  noted  but  not  further  explored.  Phys- 
ical examination  showed  bitemporal  wasting  and  a right  eye 
prosthesis.  Abdominal  examination  revealed  a protuberant 
abdomen  with  a liver  span  of  14  cm,  palpable  3 cm  below  the 
right  costal  margin.  Prothrombin  time  was  9.2  seconds,  al- 
bumin 3.3  gm/dl,  total  bilirubin  0.4  mg/dl,  alkaline  phospha- 
tase 95  U/L,  SGPT  25  U/L,  SCOT  11  U/L,  and  the  LDH 
was  greater  than  600  U/L.  Ultrasound  of  the  abdomen  re- 
vealed extensive  liver  metastases  and  probable  renal  metas- 
tases. Liver-spleen  scan  demonstrated  hepatic  enlargement 
with  multiple  large  filling  defects  in  the  left  and  right  lobes 
of  the  liver.  Abdominal  paracentesis  was  performed  and 
showed  abundant  single  malignant  tumor  cells,  diagnosed  as 
malignant  melanoma.  Subsequent  Chiba  fine  needle  aspira- 
tion (FNA)  of  the  liver  demonstrated  metastatic  malignant 
melanoma  with  positive  S-100  immunoperoxidase  stains.  The 
patient  was  started  on  chemotherapy  with  carmustine 
(BCNU),  dacarbazine  (DTIC),  cis-platinum,  and  tamoxifen. 
His  course  was  complicated  by  pulmonary  edema  and  respi- 
ratory failure,  and  he  died.  Request  for  autopsy  was  denied. 


From  the  Departments  of  Medicine  (Dr.  Powers)  and  Pathology, 
James  H.  Quillen  College  of  Medicine,  and  Mountain  Home  Veterans 
Administration  Medical  Center,  East  Tennessee  State  University, 
Johnson  City. 
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Case  2.  A 72-year-old  white  woman  with  several  weeks 
history  of  lethargy,  weakness,  and  anorexia  had  had  idi- 
opathic thrombocytopenic  purpura  (ITP)  treated  with  high- 
dose  prednisone,  and  enucleation  of  the  left  eye  19  years  be- 
fore admission  for  malignant  uveal  melanoma.  Physical  ex- 
amination revealed  a distended,  tender  abdomen  with  a fluid 
wave  and  a periumbilical  mass.  Glucose  was  863  mg/dl,  BUN 
31  mg/dl,  creatinine  1.8  mg/dl,  LDH  2,067  U/L,  alkaline 
phosphatase  226  U/L,  SGOT  208  U/L,  SGPT  202  U/L,  total 
bilirubin  0.2  mg/dl,  CA-125  935  U/ml  (normal  less  than  35), 
and  a CEA  of  2.7  ng/ml  (normal  0 to  3).  CT  scan  of  the 
abdomen  showed  ascites,  focal  lesions  within  the  liver,  mul- 
tiple peritoneal  and  mesenteric  implants,  and  masses  at  the 
distal  portion  of  the  stomach  and  the  pancreas.  Cytology  of 
the  peritoneal  fluid  was  negative.  Chiba  FNA  of  the  abdom- 


Figure  1.  Low-power  photomicrograph  of  1970  enucleation  speci- 
men, showing  uveal  melanoma  elevating,  but  not  involving,  the  intact 
retina  (hematoxylin-eosin,  x125). 
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UVEAL  MELANOMA  METASTASES/Powers 

inal  mass  with  CT  guidance  revealed  malignant  melanoma. 
The  patient  and  family  declined  treatment  other  than  suppor- 
tive care.  The  patient’s  condition  deteriorated  over  the  course 
of  several  weeks  with  progressive  edema  and  ascites,  and  he 
died.  Request  for  autopsy  was  denied. 

Histologic  Findings 

Each  tumor  consisted  of  a black,  nodular  sub- 
retinal  mass  that  measured  approximately  1.0  cm 
in  greatest  dimension;  no  transscleral  or  optic 
nerve  involvement  was  identified.  Microscopic 
examination  revealed  similar  histologic  features 
in  both  cases.  The  tumor  filled  the  choroidal 
space,  and  elevated  but  did  not  involve  the  reti- 
na (Fig.  1).  Both  spindle  and  epithelioid  cells 
were  found,  arranged  in  fascicles  and  sheets  (Fig. 
2).  Coarse  granular  to  fine  dusty  melanin  cyto- 
plasmic pigment  was  readily  identified  within 
some  cells.  Many  of  the  malignant  cells  possessed 
large,  ovoid,  hyperchromatic  to  vesicular  nuclei  and 
prominent  eosinophilic  macronucleoli. 

FNA  of  the  liver  in  case  1 yielded  diagnostic 
cellular  material  (Fig.  3).  The  malignant  cells 
were  pleomorphic  and  lacked  well-defined  cellu- 
lar cohesiveness.  The  cells  contained  large,  ec- 
centrically located  nuclei,  giant  macronucleoli, 
and  prominent  cytoplasmic  granularity.  An  FNA 
cell  block  preparation  of  the  abdominal  mass  in 
case  2 (Fig.  4)  displayed  histologic  and  cytologic 
epithelioid  features  similar  to  those  found  in  the 
original  uveal  tumor. 

Discussion 

Uveal  melanoma  is  the  most  common  primary 
intraocular  tumor.  This  disease  has  special  signif- 
icance to  the  ophthalmologist  as  the  only  prima- 
ry intraocular  process  in  adults  that  can  be  fatal. ^ 
It  also  has  significance  to  the  primary  care  phy- 
sician who  will  follow  the  patient  after  diagnosis, 
as  this  tumor  has  a high  incidence  of  metastasis 
and  requires  long-term  follow-up. 

The  epidemiology  and  risk  factors  associated 
with  uveal  melanoma  are  diverse  and  multifac- 
torial. This  uncommon  tumor  has  an  annual  age- 
adjusted  incidence  of  0.7  per  100,000.^  It  is  rare 
in  childhood,^  with  the  median  age  at  diagnosis 
being  55  years.  In  contrast  to  other  cancers  the 
incidence  begins  to  level  off  after  70  years  of  age."* 
Uveal  melanoma  is  slightly  more  common  in  men, 
with  an  interesting  left-sided  excess  in  men  and  a 
right-sided  excess  in  women. ^ Caucasians  have  a 
greater  than  eight-fold  risk  over  blacks  in  the 
United  States,  while  there  has  never  been  a case 
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reported  in  American  Indians.^  Sunlight  expo- 
sure is  now  considered  an  important  risk  factor, 
and  brown-eyed  individuals  have  been  shown  to 
be  more  protected  than  blue-eyed  individuals. 
Complexion  and  hair  color  are  not  important  risk 
factors.^  Familial  cases  are  rare.^'p^^^’  The  only 
specific  occupational  exposure  linked  to  uveal 
melanoma  is  welding.^  There  have  been  cluster- 
ings of  cases  in  jobs  with  chemical  exposure,  but 
no  causative  agent  has  been  positively  identi- 
fied.^ There  is  suggestive  evidence  that  trauma 
and  inflammation  of  the  eye  have  a role  in  the 
conversion  of  a benign  pigmented  lesion  into  a 
malignant  melanoma. Chemicals  known  to  in- 
duce ocular  melanomas  in  animals  include  nickel 
subsulfide,  platinum,  methyeholanthrene, 
ethionine,  N-2-fluorenylacetamide,  and  radium. 
Viruses  have  been  used  to  induce  uveal  mela- 
noma in  animal  models.^ 

Once  the  diagnosis  of  uveal  melanoma  is 
made,  several  factors  influence  prognosis.  The 
Callender  classification  is  the  traditional  method 
of  classifying  the  histologic  type  of  uveal  mela- 
noma, and  has  definite  prognostic  implications. 
According  to  this  classification,  there  are  six  var- 
iations in  histologic  type:  spindle  A,  spindle  B, 
fascicular,  epithelioid,  mixed,  and  necrotic.  Spin- 
dle A tumors  are  composed  primarily  of  spindle 


Figure  2.  Medium-power  photomicrograph  of  original  tumor  (1971 
enucleation  of  uveal  melanoma)  showing  spindle  and  epithelioid  cells 
arranged  in  fascicles  and  sheets,  cytoplasmic  melanin  pigment  (cen- 
ter), occasional  mitoses,  and  pleomorphic  nuclei  with  macronucleoli 
(hematoxylin-eosin,  x250). 
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A cells  (small  spindled  nuclei  without  distinct  nu- 
cleoli and  indistinct  cytoplasm)  and  make  up  5% 
of  all  uveal  melanomas.  Five-year  mortality  has 
previously  been  thought  to  be  5%,  but 
Zimmerman*  has  shown  that  these  tumors  do 
not  metastasize  and  therefore  behave  as  nevi. 
Spindle  B tumors  are  composed  primarily  of 
spindle  B cells  (prominent  spindled  nuclei  with 
distinct  nucleoli  and  indistinct  cytoplasm)  and 
comprise  33%  of  uveal  melanomas.  They  have  a 
14%  five-year  mortality.  A fascicular  tumor  is 
characterized  by  a palisading  arrangement  of 
cells,  and  can  be  made  up  of  spindle  A or  spindle 
B cells.  The  fascicular  pattern  accounts  for  6% 
of  uveal  melanomas,  which  have  a 14%  five-year 
mortality.  Epithelioid  tumors  consist  almost  ex- 
clusively of  large  oval  or  round  epithelioid  cells. 
This  cell  type  comprises  3%  of  uveal  melanomas 
and  has  a 69%  five-year  mortality.  A mixed  cell 
type  of  tumor  is  one  of  variable  combinations  of 
spindle  and  epithelioid  cells;  it  comprises  45%  of 
uveal  melanomas  and  has  a 51%  five-year  mor- 
tality. A necrotic  uveal  melanoma  is  one  with 
abundant  necrosis,  such  that  the  tumor  cell  type 
cannot  be  identified.  It  comprises  8%  of  uveal 
melanomas  and  has  a 51%  five-year  mortality. 
Although  the  Callender  classification  is  widely 
accepted,  the  problem  of  intraobserver  variabili- 
ty has  stimulated  interest  in  the  development  of 


Figure  3.  High-power  photomicrograph  of  liver  FNA  smear  (case  1) 
showing  metastatic  uveal  melanoma  with  pleomorphic,  discohesive 
cells,  macronucleoli,  and  granular  cytoplasmic  melanin  pigment  (he- 
matoxylin-eosin,  x500). 


a more  reproducible  tumor  classification  system. 
Recently,  a more  quantitative  method  of  assess- 
ing cell  type  has  been  described  in  which  epithe- 
lioid cells  are  counted  per  high  power  field  and 
the  nucleolar  area  of  tumor  cells  is  measured  by 
image  analysis.  The  inverse  standard  deviation  of 
nucleolar  area  is  calculated.  A high  number  of 
epithelioid  cells  per  high  power  field  and  a low 
value  for  the  inverse  standard  deviation  of  nu- 
cleolar area  is  associated  with  poor  prognosis. 
A major  prognostic  factor  is  tumor  size,  diame- 
ter being  the  single  most  important  clinical  and 
pathologic  prognostic  factor.  Good  prognosis  is 
generally  expected  with  tumors  less  than  10  mm 
in  diameter,  and  a poor  prognosis  with  tumors 
larger  than  10  mm  in  diameter.  Other  ominous 
factors  include  scleral  extension,  high  mitotic  ac- 
tivity, increasing  age,  increased  height  of  tumor, 
excessive  tumor  pigmentation,  and  compromised 
integrity  of  Bruch’s  membrane. 

Discussion  of  metastatic  uveal  melanoma  has 
previously  focused  on  metastasis  occurring  many 
years  after  the  primary  diagnosis.  Recently,  how- 
ever, the  incidence  of  metastasis  at  the  time  of 
primary  diagnosis  has  been  an  area  of  controver- 
sy. Though  this  incidence  has  been  previously 
thought  low,  estimated  at  1%  to  3%,^'^  Albert  and 
associates'^  suggested  in  1981  that  this  incidence 
had  been  underestimated.  They  suggested  that  if 
full  metastatic  workups  had  been  done  on  all  pa- 
tients, a higher  incidence  of  metastases  would 
have  been  found.  A recent  unpublished  account 


Figure  4.  Cell  block  preparation  of  abdominal  mass  FNA  (case  2) 
showing  a sheet  of  pleomorphic,  malignant  cells  with  prominent  cy- 
toplasm (HMB-45  immunoperoxidase  positive),  interpreted  as  meta- 
static uveal  melanoma  (hematoxylin-eosin,  x 500). 
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reported  a metastatic  incidence  as  high  as  12% 
at  time  of  primary  diagnosis.'^  Metastases  are 
most  common  to  the  liver.  Other  sites  include 
stomach,  subcutaneous  tissues,  spine,  lungs,  and 
lymph  nodes.  Tumor  rarely  metastasizes  to  a sec- 
ond site  in  the  same  eye  or  to  the  fellow  eye. 
Metastases  are  believed  to  be  due  to  tumor  in- 
vasion of  blood  vessel  walls,  but  tumor  cells  have 
been  seen  circulating  in  the  blood  of  patients 
without  evidence  of  metastases.  The  average  on- 
set of  a metastatic  focus  is  37  months,  but  it  can 
be  as  long  as  20  to  25  years. There  has  been 
one  report  of  a metastatic  focus  occurring  42  years 
after  primary  diagnosis.*’  Because  of  the  strong 
predilection  for  the  liver,  a search  for  metastases 
should  begin  there.  Some  studies  have  suggested 
that  liver  scans  have  low  yield  in  patients  without 
overt  evidence  of  metastases  and  with  normal 
liver  enzymes.**  However,  because  of  the  recent 
controversy  regarding  the  incidence  of  metasta- 
ses at  the  time  of  primary  diagnosis,  prudence 
may  dictate  management  of  patients  as  per  Al- 
bert’s recommendations. 

A conservative  surgical  philosophy  has  recent- 
ly evolved  in  the  treatment  of  uveal  melanoma. 
Traditionally,  enucleation  has  been  the  standard 
treatment,  but  over  the  last  few  years  enuclea- 
tion has  been  reassessed  and  other  forms  of 
treatment  have  been  studied.  Zimmerman*'* ^**  has 
shown  that  the  incidence  of  death  rises  sharply 
after  enucleation  and  that  two-thirds  of  deaths 
after  enucleation  can  be  attributed  to  surgical 
dissemination  of  tumor  cells.  Other  investigators 
dispute  the  interpretation  of  Zimmerman’s  find- 
ings. This  controversy  has  stimulated  the  devel- 
opment of  other  treatment  modalities.  Appropri- 
ate treatment  can  be  approached  by  evaluating 
the  size  and  elevation  of  the  tumor.  For  large 
tumors  (over  15  mm  in  diameter  and  5 mm  in 
elevation)  there  is  general  agreement  that  enu- 
cleation is  the  treatment  of  choice.  Small  tumors 
(less  than  10  mm  in  diameter  and  2 mm  in  ele- 
vation) are  managed  much  more  conservatively. 
There  is  accumulating  evidence  that  the  risk  in 
observing  small  tumors  is  low,  and  small  tumors 
that  are  asymptomatic  and  small  tumors  in  elder- 
ly patients  are  frequently  managed  by  observa- 
tion only.  Certainly  if  the  diagnosis  is  equivocal 
(melanoma  vs  nevus),  the  tumor  should  be  man- 
aged only  by  close  observation.  Progression  or 
rapid  growth  and  vision  impairment  can  be  treat- 
ed with  radiation  treatment  or  enucleation. 
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Treatment  of  medium-sized  tumors  (10  mm  to  15 
mm  in  diameter  and  2 mm  to  5 mm  in  elevation) 
is  more  controversial,  and  much  more  individual 
consideration  is  required,  as  there  is  less  consen- 
sus on  the  management  of  this  size  of  tumor. 
Other  treatment  modalities  such  as  xenon  arc 
photocoagulation,  cryotherapy,  and  local  full- 
thickness eyewall  resection  are  not  commonly 
used.*  Recently  the  use  of  the  high  energy  argon 
laser  has  shown  promise  in  animal  models.^* 

Conclusions 

Clinical  prosnostic  factors  of  uveal  melanoma 
in  order  of  greatest  significance  are  tumor  size, 
histologic  type,  scleral  extension,  and  mitotic  ac- 
tivity. The  ophthalmic  pathologist  has  a pivotal 
role  in  gross  and  microscopic  examination  of  the 
eye.  / 
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Cutaneous  Alternaria  Infection  in  a 
Patient  on  Chronic  Corticosteroids 
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Alternaria  is  a saprophytic  soil  fungus  found 
widely  in  nature.  Although  it  is  classified  with 
pathogenic  fungi  such  as  Aspergillus,  Blasto- 
myces, and  Histoplasma  in  the  class  Hyphomy- 
cetes,  it  only  rarely  causes  disease  in  man.  Syn- 
dromes described  have  included  cutaneous 
infectiond'"*  osteomyelitis^  pulmonary  granu- 
lomad  peritonitis,'  nasal  septal  infection  in  a pa- 
tient with  acquired  immunodeficiency  syndrome 
(AIDS),®  and  spore-induced  bronchial  asthma  and 
hypersensitivity  pneumonitis.^  We  describe  a case 
of  severe  cutaneous  alternariosis  in  a patient  on 
chronic  systemic  steroid  therapy.  A review  of  the 
pertinent  literature  follows. 

Case  Report 

A 70-year-old  white  man  was  admitted  to  the  Nashville 
Veterans  Administration  Medical  Center  with  a two-day  his- 
tory of  nausea,  coffee  ground  emesis,  dehydration,  and  dys- 
pnea. He  had  previously  been  admitted  numerous  times  for 
chronic  obstructive  lung  disease,  and  had  received  oral  pred- 
nisone therapy  (at  least  10  mg  daily)  for  the  preceding  three 
years.  Medications  on  admission  included  prednisone  30  mg 
twice  a day  as  well  as  digoxin,  furosemide,  enalapril,  theo- 
phylline, and  inhaled  isoetharine.  Oral  trimethoprim-sulfa- 
methoxazole had  been  started  five  days  earlier.  Physical  ex- 
amination was  remarkable  for  a temperature  of  98.6°  F with 
expiratory  wheezes  over  both  lungs.  His  skin  and  abdomen 
were  normal.  Laboratory  studies  revealed  a blood  urea  nitro- 
gen of  68  mg/dl,  creatinine  8.6  mg/dl,  WBC  count  17,600/cu 
mm  and  hematocrit  41%. 

Following  further  work-up  the  diagnosis  of  sulfa-induced 
interstitial  nephritis  was  made.  His  renal  dysfunction  im- 
proved with  discontinuation  of  the  trimethoprim-sulfame- 
thoxazole. Esophagogastroduodenoscopy  (EGD)  with  biopsy 
performed  the  day  after  admission  revealed  severe  distal 
esophagitis.  Special  stains  were  consistent  with  herpes  sim- 
plex. His  gastrointestinal  symptoms  improved  with  intrave- 
nous acyclovir.  On  the  third  hospital  day  his  right  forearm 
was  noted  to  be  diffusely  erythematous,  and  by  the  following 
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day  developed  ecchymotic  areas  and  several  hemorrhagic 
bullae.  Initially  this  was  thought  to  be  a chemical  cellulitis, 
possibly  due  to  extravasation  of  radiocontrast  material  given 
two  days  before,  but  similar  lesions  soon  appeared  on  the  left 
forearm.  Silver  stains  of  a skin  biopsy  revealed  branching, 
septate  hyphae  (Fig.  1).  Treatment  was  begun  with  ampho- 
tericin B,  20  mg  every  other  day,  topical  silvadene,  and 
whirlpool  therapy.  The  lesions  progressed  to  full  thickness 
sloughing  of  the  skin  of  both  upper  extremities  (Fig.  2).  On 
the  fifth  day  culture  of  the  skin  biopsy  specimen  grew  pure 
growth  of  a fungus  with  conidial  characteristics  of  Alternaria 
(Fig.  3). 

The  patient's  course  was  complicated  by  culture-negative 
sepsis,  for  which  broad-spectrum  antimicrobial  therapy  was 
begun.  He  subsequently  developed  refractory  bronchospasm, 
gastrointestinal  bleeding,  and  hypotension.  In  accord  with  the 
family’s  wishes,  aggressive  resuscitation  was  not  attempted. 
The  patient  died  on  the  20th  hospital  day.  Autopsy  revealed 
bacterial  bronchopneumonia,  centrilobular  emphysema,  gas- 
tric ulcerations,  esophagitis,  adrenal  atrophy,  and  acute  my- 
ocardial infarction.  No  evidence  of  disseminated  alternariosis 
was  found. 

Discussion 

Cutaneous  alternariosis  was  first  described  in 
1933  by  Borsock^  following  a splinter  wound  to 
the  hand  of  a normal  host.  Subsequently,  Yu^° 
found  that  Alternaria  often  colonized  normal  skin. 
In  1976,  Farmer  and  Pedersen  first  identified  pri- 


Figure  1.  Patient's  right  forearm  on  hospital  day  8. 
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Figure  2.  Skin  biopsy  demonstrating  branching,  septate  hyphae  (ar- 
row) in  the  subdermal  tissue  (Gomori-methenamine  silver  stain, 
X 1,200). 


mary  (nontraumatic)  cutaneous  alternariosis  in 
immunocompromised  hosts.  ^ ^ In  the  interim  an 
increasing  number  of  such  cases  have  been  re- 
ported. Vivianb  reviewed  33  cases  reported  prior 
to  1981,  19  of  whom  were  immunocompromised, 
six  had  renal  transplants,  five  Cushing’s  syn- 
drome, four  hematologic  malignancies,  and  one 
each  discoid  lupus,  topical  steroid  use,  and  pri- 
mary pulmonary  hypertension.  An  additional  pa- 
tient was  receiving  chronic  systemic  steroid  ther- 
apy similar  to  our  patient. 

The  clinical  features  of  cutaneous  alternariosis 
seen  in  our  patient  are  consistent  with  those  de- 
scribed elsewhere.  Single  or  multiple  erythema- 
tous papulonodular  lesions  with  later  formation 
of  hemorrhagic  bullae  and  ulceration  are  typical. 
Early  lesions  may  resemble  Mycobacterium  mar- 
inum  infection,  but  unlike  mycobacteria,  Alter- 
naria  species  do  not  grow  on  Lowenstein-Jen- 
sen’s  medium. 

The  clinical  diagnosis  of  alternariosis  is  com- 
plicated by  Alternaria’s  being  a frequent  contam- 
inant encountered  in  the  laboratory,  especially 
when  samples  are  obtained  from  potentially  col- 
onized surfaces  such  as  skin  or  mucous  mem- 
branes. It  grows  rapidly  on  Sabourand  agar, 
forming  dark  grey  to  grey-green  colonies  that  lat- 
er turn  black  with  a white  rim.^^  When  grown  in 
vitro,  ovoid  conidia  with  multiple  transverse, 
longitudinal,  and  oblique  septa  (also  called  dic- 
tyoconidia)  are  formed  from  conidiophores  (Fig. 
3).  Definitive  diagnosis  of  invasive  skin  infection 
requires  PAS  or  methenamine  silver  stain  to 
identify  hyphal  elements  and  vesicular  bodies  in 


Figure  3.  Alternaria  conidia  with  characteristic  multiple  transverse  (large 
arrow)  and  a single  oblique  (small  arrow)  septum  (cotton  phenol  blue 
stain,  X 1,200). 


the  dermal  or  hypodermal  tissues,  often  associ- 
ated with  microabscesses,  a granulomatous  infil- 
trate, or  visualization  of  the  organism  within 
macrophages  or  neutrophils.^ 

Reports  on  the  treatment  of  Alternaria  with  an- 
timycotic agents  are  few.  Mardh  and  Hallberg^ 
tested  six  stains  of  Alternaria  in  vitro  and  found 
them  all  to  be  susceptible  to  10  |JLg/ml  of  clotrima- 
zole, natamycin  and  nystatin. Ketoconazole  was 
ineffective  in  the  treatment  of  a cutaneous  infec- 
tion.^^ An  AIDS  patient  with  invasive  nasal  alter- 
nariosis was  cured  by  excision  of  his  nasal  septum 
with  administration  of  1 gm  of  amphotericin  B. 
Notably,  this  patient  acquired  his  infection  while 
receiving  ketoconazole  for  candidiasis.®  While  it  is 
impossible  to  make  definitive  recommendations 
based  upon  the  limited  published  experience,  early 
excision  of  involved  tissues  when  feasible,  with 
concurrent  local  and/or  systemic  antimycotic  ther- 
apy, is  a reasonable  approach. 

Summary 

We  have  presented  a case  of  invasive  cuta- 
neous alternariosis  in  a patient  receiving  chronic 
oral  steroid  therapy.  Alternaria  must  be  consid- 
ered in  the  differential  diagnosis  of  any  progres- 
sive cutaneous  infection  in  an  immunocompro- 
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mised  patient.  Invasive  maneuvers  are  often 
needed  to  confirm  the  diagnosis.  Given  the  rarity 
of  cases  and  lack  of  controlled  clinical  trials,  firm 
therapeutic  guidelines  are  not  available.  Clini- 
cians are  likely  to  encounter  more  such  cases  as 
the  population  of  immunocompromised  hosts 
grows.  r ^ 
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Colonoscopic  Removal  of  a Gallstone 
Obstructing  the  Sigmoid  Colon 


SHAUNA  R.  ROBERTS,  M.D.;  CINDY  CHANG,  M.D.;  TODD  CHAPMAN,  M.D.; 

PAUL  G.  KOONTZ,  JR.,  M.D.;  and  GERALD  L.  EARLY,  M.D. 


Introduction 

Biliary-enteric  fistula  occurs  in  up  to  5%  of  all 
patients  who  have  gallstones;  cystic  duct  obstruc- 
tion, cholecystitis,  and  multiple  episodes  of  ad- 
jacent tissue  inflammation  usually  precede  fistula 
formation.  As  many  as  21%  of  patients  who  de- 
velop a biliary  enteric  fistula  will  have  clinical 
evidence  of  gallstone  ileus.  The  majority  will  pass 
their  gallstones,  but  once  obstruction  takes  place, 
passage  of  the  stone  almost  never  occurs. ‘ * 

Gallstone  ileus  is  the  cause  of  mechanical  small 
bowel  obstruction  in  up  to  4%  of  the  general 
population.  The  typical  patient  is  an  elderly 
woman  with  multiple  medical  problems  and  a 
history  of  gallstones.  Most  patients  have  several 
days  of  crampy  abdominal  pain,  vomiting,  and 
intermittent  obstipation  due  to  “tumbling”  of  the 
stone.  (The  gallstone  typically  causes  intermit- 
tent obstruction  as  it  moves  distally  to  its  final 
impaction  point.)  The  clinical  picture  of  small 
bowel  obstruction  is  usually  present,  since  the  il- 
eocecal valve  is  the  most  common  site  of  gall- 
stone impaction.  Other  sites  of  involvement  in 
order  of  frequency  are  mid-ileum,  jejunum, 
stomach,  duodenum,  and  colon;  approximately 
5%  of  gallstone  ileus  cases  involve  obstruction  of 
the  colon. 

Courvoisier*^  described  the  first  case  of  a gall- 
stone obstructing  the  colon  in  1890.  Since  then, 
approximately  60  cases  have  been  reported,  most 
of  them  at  a site  of  a preexisting  narrowing.  Pri- 
mary small  bowel  obstruction  may  be  absent  if 
the  stone  reaches  the  colon  directly  by  fistula 
formation,  if  a stone  is  small  enough  to  pass 
through  the  small  bowel  but  not  an  area  of  dis- 
eased colon,  or  if  a stone  enlarges  in  the  colon 
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(by  fecal  concretions  or  inspissation  with  other 
stones). 

The  diagnosis  of  gallstone  ileus  is  suspected 
preoperatively  in  45%  to  55%  of  cases.^  ^ ^^  Ra- 
diopaque gallstones  are  appreciable  on  abdomi- 
nal films  in  about  66%  of  patients, and  there- 
fore a plain  abdominal  film  that  shows  bowel 
obstruction  and  migration  of  a preexisting  gall- 
stone out  of  the  right  upper  quadrant  suggests 
the  diagnosis  of  gallstone  ileus. Pneumobilia 
may  be  present  in  up  to  71%  of  cases, but 
may  be  difficult  to  appreciate.  About  90%  of 
suspected  cases  of  duodenocolic  fistula  may  be 
diagnosed  by  barium  enema. 

Case  Report 

An  85-year-old  white  woman  gave  a 12-day  history  of 
progressive  abdominal  distension  and  obstipation  after  hav- 
ing earlier  experienced  recurrent  bouts  of  severe  indigestion 
and  abdominal  discomfort  which  had  subsequently  resolved. 
The  patient  had  a history  of  peptic  ulcer  disease  and  choleli- 
thiasis without  known  cholecystitis.  Her  primary  care  physi- 
cian performed  an  upper  gastrointestinal  series,  which  showed 
a large  calcification  in  the  left  lower  quadrant  similar  to  that 
previously  seen  in  the  gallbladder  (Fig.  1).  Significant  elec- 
trolyte and  acid-based  disturbances  were  present,  and  fluid 
and  electrolyte  resuscitation  were  performed. 

Sigmoidoscopy  revealed  a large  stone  impacted  in  the  mid- 
sigmoid  region.  Partial  fragmentation  of  the  distal  portion  of 
the  stone  was  achieved  with  the  polypectomy  snare,  but  the 
patient  did  not  pass  the  stone  and  had  further  evidence  of 
bowel  distension  within  a few  hours.  On  a second  colonos- 
copic procedure,  the  papillotomy  balloon  was  manipulated 
beyond  the  largest  fragment  of  the  stone  (4  cm),  which  was 
then  gently  withdrawn  into  the  distal  sigmoid  colon;  the  stone 
was  encircled  with  the  polypectomy  snare  and  gradually  with- 
drawn. Except  for  diverticulosis,  there  was  no  other  apparent 
intraluminal  pathology.  The  patient  subsequently  regained 
normal  bowel  function. 

Nine  months  later,  with  the  patient  in  good  general  con- 
dition, elective  cholecystectomy  was  performed  without  com- 
plications. 

Discussion 

Many  aspects  of  the  management  of  gallstone 
ileus  remain  controversial,  particularly  as  to 
whether  or  not  the  operative  intervention  should 
be  staged,  using  the  initial  procedure  only  to  re- 
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lieve  the  obstruction  and  close  the  fistulad  The 
mortality  rate  has  been  in  the  13%  to  20%  range 
for  single-stage  or  two-stage  therapy. At  lapa- 
rotomy the  entire  intestinal  tract  should  be  care- 
fully examined  for  other  stones,  as  multiple  stones 
large  enough  to  obstruct  the  intestine  are  present 
in  about  13%  of  cases. Gallbladder  carci- 
noma occurs  in  as  many  as  15%  of  patients  with 
a biliary  enteric  fistula, ^ as  compared  to  0.8% 
of  all  patients  who  have  cholecystectomies.^^ 
Ideally,  the  fistula  should  be  closed,  chole- 
cystectomy performed,  and  the  common  duct 
evaluated. 

This  case  of  gallstone  ileus  is  particularly  in- 
teresting because  the  gallstone  obstructed  the 
sigmoid  colon,  and  the  colonic  obstruction  was 
relieved  nonoperatively  in  this  very  ill  patient  who 


Figure  1.  The  arrow  in  the  patient's  left  lower  quadrant  points  to  a 
calcification  previously  seen  in  the  right  upper  quadrant. 


was  extremely  frail  due  to  age  and  other  medical 
problems.  Although  endoscopic  retrieval  of  gall- 
stones from  the  stomach  has  been  reported, we 
are  not  aware  of  other  reports  of  endoscopic 
gallstone  extraction  from  the  sigmoid  colon. 

The  condition  of  the  patient  may  require  that 
the  initial  procedure  consist  only  of  relief  of  the 
bowel  obstruction.  If  there  is  no  evidence  of 
common  duct  obstruction,  cholecystectomy  and 
fistula  closure  can  be  performed  as  a “second  op- 
eration.” Indications  for  cholecystectomy  and 
fistula  repair  are  continuing  symptoms,  remain- 
ing gallstones,  nonfunctioning  gallbladder,  and  a 
patent  biliary-enteric  fistula.^ 

Summary 

For  the  patient  with  a single  gallstone  ob- 
structing the  colon,  this  technique  offers  non- 
operative relief  of  the  obstruction,  allowing  de- 
finitive operative  therapy  to  be  accomplished  at 
a later  time  on  a more  elective  basis.  The  patient 
should  be  carefully  observed  during  the  interval 
for  intervening  recurrent  gallstone  ileus,  r ^ 
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Trauma  Rounds 


Recognition  of  the  Subtle  Signs  of  Child  Abuse 

R.  LESLIE  MILES,  M.D.  and  R.  PHILLIP  BURNS,  M.D. 


Millions  of  children  are  seen  every  year  in  pediatric 
emergency  rooms  across  the  nation  with  traumatic  in- 
juries ranging  from  minor  burns  and  bruises  to  serious 
intra-abdominal  and  intracranial  pathology.'  Approxi- 
mately 1 million  of  these  children  will  have  been  the 
victims  of  physical  abuse  or  neglect,  representing  a 
1.6%  prevalence  rate  in  the  population  of  children  un- 
der 18  years  of  age.^  Because  these  victims  of  nonac- 
cidental trauma  are  seen  not  only  by  pediatricians  but 
by  emergency  room  physicians  and  surgeons,  and  be- 
cause children  are  often  unwilling  or  unable  to  give  an 
adequate  history,  it  is  important  for  the  physician  to 
be  cognizant  of  the  historical  discrepancies  and  the 
physical  signs  and  symptoms  that  should  raise  one’s 
index  of  suspicion  for  child  abuse. 

We  present  a case  of  child  abuse  and  briefly  outline 
the  historical  and  physical  factors  that  will  alert  the 
physician  to  possible  abuse. 

Case  Report 

A 29-month-old  black  boy  was  admitted  to  the  emergency 
room  of  T.  C.  Thompson  Children’s  Hospital  in  Chattanooga 
by  his  stepfather,  who  stated  the  child  apparently  had  fallen 
from  the  upper  level  of  a bunk  bed  while  he  was  away  from 
home  (the  child  was  unattended),  and  that  the  child  was  un- 
conscious when  he  returned.  On  further  questioning,  the  man 
admitted  he  was  not  actually  married  to  the  patient’s  mother, 
and  that  he  had  been  arrested  on  another  charge. 

On  physical  examination  the  patient’s  blood  pressure  was 
128/78  mm  Hg,  pulse  128/min,  and  respirations  36/min.  He 
had  multiple  bruises  and  abrasions  on  both  sides  of  his  face. 
Pupils  were  small  and  sluggishly  reactive,  and  both  eyes  were 
deviated  downward.  The  abdomen  was  distended,  but  non- 
tender and  with  normal  bowel  sounds,  and  a large  abrasion 
was  noted  in  the  right  lower  quadrant.  The  child  responded 
purposefully  to  pain  on  the  left  side,  but  demonstrated  very 
little  movement  in  his  right  upper  or  lower  extremities.  The 
toes  of  his  left  foot  had  several  discrete,  old-appearing  burn 
marks.  Laboratory  examination  revealed  a hematocrit  of 
25.6%,  an  MCV  of  72  cup,,  and  gross  hematuria  on  urinaly- 
sis. The  patient  was  admitted  to  the  pediatric  intensive  care 
unit,  where  an  intracranial  pressure  monitor  was  placed  and 
a phenobarbital  coma  induced.  The  patient  remained  in  in- 
tensive care  21  days,  during  which  time  he  experienced  re- 
current episodes  of  elevated  intracranial  pressure,  treated  with 
osmotic  diuresis  and  hyperventilation.  The  patient  was  dis- 
charged on  disability  income  with  daily  physical  therapy. 
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Discussion 

Over  the  course  of  the  last  three  decades  the  Amer- 
ican public  has  become  increasingly  aware  of  the  prob- 
lem of  child  abuse.  Physicians,  of  course,  are  most  often 
responsible  for  recognizing  the  subtle  clinical  signs  asso- 
ciated with  this  problem,  and  often  have  difficulty  in 
doing  so  since  the  history,  usually  given  by  the  parents, 
is  invariably  inaccurate.^  The  physician  should  always 
have  the  question,  “Could  this  be  abuse?”  in  the  back 
of  his  mind  as  he  assesses  the  injured  child,  and  should 
repeatedly  request  clarification  and  amplification  as  the 
parent  or  child  relates  the  history  of  the  event. 

A discrepancy  between  the  history  of  the  trauma  and 
the  degree  of  physical  injury  will  often  exist,  leading  the 
physician  to  doubt  the  verity  of  the  history  and  requiring 
the  physician  to  rely  much  more  heavily  on  clinical  signs 
in  assessing  the  child.  The  time  sequence  is  important  to 
note  in  the  history.  Often  the  reported  time  of  injury 
does  not  correlate  with  obvious  age  of  injury  or  the 
seeking  of  medical  advice,  and  the  history  may  include 
repeated  trauma  with  the  child  having  been  seen  in  a 
number  of  different  emergency  rooms.  The  parents  of 
abused  children  often  respond  inappropriately  or  do  not 
comply  at  all  with  medical  advice. 

Another  salient  feature  to  note  in  the  history  is  age, 
since  toddlers  more  often  sustain  intra-abdominal  in- 
juries from  physical  abuse,  while  internal  injuries  in 
school  age  children  are  usually  the  result  of  contact 
sports,  a fall  onto  bicycle  handlebars,  or  traffic  acci- 
dents.^ Information  on  the  child’s  birth  and  medical 
history  as  well  as  the  mother’s  pregnancy  provides  im- 
portant insight  into  her  attitude  about  the  child. ^ 

Social  history  is  also  important  in  identifying  other 
factors  that  may  be  associated  with  child  abuse:  socio- 
economic status,  parental  divorce,  illegitimacy,  physi- 
cal and  mental  defects  in  the  child,  and  teen  pregnan- 
cy, all  of  which  are  seen  with  increased  frequency  in 
the  abused  child  and  his  family. In  addition,  those 
children  who  are  perceived  as  different,  or  actually  are 
different,  or  actually  are  different  in  terms  of  physical 
or  behavioral  characteristics  (such  as  the  fussy,  irrita- 
ble, hyperactive  child  or  the  child  with  congenital  mal- 
formation, developmental  disability  or  mental  retar- 
dation) are  at  higher  risk  of  abuse  than  the  normal 
child. 
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On  physical  examination,  the  early  signs  that  should 
alert  the  child’s  physician  to  possible  abuse  are  neglect 
and  malnutrition.  The  earliest  signs  of  actual  physical 
abuse  are  usually  soft  tissue  injuries,  with  certain  pat- 
terns and  locations  of  injury  being  characteristic.  These 
injuries  are  seen  about  the  head,  perioral,  perianal, 
and  genital  regions,  with  bruising  being  the  most  com- 
mon manifestation.  Often  they  will  be  of  a bizarre  na- 
ture, such  as  bites,  rope  marks,  or  cigarette  burns,  and 
often  are  in  different  stages  of  resolution,  indicating 
multiple  episodes  of  battering  and  abuse. ^ 

Another  frequently  encountered  problem  is  long 
bone  fracture,  especially  in  children  under  3 years  of 
age."*  These  fractures  are  usually  several  days  old  and 
inadequately  explained  by  the  parents.  The  three  most 
common  fractures  are  humeral,  femoral,  and  rib,  with 
the  types  of  fractures  suggestive  of  jerking  or  twisting 
forces.  Of  course  multiple  fractures,  especially  in  the 
toddler,  provide  even  stronger  evidence  that  the  inju- 
ries are  nonaccidental. ^ 

Cranial  trauma  is  the  most  frequent  cause  of  mor- 
bidity and  death  in  abused  children.  Many  of  these 
injuries,  especially  the  more  serious  intracranial  inju- 
ries, are  difficult  to  distinguish  from  accidental  injuries 
as  the  manifestations  of  both  are  similar. ^ 

Some  of  the  more  common  cranial  trauma  injuries 
seen  are  alopecia  due  to  hair  pulling,  skull  fracture, 
and  subdural  hematoma. Abusive  alopecia  is  usually 
diffuse,  while  complex  depressed  or  diastatic  fractures, 
retinal  hemorrhages,  and  associated  findings  of  abuse 
make  the  diagnosis  of  nonaccidental  skull  fracture  more 
likely.  Subdural  hematoma  is  rarely  seen  except  in  in- 
stances of  inflicted  injury.  Kravitz  demonstrated  in  a 
study  of  330  accidental  falls  only  one  infant  who  sus- 
tained a subdural  hematoma,  while  Billmire  and  Myers 
found  that  95%  of  life-threatening  head  injuries  were 
the  result  of  child  abuse. ^ 

In  summary,  the  problem  of  child  abuse  is  charac- 
terized by  denial  on  the  part  of  the  perpetrators.  Be- 
cause they  cannot  be  relied  upon  to  provide  an  accu- 
rate history,  the  physician  must  approach  possible  cases 
of  child  abuse  with  a high  degree  of  suspicion  and  a 
firm  grounding  in  signs  and  symptoms  commonly  as- 
sociated with  child  abuse.  If  child  abuse  is  suspected, 
the  physician  must  act  as  an  advocate  for  the  child  by 
reporting  his  findings  to  the  proper  authorities  to  en- 
sure that  the  child’s  well-being  and  possibly  the  child’s 
life  will  be  protected  after  the  child  leaves  the  physi- 
cian’s care.  / 
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Vanderbilt  Morning  Report 


A Case  of  Cyanosis  Without  Hypoxemia 


Case  Report 

A 24-year-old  man  entered  the  emergency  room  com- 
plaining of  dizziness,  nausea,  and  mild  dyspnea  after  having 
inhaled  several  “poppers”  (amyl  nitrite).  His  past  medical 
history  was  unremarkable.  On  physical  examination,  he  was 
afebrile,  his  respiratory  rate  was  24/min,  and  his  heart  rate 
was  140/min.  He  was  distinctly  cyanotic  and  remained  so  de- 
spite supplemental  oxygen.  An  arterial  blood  gas  on  5 L/min 
oxygen  showed  pH  7.38,  PCO2  39  mm  Hg,  POi  183  mm  Hg. 
His  methemoglobin  level  was  22%  (normal  < 3%).  The  re- 
mainder of  his  laboratory  data  was  normal.  He  was  sympto- 
matically improved  after  several  hours  of  observation  and 
subsequently  was  discharged. 

Discussion 

Methemoglobin  is  a derivative  of  hemoglobin  in  which 
the  iron  has  been  oxidized  from  the  normal  (reduced) 
ferrous  (Fe++)  state  to  the  ferric  (Fe+  + + ) state. 
Methemoglobin  does  not  transport  oxygen,  and  it  has  an 
intense  dark  blue  color  which  causes  clinically  apparent 
cyanosis  at  concentrations  of  15%  or  greater.’ 

Spontaneous  formation  of  methemoglobin  occurs 
slowly  in  vivo.  There  are  several  active  metabolic 
processes  that  reduce  methemoglobin  back  to 
hemoglobin^;  the  most  active  is  dependent  on  reduced 
nicotinamide-adenine  dinucleotide  (NADH)  and  uti- 
lizes cytochrome  bj  as  the  physiologic  electron  carrier. 
Other  biochemical  systems  are  capable  of  reducing 
methemoglobin  to  hemoglobin  but  do  so  in  vivo  at 
much  slower  rates  than  the  NADH-cytochrome  sys- 
tem. One  such  pathway  is  an  NAD-phosphate  de- 
pendent (NADP-dependent)  system  which  plays  little 
physiologic  role  in  reduction  of  methemoglobin  be- 
cause an  artificial  electron  carrier,  such  as  methylene 
blue,  is  required.  However,  this  enzymatic  system  is 
the  major  pathway  by  which  methylene  blue  acceler- 
ates reduction  of  methemoglobin.  The  system  also  re- 
quires that  reduced  NADP  (NADPH)  be  generated  by 
the  pentose  phosphate  pathway,  the  first  step  of  which 
is  catalyzed  by  glucose-6-phosphate  dehydrogenase 
(G6PD). 

Methemoglobinemia  may  be  congenital  or  ac- 
quired. Congenital  methemoglobinemia  may  occur 
either  as  a result  of  an  abnormality  in  the  hemoglobin 
molecule  (hemoglobin  M)  or  as  a result  of  a biochem- 
ical deficiency  in  the  normal  cellular  protective  mech- 
anisms. Acquired  methemoglobinemia  results  from 
exposure  to  various  drugs  and  chemicals.’’  Neonates  are 
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particularly  sensitive  to  induction  of  methemoglobine- 
mia. Agents  capable  of  inducing  methemoglobinemia 
include  the  aniline  dyes,  antimalarials,  chlorates,  cop- 
per sulfate,  dapsone,  local  anesthetics,  naphthalene, 
nitrites^  and  nitrates  (including  sodium  nitrite,  amyl 
nitrite,  butyl  nitrite,  nitroglycerin,  nitroprusside,  and 
silver  nitrate),  nitrobenzene,  PAS,  phenacetin,  phen- 
azopyridine,  and  sulfonamides.  Cases  of  fatal  met- 
hemoglobinemia due  to  recreational  use  of  inhaled  ni- 
trites have  been  reported. ^ 

Symptoms  of  methemoglobinemia  are  dependent  on 
the  concentration  of  methemoglobin.  At  concentra- 
tions of  15%  to  20%,  cyanosis  and  “chocolate  brown” 
blood  are  apparent.  Concentrations  of  20%  to  45% 
are  associated  with  dyspnea,  fatigue,  lethargy,  head- 
ache, and  dizziness.  Progressive  CNS  depression  oc- 
curs at  concentrations  of  45%  to  55%,  and  concentra- 
tions greater  than  70%  are  associated  with  a high 
mortality  rate.  The  diagnosis  of  methemoglobinemia 
should  be  suspected  in  patients  who  present  with  cy- 
anosis in  the  absence  of  respiratory  distress  and  in  those 
whose  cyanosis  fails  to  correct  with  100%  oxygen 
administration.  The  diagnosis  of  methemoglobinemia 
is  suggested  by  the  failure  of  blood  to  become  bright 
red  on  exposure  to  oxygen.  Blood  with  10%  or  greater 
methemoglobin  leaves  a characteristic  dark  red-brown 
stain  on  filter  paper.  The  diagnosis  may  be  confirmed 
by  direct  measurement  of  the  methemoglobin  level. 

Specific  therapy  for  methemoglobinemia  should  be 
given  to  those  with  methemoglobin  concentrations 
greater  than  40%  and  to  those  in  whom  the  methe- 
moglobin level  is  rapidly  rising.  Treatment  consists  of 
administration  of  intravenous  methylene  blue  (tetra- 
methylthionine  chloride)  in  a dose  of  0.1  to  0.2  cc/kg 
of  a 1%  solution  (1  to  2 mg/kg)  over  five  minutes. 
Methylene  blue  activates  the  NADPH-methemoglobin 
reductase  system  but  is  ineffective  if  the  patient  has 
G6PD  deficiency.  In  severely  affected  patients  and  in 
those  suffering  from  chlorate  poisoning  (in  whom 
methylene  blue  is  ineffective),  exchange  transfusion 
should  be  considered. 
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A Case  of  Syncope  in  the  Church  Choir 


Case  Report 

A 78-year-old  man  was  admitted  after  experiencing  syn- 
cope while  singing  in  his  church  choir.  Before  losing  con- 
sciousness, he  noted  light-headedness  and  “skipped  heart 
beats”;  he  regained  consciousness  quickly.  He  had  experi- 
enced three  similar  episodes  over  the  previous  two  years,  each 
time  while  singing  in  the  choir.  Past  medical  history  was  re- 
markable only  for  mild  coronary  artery  disease  demonstrated 
by  cardiac  catheterization  in  1980.  Medications  included  pro- 
pranolol, isosorbide  dinitrate,  and  quinidine  gluconate,  which 
he  took  for  suppression  of  PVCs. 

At  admission,  the  blood  pressure  w'as  100/50  mm  Hg  in 
both  arms.  There  were  no  carotid  bruits  and  no  jugular  ven- 
ous distension.  Cardiac  rhythm  was  regular  with  a rate  of  68/ 
min  and  no  murmur  or  gallop.  Neurologic  examination  w'as 
normal.  Laboratory  findings  and  EKG  were  unremarkable. 

Continuous  cardiac  monitoring  showed  no  significant  dys- 
rhythmia, and  serial  cardiac  enzyme  determinations  revealed 
no  evidence  of  myocardial  infarction;  echocardiogram  was 
normal.  When  carotid  sinus  massage  was  performed  with 
minimal  pressure  on  the  right  carotid  artery,  high  degree  AV 
block  with  marked  bradycardia  and  hypotension  developed 
(Fig.  1);  formal  electrophysiologic  testing  confirmed  these 
findings.  Premedication  with  atropine  before  carotid  sinus 
massage  prevented  bradycardia  and  hypotension.  It  was  pos- 
tulated that  the  combination  of  wearing  a necktie  and  per- 
forming the  valsalva  maneuver  while  singing  stimulated  the 
hypersensitive  carotid  sinus.  Subsequently,  a ventricular  de- 
mand pacemaker  was  placed  for  treatment  of  hypersensitive 
carotid  sinus. 

Discussion 

Carotid  sinus  hypersensitivity  is  not  a common  cause 
of  syncope,  but  it  should  always  be  considered  in  the 
differential  diagnosis  of  recurrent  syncope.'  Two  ma- 
jor types  of  this  syndrome  have  been  described.  In 
cardio-inhibitory  hypersensitivity'  asystole  or  marked 
bradycardia  results  from  carotid  sinus  stimulation.  The 
cardio-inhibitory  response  is  mediated  by  vagal  action 
on  the  sinoatrial  and  AV  nodes  and  can  be  abolished 
with  atropine.  Vasodepressor  hypersensitivity-  causes  a 
significant  drop  in  arterial  blood  pressure  (5=50  mm 
Hg,  or  5=30  mm  Hg  if  symptomatic)  in  the  absence  of 
a change  in  heart  rate.  The  response  is  not  abolished 
by  atropine.  This  type  of  carotid  sinus  hypersensitivity 
is  much  less  common  than  cardio-inhibitory  hypersen- 
sitivity. The  two  types  may  coexist. 

Patients  who  have  demonstrable  carotid  sinus  hy- 
persensitivity may  have  additional  causes  for  their  syn- 
cope. A drop  in  cerebral  perfusion  due  to  atheroscle- 
rotic carotid  artery  disease  may  occasionally  mimic 
carotid  sinus  hypersensitivity. 

Carotid  sinus  hypersensitivity  is  more  frequent  in 
the  elderly;  intrinsic  conduction  system  disease  is 
probably  not  the  major  underlying  cause  of  this  syn- 
drome (although  there  is  debate  about  thisj.^"*  Predis- 
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Figure  1.  Continuous  rhythm  strip  during  light  pressure  (indicated  by 
up  arrow)  on  the  right  carotid  sinus.  During  this  maneuver,  the  patient 
developed  marked  sinus  bradycardia  and  AV  block,  resulting  in 
symptomatic  hypotension.  The  abnormalities  resolved  after  discontin- 
uing carotid  sinus  massage  (indicated  by  down  arrow). 


posing  factors  include  diabetes,  hypertension,  ather- 
osclerotic vascular  disease,  and  local  abnormalities  near 
the  carotid  sinus,  such  as  scars  or  lymph  nodes.  There 
appears  to  be  a significant  correlation  between  carotid 
sinus  hypersensitivity  and  the  presence  of  significant 
coronary  artery  disease. ^ 

Precipitating  factors  are  activities  that  stimulate  the 
sensitive  carotid  sinus,  including  turning  the  head, 
shaving,  and  coughing.  Many  patients  do  not  recall  any 
specific  precipitating  factor.  Various  drugs  (including 
digoxin,  alpha-methyldopa,  clonidine,  and  beta  block- 
ers) may  exacerbate  the  symptoms. 

The  diagnosis  of  carotid  sinus  hypersensitivity  is 
made  by  the  demonstration  of  an  abnormal  response 
to  carotid  sinus  massage.  This  maneuver  should  be 
performed  only  with  continuous  cardiac  monitoring  of 
the  supine  patient  and  after  listening  for  carotid  bruits. 
Complications  of  carotid  sinus  massage  are  rare  but 
include  stroke,  asystole,  and  ventricular  arrhythmias. 
In  patients  with  the  cardio-inhibitory  type  of  hyper- 
sensitivity, carotid  sinus  massage  should  be  repeated 
after  pretreatment  with  1 mg  of  atropine.^  If  carotid 
sinus  massage  continues  to  cause  hypotension  in  the 
absence  of  bradycardia,  an  element  of  vasodepressor 
response  is  also  present. 

Therapy  for  carotid  hypersensitivity  includes:  dis- 
continuing drugs  that  exacerbate  the  abnormality,  an- 
ticholinergic and  sympathomimetic  drugs,  denervation 
of  the  carotid  sinus,  and,  most  commonly,  insertion  of 
a ventricular  pacemaker.  Atrial  pacing  is  often  ineffec- 
tive. Symptoms  due  to  the  vasodepressor  response  may 
respond  to  a combination  of  ephedrine  and 
propranolol’  or  to  a DVI  pacer.  Occasionally,  these 
patients  may  require  denervation  of  the  carotid  sinus. 

CZIP 
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Health  and  Environment  Report 


Disposal  of  Infectious  Wastes  in 
Sanitary  Landfills 

SARAH  H.  SELL,  M.D. 


In  1988,  after  lengthy  regulatory  deliberations,  a 
revised  policy  was  announced  for  the  disposal  of  infec- 
tious wastes  in  sanitary  landfills.  The  current  policy 
was  developed  by  the  combined  infectious  waste  rule- 
making  efforts  of  the  divisions  of  Solid  Waste  Man- 
agement, Health  Care  Facilities,  and  Air  Pollution 
Control  of  the  Tennessee  Department  of  Health  and 
Environment. 

For  regulatory  purposes  the  Department  has  de- 
fined “infectious  wastes”  to  mean  wastes  which  con- 
tain pathogens  with  sufficient  virulence  and  quantity 
so  that  exposure  to  the  waste  by  a susceptible  host 
could  result  in  an  infectious  disease. 

The  following  are  to  be  considered  infectious  wastes; 
isolation  wastes,  cultures  and  stocks  of  infectious 
agents  and  associated  biologicals,  human  blood  and 
blood  products,  pathological  wastes,  contamined  sharp 
objects,  contaminated  animal  carcasses,  body  parts  or 
bedding,  and  facility-specified  infectious  wastes. 

It  is  recommended  that  all  infectious  wastes  be  in- 
cinerated, steam  sterilized,  or  otherwise  rendered 
noninfectious  prior  to  disposal  in  sanitary  landfills. 
However,  the  Division  of  Solid  Waste  Management  will 
permit  some  infectious  wastes  to  be  landfilled  provid- 
ed certain  precautions  and  limitations  are  strictly  en- 
forced. The  following  restrictions  apply: 

® Sharp  objects  must  be  securely  packaged  in 
puncture-proof  packaging. 

• Cultures  and  stocks  of  infectious  agents  and  as- 
sociated biologicals  must  be  rendered  noninfectious 
(e.g.,  autoclaved).  Once  properly  treated,  most  such 
wastes  may  be  approved  for  normal  solid  waste  dis- 
posal. 

• Human  blood  and  blood  products  and  other  body 
fluids  may  not  be  landfilled.  This  restriction  applies  to 
bulk  liquids  or  wastes  containing  substantive  amounts 
of  free  liquids;  it  does  not,  however,  apply  to  blood- 
contaminated  materials  such  as  emptied  blood  bags, 
“dirty”  linens,  or  bandages. 

• Recognizable  human  organs  and  body  parts  may 
not  be  landfilled. 
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Infectious  wastes  must  be  managed  at  the  landfill 
according  to  these  minimal  operating  restrictions; 

• Infectious  wastes  must  be  transported  to  the 
landfill  separately  from  other  solid  wastes  and  in  se- 
curely tied  plastic  bags  or  other  leak-proof  containers. 

• Either  the  landfill  operator  must  obtain  advance 
notice  before  receiving  a shipment  of  infectious  waste, 
or  a routine  delivery  schedule  must  be  established,  so 
that  the  operator  will  have  time  to  prepare  to  receive 
the  waste. 

• The  landfill  operator  must  confine  unloading  and 
disposal  operations  to  a specific  area,  separate  from 
the  normal  working  face,  prepared  to  assure  proper 
disposal  with  minimal  complications. 

• By  the  end  of  the  operating  day,  the  landfill  op- 
erator shall  have  applied  at  least  one  foot  of  cover  ma- 
terial over  the  waste  and  shall  have  compacted  the 
emplaced  cover  material.  There  should  be  no  compac- 
tion of  uncovered  infectious  waste. 

It  should  be  noted  that  this  policy  does  not  obligate 
the  Division  of  Solid  Waste  Management  to  allow  the 
disposal  of  any  infectious  waste  in  any  landfill.  The 
granting  of  approval  for  disposal  of  any  special  waste 
in  a landfill  is  a case-by-case  determination  made  at 
the  division  field  office  level  based  on  several  factors. 
That  approval  should  be  denied  or  revoked  if  the  field 
office  manager  has  reason  to  believe  that  the  above 
requirements  will  not  be  or  are  not  being  met.  Also, 
it  should  be  noted  that  the  approval  does  not  obligate 
any  landfill  operator  to  accept  infectious  waste  for  dis- 
posal. He  may  refuse  to  accept  the  waste  or  may  im- 
pose additional  conditions  on  the  infectious  waste  gen- 
erator. 

This  policy  covers  not  only  wastes  generated  by 
hospitals  and  nursing  homes,  but  also  by  clinics,  phy- 
sicians’ offices,  dental  offices,  veterinary  offices  and 
other  generators  of  infectious  waste.  Physicians  and 
other  generators  of  infectious  waste  should  give  high 
priority  to  establishing  office  or  clinic  procedures  to 
take  care  of  their  wastes  in  an  acceptable  manner. 

Sharp  object  disposal  poses  specific  problems.  In 
addition  to  being  “infected”  after  use,  these  instru- 

(Continued  on  page  26) 
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Medicolegal  Junction 


Reach  for  the  Moon: 

The  TMA-TBA  Code  of  Cooperation 

DENNIS  LORD 
TMA  Staff  Attorney 


I was  17  years  old  and  living  in  Athens,  Greece. 
The  city  set  up  about  20  television  sets  in  the  square 
near  our  house  so  everyone  could  watch,  and  hundreds 
of  people  gathered  around,  riveted  to  the  screens. 
When  the  lunar  module  touched  down,  a great  cheer 
went  up  from  the  crowd.  Man  had  landed  on  the  moon. 
What  an  accomplishment!  The  impossible  had  been 
done!  What  a cooperative  effort!  It  was  1969. 

That  same  year  accolades  must  have  been  ex- 
pressed right  here  in  Tennessee.  Certainly  they  were 
for  the  lunar  landing.  But  another  major  event  also 
occurred  in  1969.  The  Tennessee  Medical  Association 
(TMA)  and  the  Tennessee  Bar  Association  (TBA) 
hammered  out  their  mutual  Code  of  Cooperation. 
Now,  that  was  an  accomplishment!  That  was  a coop- 
erative effort.  Nothing  is  impossible! 

But  that  was  20  years  ago,  and  so  in  June  1989 
committees  of  the  TMA  and  TBA  sat  down  to  revise 
and  update  the  Code.  Thomas  Ballard,  M.D.,  who 
participated  on  both  occasions,  said  it  wasn’t  as  diffi- 
cult this  time.  In  fact,  the  revision  process  went  quite 
smoothly  for  a number  of  reasons,  not  the  least  of 
which  is  that  several  sections  of  the  Nashville  Acade- 
my of  Medicine-Nashville  Bar  Association  Code  of 
Cooperation  (promulgated  in  1988)  were  adopted.  For 
that,  we  owe  the  two  Nashville  associations  sincere 
thanks. 

Another  reason  is  that  the  basic  framework  already 
existed,  taken  from  the  1969  Code,  and  in  fact  much 
of  the  language  remains  the  same. 

But  the  most  exciting  reason  that  the  1990  revision 
went  so  well  is  expressed  in  two  words — communica- 
tion and  cooperation.  A committee  from  each  organi- 
zation sat  down  together  and  talked  things  out  in  an 
atmosphere  of  mutual  respect,  patience,  and  sincerity. 
There  was  give  and  take  on  both  sides,  and  genuine 
interest  in  understanding  each  other’s  position.  Ulti- 
mately, that’s  what  our  Code  is  all  about. 

Code  History 

The  first  TMA-TBA  Code  of  Cooperation,  a four- 
page  pamphlet,  was  published  in  1957,  covering  inter- 
relationship, preliminary  conferences,  records  and  re- 


ports, expert  witness  fee,  court  attendance,  and 
administration  of  the  Code. 

Under  the  heading  entitled  “Inter-Relationship,” 
was  the  following: 

There  should  at  all  times  be  complete  cooperation  be- 
tween the  physician  and  the  lawyer,  each  assuming  his  proper 
responsibility,  and  recognizing  that  each  profession  has  the 
duty  to  develop  an  enlightened  and  tolerant  understanding  of 
the  other. 

That  is  still  the  point,  but  it  has  taken  several  more 
pages  to  cover  the  same  material  in  the  1990  revision. 
Times  have  changed. 

The  only  other  revision  of  the  Code  was  in  1969, 
when  it  expanded  to  13  pages.  Coverage  was  expand- 
ed to  include  such  topics  as  testimony  by  deposition, 
and  compensation,  items  that  were  mentioned  in  the 
1957  Code,  but  not  developed. 

The  1969  Code  also  offered  a suggested  form  of 
authorization  to  be  completed  by  the  patient/client,  al- 
lowing the  physician  to  furnish  medical  reports  to  the 
attorney. 

Finally,  the  1957  and  the  1969  Codes  called  for  the 
establishment  of  a 12-member  committee  (six  from  each 
profession)  to  administer  the  Code,  and  the  1969  Code 
introduced  a grievance  procedure  to  be  carried  out  by 
the  administration  committee. 

Though  apparently  the  Administration/Grievance 
Committee  has  never  been  implemented,  it  is  to  be 
hoped  that  TMA  and  TBA  will  overcome  that  hurdle 
this  time  and  utilize  the  committee  to  everyone’s  ad- 
vantage. 

The  Next  Step 

The  Apollo  Space  Program  placed  several  more  men 
on  the  moon  after  that  first  “giant  step”  by  Neil  Arm- 
strong in  1969.  TMA  and  TBA  face  a similar  challenge 
now,  which  is  to  carry  out  the  spirit  of  our  mutual 
Code  of  Cooperation  by  improving  communication  and 
cooperation  between  the  two  professions. 

That  is  easier  said  than  done.  After  all,  we  are  each 
caught  up  in  our  own  world  with  our  own  professional 
priorities,  which  don’t  always  overlap  conveniently.  The 
committee  members  who  worked  on  the  1990  Code 
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were  quick  to  realize  that.  The  most  fervent  sentiment 
expressed  at  their  first  meeting  last  year  was  that  both 
associations  must  take  steps  to  get  the  Code  to  every 
attorney  and  physician  in  the  state.  We  must  let  peo- 
ple know  that  the  Code  exists — not  to  be  administered 
as  binding  rules  of  conduct,  but  instead  to  be  used  as 
suggested  guidelines  to  foster  cooperation  between  the 
professions. 

A look  at  the  conclusion  of  the  Code  (first  articu- 
lated in  1969  and  revised  in  1990)  provides  an  appro- 
priate summary  for  members  of  our  professions  to 
consider. 

Each  profession  is  obligated  by  its  own  stature  to  respect 
and  honor  the  calling  of  the  other.  One  who  has  chosen  to 
be  a physician  or  an  attorney  and  has  been  found  competent 
to  be  such  by  appropriate  authorities  is  vested  with  high  re- 
sponsibilities and  privileges  to  enable  him  to  serve  the  public 
with  honor,  with  dignity,  and  with  effectiveness.  These  stand- 
ards of  practice  are  intended  as  a guide  to  the  attainment  of 
the  best  in  interprofessional  conduct  and  practice. 

The  interests  of  the  patient/client  are  primary.  Physicians 
and  attorneys  should  communicate  with  each  other  on  behalf 


of  those  interests.  This  Code  should  be  used  as  a primary 
instrument  to  facilitate  this  communication.  . . . 

It  is  hoped  that  every  physician  and  attorney  practicing  in 
Tennessee  will  abide  by  the  spirit  as  well  as  the  letter  of  the 
principles. 

You  should  be  receiving  your  copy  of  the  1990 
TMA-TBA  Code  of  Cooperation  soon.  When  you  do, 
take  a few  minutes  and  look  it  over.  Consider  it.  Use 
it.  It’s  a matter  of  courtesy  between  two  professions 
and  between  individuals.  r ^ 


NOTICE 

Your  copy  of  the  1990  TMA-TBA  Code  of  Coopera- 
tion is  being  mailed  to  TMA  members  along  with  an 
updated  Physicians'  Guide  to  Tennessee  Law.  The 
Physicians’  Guide  is  current  through  the  1989  session 
of  the  Tennessee  General  Assembly.  It  should  be  used 
as  an  educational  tool.  For  specific  situations,  how- 
ever, consult  your  personal  attorney. 


Health  and  Environment  Report . . . 

(Continued  from  page  24) 

ments  pose  a danger  to  others  who  encounter  the  sharp 
portions.  There  have  been  complaints  by  garbage  han- 
dlers who  have  been  injured.  In  addition,  there  exists 
a possibility  of  injury  to  both  adults  and  children  who 
may  pick  up  used  needles  and  blades  around  dump- 
sters where  the  instruments  have  fallen  out  of  insecure 
containers,  such  as  plastic  bags. 


Physicians  are  urged  to  review  procedures  for  in- 
fectious waste  disposal  and  make  necessary  modifica- 
tions to  comply  with  the  present  rules. 

For  further  information,  feel  free  to  call:  Mr.  Tom 
Tiesler,  Director,  Division  of  Solid  Waste  Manage- 
ment, Tennessee  Department  of  Health  & Environ- 
ment; phone  (615)  741-3424. 


MOVING?  Send  Us  Your  Address  j 

Please  notify  us  six  weeks  in  advance  ! 

Old  Address  { 

Name j 

Address j 

City  State  Zip j 

New  Address  ! 

Address [ 

City  State  Zip j 

Effective  Date  of  New  Address j 

Send  to;  TMA,  112  Louise  Ave  . Nashville,  TN  37203  j 
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Loss  Prevention  Case  of  the  Month 


Help  Needed — Not  Called  For 


J.  KELLEY  AVERY,  M.D. 


Case  Report 

In  1983,  our  patient  was  36  years  old  and  already  had  had 
a long  history  of  pelvic  pain.  When  the  patient  was  age  28, 
an  operation  disclosed  endometriosis.  Prior  to  the  second 
surgical  procedure,  the  patient  again  complained  of  proges- 
sively  severe  pelvic  pain,  particularly  during  the  menses,  and 
the  examiner  noted  irregular  enlargement  of  the  uterus  con- 
sistent with  fibroids.  The  right  adnexa  had  been  found  to  be 
thickened,  tender,  and  at  times  to  contain  what  appeared  to 
be  a large  and  tender  follicle  cyst. 

The  patient  underwent  a total  abdominal  hysterectomy 
with  a right  salpingo-oophorectomy.  Extremely  dense  pelvic 
adhesions  were  commented  upon  in  the  operative  note,  but 
the  operation  went  well  and  convalescence  was  uneventful. 

In  1988,  at  age  41,  our  patient  developed  increasing  pain 
in  the  pelvis,  particularly  on  the  left,  and  on  examination  was 
found  to  have  a left  ovarian  cyst,  confirmed  by  ultrasound; 
the  patient  was  admitted  to  the  hospital  for  a left  salpingo- 
oophorectomy. 

Except  for  the  pelvic  examination,  which  showed  the  en- 
larged left  adnexa,  which  was  tender  and  relatively  fixed,  the 
preoperative  laboratory  work  and  physical  examination  were 
within  normal  limits.  The  operative  note  referred  repeatedly 
to  “dense  adhesions.”  There  was  no  operative  note  that  in- 
dicated that  an  attempt  was  made  to  skeletonize  the  left  ure- 
ter, but  in  discussion  with  the  surgeon  after  the  fact,  he  stat- 
ed that  attempt  was  made  but  proved  to  be  impossible  due 
to  the  severe  dense,  generalized  adhesions. 

The  surgeon  proceeded  with  the  operation,  and  almost 
immediately  after  surgery  the  patient  began  to  complain  of 
inordinate  pain  in  the  left  lower  abdomen  and  in  the  left  flank. 

The  diagnosis  of  a transsected  and  ligated  ureter  on  the 
left  was  made  within  five  days  of  the  operation.  One  attempt 
was  made  to  surgically  repair  the  lesion,  but  this  proved  to 
be  unsuccessful.  On  the  second  attempt  a successful  repair  of 
the  ureter  was  accomplished. 


Dr.  Avery  is  chairman  of  the  Loss  Prevention  Committee.  State 
Volunteer  Mutual  Insurance  Company,  Brentwood,  and  medical  di- 
rector for  Ambulatory/Outpatient  Services,  St.  Thomas  Hospital, 
Nashville. 


The  patient  had  been  in  the  hospital  for  a number  of 
weeks,  she  had  had  three  operations,  and  she  had  lost  her 
job.  In  a subsequent  lawsuit,  defense  proved  next  to  impos- 
sible, and  a six-figure  settlement  was  necessary. 

Loss  Prevention  Comments 

A thorough  review  of  the  record  and  examination 
of  both  the  doctor  and  the  patient  indicated  that  there 
was  no  problem  with  the  informed  consent  process. 
There  had  been  an  adequate  description  of  the  surgery 
and  its  risks  and  benefits,  and  specific  reference  had 
been  made  to  the  rather  significant  danger  of  injury  to 
adjacent  structures.  In  fact,  a videotape  had  been 
shown  in  the  doctor’s  office  that  spoke  directly  of  in- 
juries to  the  urinary  tract,  including  the  ligation  of  a 
ureter  that  this  patient  experienced. 

Although  the  consent  proved  to  be  adequate  within 
an  acceptable  standard,  there  were  other  severe  defi- 
ciencies in  this  patient’s  management. 

Experts  who  reviewed  the  record  were  critical  be- 
cause once  the  surgeon  found  that  he  was  not  able  to 
skeletonize  the  ureter  because  of  adhesions,  there  was 
no  mention  of  the  possibility  of  calling  in  a urologist 
to  catheterize  the  ureters  from  below  so  they  could  be 
easily  identified  in  the  pelvis. 

Experts  were  also  critical  of  there  being  no  attempt 
by  the  gynecologist  to  call  in  a more  experienced  col- 
league and  ask  for  assistance  at  the  table.  This  oc- 
curred in  a medical  center  of  such  size  that  this  kind 
of  consultation  would  have  been  both  possible  and  de- 
sirable. 

Again,  the  very  important  point  must  be  made  that 
even  when  informed  consent  is  adequate  and  appro- 
priate, quality  considerations  in  the  delivery  of  care 
are  paramount  in  the  assessment  of  potential  liability 
on  the  part  of  the  physician.  f— 
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The  Tennesee  Medical 
Association  Gold  MasterCard® 

Simply  stated,  it  is  the  only  credit 
card  you  will  ever  need.  The 
Tennesee  Medical  Association 
Gold  MasterCard®  Card  offers  you 
a higher  line  of  credit  — up  to 
$15,000.  Fast,  responsive,  accurate 
serv'ice  that  includes  One-Hour 
Processing  for  Credit  Line  Increase 
Requests  and  24-Hour  Toll-Free 
Customer  Service.  The  convenience 
of  cash  access  up  to  your  available 
credit  line  — at  over  150,000 
locations  worldwide  including 
23,000  automated  teller  machines. 
And  of  course,  value.  The  Tennesee, 
Medical  Association  Gold 
MasterCard  is  issued  free  of  an 
annual  fee  for  the  first  year.t  Each 
year  thereafter,  you  pay  just  $30. 

And,  because  you  travel 
more  than  most . . . 

The  Tennesee  Medical  Association 
Gold  MasterCard  offers  you  more 
travel-related  benefits  and  services 
than  any  other  premium  credit 
card.  Services  that  include: 
MasterAssist"“  — a network  of 
emergency  medical  and  legal  aid 
for  when  you  are  more  than  100 


that  you 
can  have 
the  best . . . 


miles  from  home,  a 24-Hour  Toll- 
Free  Travelers’  Message  Center, 
Travel  Accidental  Death  and 
Dismemberment  Insurance  —up 
to  $1,000,000,  No  Liability  for  Lost 
or  Stolen  Card,  Emergency  Card 
Replacement  and  much  more. 

All  this,  and  the 
recognition  you  deserve. 

The  Tennesee  Medical 
Association  Gold  MasterCard 
bears  the  endorsement  of  our 
association.  Every  time  you  use  it, 
you  will  be  recognized  as  a 
Tennesee  Medical  Association 
member. 

Call  1-800-847-7378 

to  request  your  card.  Be  sure  to 
use  the  priority  code  BGHM  when 
calling!  Or,  just  complete  and 
return  the  attached  application 
to:  MBNA,  P.O.  Box  15464, 
Wilmington,  DE  19850. 


Certain  restrictions  apply  to  these  and  other  benefits 
as  described  in  the  benefits  brochure  that  will 
accompany  your  Premium  Access  Checks®. 
MasterCard®  is  a federally  registered  Service  mark 
of  MasterCard  International,  Inc. 

MBNA®  is  a federally  registered  Servige  mark  of 
Maryland  Bank.  N.A . a subsidiary  of  MNC  Financial.  Inc 


VFQI  ' 3pply  for  the  Tennesee  Medical  Association 

I L^l3«  Gold  MasterCard®  account  with  credit  lines  up  to 
$15,000,  and  all  other  benefits  described  in  this  advertisement.  I 
understand  if  I do  not  qualify  for  the  Gold  MasterCard,  this  request 
constitutes  my  application  for  the  Silver  MasterCard. t (Note:  This  is 
not  an  application  for  a corporate  account.)  (Please  Print) 


NAME 


ADDRESS 
CITY 


STATE 


ZIP 


HOME  PHONE  I 


I 


BUS.  PHONE  I 


I 


ARE  YOU;  □ Renting  □ Own  □ Buying  Monthly  Payment  S 

SOCIAL  SECURITY  # 

DATE  OF  BIRTH  


EMPLOYER,.  NAME  OF  BUSINESS 
POSITION  


YEARS  THERE 


ANNUAL 
SALARY  $ 


OTHER 
INCOME"  $ 


.SOURCE 


'lAlimony,  child  support,  or  separate  maintenance  income  need  not  be  revealed  if  you 
do  not  wish  it  considered  as  a basis  of  repayment.) 

MOTHER'S  MAIDEN  NAME  


IFor  use  when  you  request  special  action  taken  on  your  account) 


CURRENT  CREDIT  CARD  ACCOUNTS 

My  MasterCard®/VlSA®  Account  *>  is  

My  American  Express®  Account  is 


Previous  address  IPlease  complete  if  at  current  address  less  than  3 years.) 


CITY  . 


. STATE 


ZIP 


PREVIOUS  EMPLOYER  lif  less  than  3 yrs.l 


YEARS  THERE 


I have  read  this  entire  application,  agree  to  its  terms,  and  certify  the  information  is 
correct 


APPLICANT  SIGNATURE 


Date 


(Seal) 


If  you  wish  an  additional  card  issued  to  a co-applicant  over  18  years  of  age,  complete  the 
information  below. 


CO-APPLICANT  NAME 

RELATIONSHIP  

EMPLOYER 


SOCIAL  SECURITY  « 


.YEARS  THERE 


POSITION 


ANNUAL 
. SALARY  $ 


OTHER  INCOME  S . 


WORK  PHONE  I 


* (Alimony,  child  support,  or  separate  maintenance  income  need  not  be  revealed  if  you 
do  not  wish  it  considered  as  a basis  of  repayment  I 


I have  read  this  entire  application  and  agree  to  its  terms,  and  understand  that  I will 
jointly  and  severally  liable  for  all  charges  on  the  account. 

CO-APPLICANT  SIGNATURE  


be 


Date 


(Seal) 


I (we)  authorize  MBNA®  to  investigate  any  facts,  or  obtain  and  exchange  reports 
regarding  this  application  or  resulting  account  with  credit  reporting  agencies  and 
others.  Upon  request  I (we)  will  be  informed  of  each  agency’s  name  and  address. 

tThe  ANNUAL  PERCENTAGE  RATE  IS  15  9%  for  that  portion  of  the  average  daily 
balance  (subject  to  FINANCE  CHARGES)  up  to  $3,500  and  is  14.9%  for  that  portion  of 
the  average  daily  balance  (subject  to  FINANCE  CHARGES)  greater  than  $3,500.  The 
ANNUAL  FEE  for  the  Gold  MasterCard  is  $30.  The  ANNUAL  FEE  for  the  Silver 
MasterCard  is  $20.  GRACE  PERIOD;  You  will  not  be  assessed  a FINANCE  CHARGE  on 
purchases  if  you  pay  the  New  Balance  Total  each  month  by  the  Payment  Due  Date  125 
days  after  the  closing  date)  If  this  amount  is  not  paid,  FINANCE  CHARGES  accrue  from 
the  date  of  transaction  Cash  Advances  bear  FINANCE  CHARGES  from  the  date  of 
transaction  OTHER  CHARGES;  You  will  be  charged  an  overlimit  fee  of  $15  if  your 
New  Balance  Total  on  your  billing  date  is  more  than  1 5%  over  your  credit  limit.  You  will 
be  charged  a late  fee  of  $15  if  you  fail  to  make  required  payment  within  15  days  after 
the  Payment  Due  Date  You  will  be  charged  a return  check  fee  of  $15  if  a check 
submitted  as  payment  is  returned  for  any  reason.  This  offer  is  not  available  in 
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Emotions  and  Perceptions  in  a 
Postop  Waiting  Room 

Let  me  share  with  you  some  impressions  of  what  the  parents  of  a patient 
go  through  as  they  wait  in  a surgical  waiting  room,  and  the  anxieties  and 
emotions  of  the  presurgical  admission  process. 

It  was  good  for  me  to  see,  feel,  and  share  the  loss  of  control  of  time  and 
the  flow  of  events  and  activities  that  occur  once  one  gets  into  the  system  of 
a hospital.  You  become  utterly  dependent  for  information  on  volunteers, 
nurses,  orderlies  and  the  multiple  levels  of  hospital  personnel  with  whom 
you  come  in  contact.  These  people  have  specific  jobs  to  do  at  specific  times, 
and  the  patient’s  progression  through  the  system  can  make  your  existence 
in  this  journey  comfortable,  reassuring,  miserable,  anxious,  or  angry — the 
total  range  of  emotions;  these  are  all  dependent  on  a smile,  a kind  word,  a 
sense  of  urgency  or  a sense  of  boredom,  or  whether  or  not  the  individual 
may  have  had  a prior  confrontation  with  his  employer  or  fellow  employee. 
You,  as  a waiting  member  of  the  family,  have  all  your  antennae  out  to  read  all  the  emotions  that  may 
be  in  the  air.  Yes,  no  matter  what  your  level  of  education  or  emotional  stability,  you  are  anxious  to 
have  anyone  at  any  level  reassure  you  and  say  it  is  going  to  be  all  right. 

After  the  interminable  wait  for  things  to  get  started,  you  have  been  sitting  with  your  own  thoughts 
as  to  why  you  are  there,  and  realizing  no  one  knows  the  depth  of  your  concern  and  no  one  is  aware 
of  the  depth  of  your  care,  concern,  and  worry;  your  wait  comes  to  an  end  and  your  loved  one  leaves 
you  for  the  operating  suite  in  the  care  of  the  nurse  or  orderly. 

You  look  at  the  faces  of  those  who  are  still  waiting,  and  during  the  time  you  have  waited  in  silence 
or  not  with  those  others,  you  have  developed  a small  sense  of  camaraderie.  In  their  eyes  you  see  a 
look  of  “Is  it  going  to  be  all  right,  or  what  am  I assured  is  the  outcome?"  You  find  yourself  seeking 
a word  of  assurance  that  all  is  going  to  be  well  even  from  the  surgical  attendant  wheeling  the  gurney. 

Now  sitting  in  the  waiting  room,  with  its  subdued  conversation,  you  begin  to  consciously  or  uncon- 
sciously scan  the  faces  of  those  around  you,  trying  to  plumb  the  emotions  in  their  faces  and  at  the 
same  time  think  of  your  own  anxieties.  You  try  to  compare  their  problems  with  yours,  or  their  degree 
of  pain  or  need  as  compared  to  yours.  As  you  sit  trying  to  find  something  to  consume  your  time,  or 
more  accurately  your  level  of  concentration,  you  are  acutely  sensitive  to  the  range  of  emotions  you 
perceive.  You  find  that  you  are  overhearing  the  telephone  messages  that  are  being  sent  to  the  hospital 
personnel  or  volunteers,  and  try  to  read  them. 

Once  again,  for  what  seems  like  an  eternity,  during  which  time  you  have  been  through  the  full 
range  of  emotions,  from  anxiety,  sorrow,  desperation,  despondence,  fear,  and  anger,  to  hope,  thank- 
fulness, and  gratitude.  Then  a visit  through  either  telephone  or  in  person,  your  physician  brings  things 
into  sharp  focus,  and  then  this  phase  of  your  contact  with  the  health  care  system  comes  to  a close. 

As  I have  sat  through  this  experience,  I have  become  aware  of  how  my  emotions  have  been  on  a 
rollercoaster,  and  to  what  extent  my  state  of  mind  may  have  been  a function  of  those  support  people 
of  the  hospital  with  whom  I have  been  in  contact.  We  as  physicians,  and  I particularly  as  a surgeon, 
should  be  ever  alert  to  how  much  these  support  people  have  been  directing  the  families  of  our  pa- 
tients. I also  became  aware  of  how  necessary  is  the  job  that  they  do,  and  how  deserving  this  whole 
cadre  of  people  are  of  our  thanks  and  gratitude  for  their  support  of  our  patients’  families. 


William  O.  Miller 
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A Time  of  Hope — 

A Time  of  Danger 

. . An’  de  walls  come  a’tum-bulin’  down.” 

(To  the  tune  of  “Joshua  fit 

de  battle  ob  Jericho”) 

Who’d  a thunk  it? 

Nobody,  that’s  who.  There  they  were — East 
German  Communist  workmen  (or  workers,  I be- 
lieve we  are  supposed  to  call  them  now)  hacking 
away  a few  days  ago  at  The  Wall  that  had  cut 


Berlin  in  two  for  28  years;  and  on  top  of  The 
Wall — literally  in  Berlin  and  figuratively  from  the 
North  Sea  to  Czechoslovakia — ordinary  East 
German  citizens  were  chipping  away  to  help.  As 
of  right  now,  Checkpoint  Charlie  is  no  more,  the 
Brandenburg  Gate  is  open,  and  the  old  Glien- 
icke  Bridge  once  again  links  West  Berlin  with 
Potsdam.  There  are  indications,  disclaimers  from 
East  German  officialdom  notwithstanding,  that  its 
new  name.  Unity  Bridge,  may  soon  mean  Unity 
Bridge.  It  hasn’t  been  a week  since  the  officials 
began  once  again  allowing  freedom  of  travel  be- 
tween the  two  countries;  but  take  down  The 
Wall?  Never! 

Now,  they  say,  so  The  Wall  is  down;  so  what? 
Unification  next?  Never!  No,  never — well,  hard- 
ly ever;  at  least,  not  in  your  lifetime  (cf.  above). 
There  is  a reason,  though,  that  this  time  the  dis- 
claimer may  have  some  weight.  The  reason  is  that 
it  has  the  backing  of  Mr.  Gorbachev,  and  Mr. 
Bush  is  not  going  to  do  anything  to  rock  the 
Communist  boat.  East  Germany  is  a satellite  of 
the  Soviet  Union,  and  despite  glasnost  and  all  that 
stuff,  a unified  Germany  would  likely  be  neu- 
tral— and  strong.  And  who  wants  it? 

Well,  for  one  thing,  apparently  a lot  of  Ger- 
mans on  both  sides  of  The  Wall  do — not  their 
leaders,  but  folks  like  you  and  me,  the  ones  who 
started  the  ruckus  in  the  first  place  by  their  de- 
termination to  either  escape  the  system  or  change 
it.  So  far  they,  both  those  who  have  left  and  those 
who  have  stayed,  appear  to  have  been  successful 
at  changing  it.  So  far. 

Who  else  apparently  doesn’t  want  a unified 
Germany  is  the  West  German  youth.  They  have 
grown  up  with  two  Germanies — one  an  affluent 
one  and  the  other  a poor  relation,  and  a distant 
one  at  that.  They  see  East  Germans  flooding  into 
their  country  for  no  better  reason  than  to  get  a 
car  or  their  own  house  sooner  than  they  could 
get  it  at  home — reasons  these  youngsters  see  as 
not  good  enough;  at  the  same  time,  they  are 
causing  housing  shortages  and  labor  problems  for 
West  Germans.  The  young  West  Germans  do  not 
view  the  other  Germany  with  the  nostalgia  of 
their  elders,  but  as  only  another  foreign  country 
in  which  they  have  no  stake.  In  truth,  that  may 
be  the  single  greatest  hurdle  for  unification  to 
cross,  since  the  country  will  after  all  soon  be 
theirs  all  by  themselves. 

Last  spring  the  world  watched  in  wonder  as 
multiplied  thousands  of  Chinese,  most  of  them 
young,  were  allowed  to  demonstrate  unchal- 
lenged in  Tiananmen  Square  in  Beijing,  demand- 
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ing  a voice  in  the  nation’s  affairs — in  short,  de- 
mocracy. The  People’s  Army  slowly  gathered,  but 
kept  their  distance,  and  seemed  sympathetic  to- 
ward the  students.  But  as  voices  became  progres- 
sively more  strident  in  their  demands  for  even 
greater  reforms  and  concessions,  and  the  leaders 
felt  their  security  threatened,  the  soldiers  were 
ordered  to  break  it  up,  and  they  did.  The  Army 
of  the  People  slaughtered  the  People  whose  army 
they  were  supposed  to  be — mostly  the  young, 
bright  ones,  to  the  extent  that  it  will  take  a gen- 
eration or  more  for  China  to  recover. 

In  a special  TV  program  about  the  Wall  of 
Iron — the  army — all  of  the  youthful  soldiers  in- 
terviewed waxed  eloquent  over  the  great  honor 
that  had  been  accorded  them  by  allowing  them 
to  bear  arms  for  the  motherland.  Every  able- 
bodied  Chinese  man  must  serve  in  the  military, 
and  a lot  of  women  do,  too.  They  all  are  imbued 
with  the  necessity  for  discipline;  they  do  as  they 
are  told,  even  to  gunning  down,  crushing,  and 
incinerating  their  countrymen  for  no  better  rea- 
son than  that  it  was  so  ordered,  ostensibly  as 
being  necessary  to  their  country’s  continued  well- 
being. What  appeared  to  be  a stable,  peaceful, 
peaceable  situation  suddenly  curdled,  and  the 
world  was  aghast.  The  system  of  government  that 
only  shortly  before  had  been  dismissed  as  obso- 
lete, moribund,  and  in  its  terminal  stages  had 
suddenly  arisen  phoenix-like  from  its  ashes  to 
crush  its  detractors. 

Presently  there  is  unbridled  euphoria  through- 
out Germany,  and  the  euphoria  has  spread  like 
a plague  to  Washington,  depriving  many  of  our 
leaders  of  their  reason.  Communism,  they  opine, 
is  obsolete,  moribund,  and  in  its  terminal  stages. 
The  situation  ought  to  remind  any  person  with 
his  wits  about  him  of  Yogi  Berra’s  observation 
that  it  is  deja  vu  all  over  again.  Time  after  time, 
we  have  read  of  happy  Germans  trooping  across 
the  border  in  both  directions,  passing  “stony- 
faced”  or  “unsmiling”  East  German  border 
guards.  It  seems  to  me  that  should  tell  us  some- 
thing. It  should  tell  us  even  more,  I think,  than 
that  Hans  Modrow,  the  new  East  German  Prime 
Minister,  has  been  charged  by  the  Politburo  with 
putting  together  a leadership  that  will  pull  the 
nation  back  from  the  brink  and  restore  faith  in 
the  party.  What  it  should  tell  us  is  that  East  Ger- 
man soldiers,  like  soldiers  almost  everywhere  else 
(China,  the  Soviet  Union,  and  yes,  the  United 
States,  included),  mostly  do  as  they  are  told.  It 
is  at  best  impolitic  and  at  worst  dangerous,  if  not 
fatal,  not  to. 


In  a major  address  in  Tokyo,  an  address  that 
received  wide  coverage  in  the  British  and  Japa- 
nese press,  but  which  inexplicably  and  I think 
unconscionably  was  never  mentioned  either  in  the 
press  or  on  television  in  the  United  States,  Mrs. 
Margaret  Thatcher,  the  British  Prime  Minister, 
warned  that  times  of  instability,  such  as  the  pres- 
ent situation  in  Eastern  Europe,  are  times  of  great 
danger,  and  that  it  would  be  foolish  in  the  ex- 
treme for  the  West  to  drop  its  guard;  she  said 
further  that  under  no  circumstances  should  nu- 
clear disarmament  be  even  considered.  Such  a 
message  is  unpopular  in  Washington,  and  it  ap- 
pears that  Washington  may  be  about  to  be  fool- 
ish in  the  extreme,  a posture  to  which  it  is  cer- 
tainly no  stranger.  After  all,  Mr.  Gorbachev 
wants  it,  and  we  must  do  everything  we  can,  we 
are  told  (even,  one  fears,  to  laying  down  our 
country  and  our  very  lives  on  the  altar),  to  as- 
sure Mr.  Gorbachev’s  success. 

Ever  since  our  two  countries  began  cultural 
exchanges  a number  of  years  ago,  and  travel  to 
the  Soviet  Union  became  possible,  it  has  become 
apparent  that  the  Russians  are  nice,  attractive, 
intelligent  people,  people  who  would  make  fine 
next-door  neighbors — people,  in  short,  just  like 
us.  Too,  Mr.  Gorbachev  is  a charismatic,  per- 
suasive leader.  But  we  need  to  keep  in  mind  that 
Russian  and  Soviet  are  not  synonymous.  Mr. 
Gorbachev  is  both.  The  Soviet  is  a hard-line 
Communist  elite  who  are  strongly  committed  to 
the  notion  that  not  only  is  Communism  not  dead, 
but  that  it  will  ultimately  bury  the  Western  de- 
mocracies, just  as  Mr.  Khrushchev  prophesied  it 
would  and  Mr.  Lenin  insisted  it  should.  The  So- 
viet Union  today  is  perilously  close  to  bankrupt- 
cy, taken  there  by  its  massive  military  and  de- 
fense buildup.  Unlike  the  United  States,  it  has  a 
well-nigh  impenetrable  radar  net.  It  suits  Mr. 
Gorbachev’s  purposes,  and  those  of  the  Supreme 
Soviet,  to  play  footsie  with  the  West  to  gain 
breathing  room. 

It  is  equally  important  to  remember  that  Mr. 
Gorbachev  is  not  alone  the  Supreme  Soviet.  He 
has  played  his  cards  well,  but  there  are  other 
powerful  Communists  in  the  Soviet  Union  who 
are  waiting  for  him  to  stumble,  which  is,  of 
course,  the  source  of  Washington’s  anxiety.  East 
Germany  may  be  a testing  ground,  and  the  Bush 
administration  has  so  far  not  given  evidence  of 
any  leadership.  Mr.  Gorbachev  has.  A lot  is  going 
to  happen  between  the  moment  of  this  writing 
and  your  reading  it.  Voices  for  reform  are  be- 
coming strident  in  East  Germany.  One  must 
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wonder  if  it  is  to  become  Tiananmen  Square  all 
over  again.  We  shall  have  to  wait  and  see,  but 
one  hopes  our  own  leadership  will  have  consid- 
ered that  possibility.  Likely  nothing  will  be  al- 
lowed to  cause  discord  before  the  summit  meet- 
ing in  Malta  on  Dec.  2;  but  after  that? 

Mrs.  Thatcher  is  by  far  the  leading  authority 
in  the  world  in  such  matters.  Mr.  Roosevelt  told 
Mr.  Churchill  at  Yalta  not  to  worry  about  Stalin; 
he  could  handle  Old  Joe.  And  so,  as  everyone 
knows,  he  did.  We  seem  to  be  retracing  our  steps, 
but  this  time  we  are  likely  to  get  mired  up  over 
our  heads,  and  you  know  what  happens  when  that 
happens.  What  Mrs.  Thatcher  has  done  in  effect 
is  to  remind  the  West  that  when  they  see  the 
Greeks  talking  sweet  and  bearing  gifts,  they  had 
better  be  extra  cautious.  The  Trojans  weren’t, 
and  look  what  happened  to  them.  Characteristic 
of  the  thought  processes  of  our  leadership  is  that 
their  response  would  almost  certainly  be  that  the 
Greeks  today  are  pretty  harmless.  So  what’s  the 
problem? 

Well,  the  problem  as  I see  it  is  that  Mrs. 
Thatcher  and  I see  a world  that  is  a whole  lot 
more  unstable  than  the  one  Mr.  Bush  and  Mr. 
Secretary  Baker  apparently  see,  which  is  one  in 
which  they  can  handle  Mr.  Gorbachev,  so  not  to 
worry.  Since  that  is  so,  this  seems  at  least  as  good 
a time  as  any,  and  maybe  a better  time  than  lat- 
er, which  may  not  happen  (it  is  right  now  Nov. 
14),  to  wish  you  a Happy  New  Year.  By  the  time 
this  gets  to  you,  most  of  us  will  know  one  way  or 
another  whether  or  not  it  happened.  Just  think: 
this  time  we  get  to  change  two  digits  in  our  de- 
piction of  the  year.  The  last  Nineties  were  the 
Gay  ones  (used  in  the  classic  sense);  what  will 
these  Nineties  be? 

Next  decade  the  whole  shootin’  match  will  roll 
over  in  what  is  generally  referred  to  as  the  Turn 
of  the  Century,  except  that  this  time  it  will  also 
be  the  Turn  of  the  Millennium.  That  has  hap- 
pened only  once  before  since  the  time  of  Christ, 
and  at  the  moment  I think  I’d  like  to  stick  around 
to  watch.  On  the  other  hand,  when  that  time 
comes  there  might  be  a more  attractive  alterna- 
tive. Only  God  knows,  and  he  ain’t  tellin’.  So 
Happy  1990.  Too  bad  it  can’t  be  something  more 
poetic  than  just  an  old  number — like  the  Year  of 
the  Bush,  or  maybe  the  Year  of  the  Dragon; 
could  be  maybe  even  the  Year  of  the  Hammer 
and  Sickle.  Better  the  first  than  either  of  the  last. 
Time  magazine  will  no  doubt  let  you  know,  but 
it  tells  you  only  after  it’s  over,  and  by  then  it’s 
too  late;  when  it’s  over,  it’s  over.  One  must  hope, 
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though,  or  at  least  I think  one  must  hope,  that  it 
won’t  all  be  over — unless  it’s  time  for  the  start 
of  the  Millennium,  or  whatever  else  it  is,  if  any- 
thing, you  are  expecting  when  it’s  all  over  except 
for  that. 

J.B.T. 


CME  for  Credit 

When  in  1969  I was  launched  by  Tom  Nesbitt, 
then  Speaker  of  TMA’s  House  of  Delegates, 
upon  my  career  in  continuing  medical  education 
(CME)  as  a member  of  the  newly  formed  TMA 
Committee  on  CME,  of  which  I became  chair- 
man two  years  later,  the  CME  effort  was  just 
getting  cranked  up  nationwide  under  the  aus- 
pices of  the  AM  A.  That  spasm  was  in  response 
to  a U.S.  presidential  blue-ribbon  commission 
report  purporting  to  show  that  doctors  were  an 
ignorant  bunch  who  were  disinterested  in  keep- 
ing up  with  what  was  going  on  in  the  world  of 
medicine,  and  since  that  was  not  in  their  pa- 
tients’ best  interests,  somebody  had  to  make 
them.  Just  who  that  somebody  ought  to  be  has 
never  been  fully  clarified,  but  a variety  of  bodies 
in  various  areas,  both  geographic  and  specialty, 
have  taken  that  task  upon  themselves.  Since  I 
have  editorialized  at  length  and  on  numerous  oc- 
casions on  that  subject  in  the  ensuing  two  dec- 
ades, I’ll  not  go  further  into  detail  here. 

The  prime  mover  in  all  of  this  was  the  AMA, 
who  had  just  begun  work  on  the  Physician’s  Rec- 
ognition Award  (PRA)  for  CME,  and  was  begin- 
ning work  on  an  accreditation  program  so  that 
state  medical  societies  could  accredit  organiza- 
tions and  institutions  in  their  own  state  to  mount 
CME  programs  that  would  be  approved  for  Cat- 
egory 1 credit  toward  the  AMA  PRA.  Thanks  to 
the  foresight  of  the  TMA  Board  of  Trustees  in 
moving  ahead  with  a CME  effort,  TMA’s  CME 
Committee  was  the  second  in  the  nation  to  be 
approved  for  accrediting  its  state  programs. 

There  were  a lot  of  conferences  in  those  days 
for  establishing  ground  rules  and  procedures  and 
so  on,  and  at  those  conferences  one  of  the  prime 
topics  for  conversation  was  “the  carrot  or  the 
stick” — was  the  doctor  rewarded  for  obtaining 
CME,  or  was  he  punished  for  not?  That  debate 
is  still  going  on  in  specialty  societies,  state  hous- 
es, and  hospitals,  some  opting  for  one  and  some 
the  other.  In  Tennessee  we  have  been  fortunate 
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that  the  legislature  has  never  seen  fit  to  get  into 
the  act.  Since  hospital  privileges  are  tied  almost 
universally  to  fulfilling  some  CME  requirement, 
I guess  the  legislature  has  not  felt  the  need  to, 
and  some  states  that  have  had  such  requirements 
have  now  rescinded  them. 

Throughout  the  debate  I have  stoutly  main- 
tained that  the  doctor  who  failed  to  refurbish  his 
attic  rather  frequently  was  an  anomaly,  amount- 
ing to  no  more  than  perhaps  5%  of  the  physician 
population,  a rather  widely  accepted  figure  for 
medical  incorrigibles,  since  for  as  long  as  there 
has  been  any  sort  of  medical  organization  at  all, 
doctors  have  always  attended  medical  meetings; 
in  fact,  that  was  the  reason  for  establishing  med- 
ical societies  in  the  first  place.  Doctors  read  jour- 
nals, and  they  consult  with  their  colleagues  daily, 
both  formally  and  in  hospital  corridors,  which 
may  in  the  long  run  be  the  most  effective  learn- 
ing experience  of  all.  I have  maintained  all  along 
that  with  few  exceptions  my  colleagues  were  ea- 
ger to  learn,  so  that  the  whole  organized  CME 
accreditation  effort  was  nothing  but  window 
dressing  to  assuage  a public  misperception. 

Imagine  my  chagrin,  then,  when  I received  a 
paper,  published  in  this  issue  of  the  Journal,  in- 
dicating that  as  many  as  80%  of  a group  of  doc- 
tors tied  their  education  to  credit.  The  study  is 
such  a small  one,  involving  only  11  family  prac- 
titioners, of  whom  ten  responded,  happily  mak- 
ing for  nice  round  numbers,  that  my  initial  reac- 
tion was  not  to  publish  it,  since  the  findings  have 
no  statistical  validity.  What  the  study  does  clear- 
ly indicate,  though,  is  that  whereas  the  figure  may 
not  be  as  high  as  80%,  it  would,  with  a larger 
sample,  still  be  substantial. 

So  as  to  establish  itself  as  a true  specialty,  dis- 
tinct from  general  practice,  the  American  Acad- 
emy of  Family  Physicians  early  in  its  existence 
established  stringent  training  and  CME  require- 
ments, with  provision  for  periodic  reaccredita- 
tion by  its  specialty  board.  It  is  therefore  not  sur- 
prising, and  indeed  to  be  expected,  that  all  of  the 
family  practitioners  surveyed  would  consider  it  an 
obligation  of  their  hospital  to  furnish  them  CME 
that  would  be  accreditable  by  their  board.  That 
is  not  an  unreasonable  expectation.  I was  taken 
aback,  though,  that  20%  indicated  that  they 
would  not  attend  a program  that  was  not  so  ac- 
credited. I would  have  thought  sheer  curiosity 
would  have  drawn  better  than  that.  The  other 
60%  said  they  would  be  less  likely  to  attend. 

What  those  statistics,  weak  though  they  are, 
say  to  me  is  that  a substantial  number  of  those 


doctors  have  better  things  to  do  than  be  educat- 
ed. To  be  fair,  it  may  be  that  they  believe  the 
educational  opportunity  is  not  all  that  great,  and 
maybe  it  isn’t;  I’ve  been  to  a lot  myself  where  it 
was  not  worth  my  time,  but  I didn’t  know  it  be- 
forehand. Then  again,  maybe  they  do.  As  an  ad- 
vocate of  the  carrot,  though,  the  carrot  being  the 
educational  experience  itself,  I must  say  my  ar- 
gument is  weakened  thereby. 

I suspect  that  this  is  neither  a local  phenome- 
non nor  one  confined  to  a family  practice;  I very 
much  fear  that  it  is  instead  just  one  more  hair  in 
the  mole  on  the  nose  of  the  monster  that  the 
Washington  Frankenstein  has  made  of  medicine. 
I also  am  very  much  afraid  that  we  shall  have  to 
wait  until,  as  Kipling  observed,  earth’s  last  pic- 
ture is  painted  and  the  tubes  are  twisted  and  dried 
before  we  will  be  able  again  to  paint  the  thing  as 
we  see  it  for  the  God  of  things  as  they  are. 

J.B.T. 


Looking  Back — and  Forth 

In  fourteen  hundred  and  ninety-two 

Columbus  sailed  the  ocean  blue. 

So  went  the  little  mnemonic  that  helped  us 
first-graders  remember  the  date  of  the  discovery 
of  America  by  Christopher  Columbus,  and  even 
though  it  has  now  transpired  that  others  had  been 
here  before  him,  they  had  no  press  agent  and  left 
no  significant  mark  to  indicate  that  they  laid  claim 
to  the  land.  In  any  case,  Columbus’  contribution 
has  been  remembered  for  half  a millenium,  lack- 
ing three  years;  there  aren’t  very  many  that  hold 
up  nearly  so  long.  Maintaining  interest  depends 
upon  perceived  importance. 

Take,  for  example,  the  American  Revolution, 
which  is  one  of  the  few  events  schoolchildren  re- 
member these  days  (and  from  some  of  the  polls, 
one  has  to  wonder  about  the  ubiquitousness  of 
even  that  knowledge).  I’m  talking  now  about 
American  schoolchildren  (or  perhaps  it  would  be 
more  proper  to  say  schoolchildren  in  the  United 
States  of  America — in  fact,  I know  it  would,  be- 
cause most  Canadians,  who  are  American  also, 
do  not  remember  it  fondly,  and  in  fact  choose  to 
forget  it.  Brazilians  are  American,  too,  who  like- 
ly don’t  consider  it  at  all.  It  rankles  those  folks 
no  end,  certainly  not  without  justification,  that 
we  have  appropriated  the  term  American.  Even 
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Nordamericano,  as  we  are  called  south  of  the 
border,  will  not  do  it,  either,  as  both  Mexicans 
and  Canadians  fit  that  description.  At  the  same 
time,  rule  those  out  and  I have  no  suggestions. 
But  I digress).  The  English,  on  the  other  hand, 
understandably  choose  not  to  celebrate,  though 
they,  I thought  magnanimously,  did  help  us  cel- 
ebrate our  Bicentennial.  That  war  was  sort  of 
England’s  Vietnam — unpopular  at  home,  fought 
a long  way  off,  in  a wilderness  where  it  was  im- 
possible to  distinguish  friend  from  foe  (they  did 
have  a lot  of  friends  here  who  thought  the  revolt 
an  abomination),  and  with  a foe  who  didn’t  fight 
fair.  Instead  of  the  thrill  of  victory,  the  agony  of 
defeat. 

Or  take  Bastille  Day  in  France.  Like  our  Bi- 
centennial celebration,  theirs  was  as  much  a 
commercial  venture  as  a patriotic  gesture,  only 
in  their  case  it  was  more  so,  since  the  dissenters 
in  that  revolution  were  homegrown,  and  not  on 
some  other  continent.  Though  it  made  a great 
show  on  television,  the  attendees  at  the  celebra- 
tion thought  it  something  less  than  wonderful,  the 
only  thing  wonderful  about  it  being  the  magni- 
tude of  the  overcrowding  of  Paris  and  the  traffic 
jams  (except  that  their  monumental  traffic  jams 
are  something  to  pray  fervently  not  to  be  a part 
of  on  even  normal  occasions).  Many  of  the 
French  consider  their  revolution  to  have  been 
only  the  swapping  of  an  oppressive  monarchy  for 
the  reign  of  terror  of  a virtual  anarchy  in  which 
most  of  the  intellectuals  lost  their  heads  (literal- 
ly). Robespierre  has  been  branded  by  some  as 
the  inventor  of  terror,  which,  though  he  was  a 
master,  is  patently  absurd,  the  Chinese  having 
already  been  at  it  for  at  least  a couple  of  millen- 
ia.  The  difference  in  their  revolution  and  ours  is 
that  whereas  ours  eventuated  in  the  founding  of 
a new  nation,  the  result  of  theirs  was  only  anoth- 
er shifting  of  power,  albeit  a significant  one,  in  a 
nation  already  ancient. 

When  I was  growing  up.  Armistice  Day,  Nov. 
11,  1918,  was  one  of  the  days  we  celebrated.  In 
the  first  place,  World  War  I had  initiated  a heal- 
ing process  in  our  North-South  rift,  which  up  un- 
til then  had  been  still  fresh  in  most  southern 
minds.  (Since  the  downtrodden  are  slow  to  for- 
get, it  of  course  stayed  pretty  much  that  way  in 
the  South  for  20  or  so  more  years,  until  the  real 
mixing  of  our  population  came  about  in  World 
War  II,  and  wounds  of  the  present  took  the  place 
of  the  old  ones.)  Who  now  remembers  World 
War  I?  If  it  weren’t  for  the  vast  array  of  TV  net- 
works having  to  fill  up  all  that  air  time,  nobody 
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would.  World  War  II  memories  are  confined  to 
a few  of  us  fading  relics;  and  as  for  the  Spanish- 
American  War — say  which?  Armistice  Day  is  now 
Veterans’  Day,  to  honor  all  our  veterans — and 
why  not?  If  we  clung  to  all  the  old  days  of  re- 
membrance, the  calendar  would  be  even  a whole 
lot  more  cluttered  than  it  already  is. 

Unless  such  days  of  remembrance  become 
embedded  in  our  national  tradition  as  holidays, 
and  mercifully  few  do,  sooner  or  later  they  drop 
out.  If  they  continue  to  be  held  as  of  some  im- 
portance, they  are  resurrected  at  intervals,  usu- 
ally for  a while  in  quarter  and  then  half  century 
lots;  we  are  presently  at  station  one  for  the  land- 
ing of  a man  on  the  moon,  and  station  two  for 
the  opening  gun  of  World  War  II.  Both  were  sig- 
nificant events  for  the  world,  since  the  former 
expands  our  horizons,  and  fallout  from  the  latter 
could  terminate  them,  given  just  a little  push  from 
the  right  (read  wrong)  direction.  We  will,  I guess, 
teeter  forevermore  on  the  brink  of  that  disaster, 
given  the  ease  of  its  accomplishment  and  the 
reachable  depths  of  human  depravity.  Mankind 
is  at  the  point  in  advanced  technology  where  it 
doesn’t  take  much;  his  spiritual  advancement  is 
still,  shall  we  say,  generously,  tenuous. 

If  we  can  avoid  that  cataclysmic  horizon 
crunch,  for  my  money  Aug.  25,  1989  was  zero 
anniversary  for  a millenial  celebration  at  least 
equal  to  Columbus  Day.  In  1492  it  was  known, 
on  fairly  reputable  authority,  that  if  one  went  far 
enough  east,  one  would  come  eventually  to  Ca- 
thay. It  was  a long,  hard  trip,  and  dangerous; 
caravans  would  set  out  and  often  never  be  heard 
from  again.  Furthermore,  it  took  years  to  know 
whether  they  would  or  would  not  ever  be  heard 
from  again.  That  can  be  hard  on  insurance  com- 
panies, not  to  mention  the  beloveds.  Columbus, 
being  a sailor,  thought  it  would  be  neat  if  you 
(speaking  generically)  could  make  the  short  hop 
by  boat  to  the  far  side  and  get  east  by  going  west. 
He  had  heard  that  the  Phoenicians  had  been 
around  the  world;  the  cognoscenti  said  forget  it. 
The  earth  is  flat,  they  said;  you’ll  only  fall  off  the 
edge  into  unthinkable,  even  unimaginable,  hor- 
rors, they  said.  He  didn’t  get  any  encouragement 
from  the  Spanish  throne,  either,  which  was  where 
the  money  was.  So  he  went  to  Portugal,  where 
he  found  in  the  persons  of  Ferdinand  and  Isabel- 
la kindred  imaginative,  adventurous  spirits  (of 
course,  all  they  would  have  to  commit  to  it  was 
money).  Their  Majesties  grub-staked  Columbus 
to  three  little  bitty  craft  laughingly  referred  to  as 
ships,  the  Pinta,  the  Nina,  and  the  Santa  Maria, 
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in  which  he  sailed  off  on  a journey  that  was  a lot 
more  than  he  had  bargained  for,  finally  coming 
to  some  islands  he  called  the  West  Indies,  be- 
cause they  were  just  off  India,  only  they  weren’t. 

In  1976  two  robotic  spacecraft.  Voyager  1 and 
Voyager  2,  set  out  for  parts  known,  but  just 
barely.  The  space  program  had  gone  to  Con- 
gress, hat  in  hand,  for  them,  and  been  rebuffed. 
Don’cha  know  there’s  a war  on,  man  (in  the  best 
manner  of  King  Phillip — who  was  the  one  in  the 
long  run  who  gained  the  most  from  Columbus’ 
venture,  Spain  being  the  real  sea  power — only 
chicken)?  Congress  finally  relented,  and  the 
probes  were  airborne,  or  maybe  more  accurate- 
ly, spaceborne.  After  problems  with  its  joints,  and 
some  other  problems  with  hearing  and  seeing  in 
its  early  days  (perhaps  I should  say  “her,”  since 
that’s  how  the  space  lab  people  refer  to  her). 
Voyager  2 performed  so  well  and  was  still  going 
so  strong  at  the  end  of  her  assignment,  that  her 
bosses  reprogrammed  her  toward  the  far  cor- 
ners, and  then  some,  and  told  her,  “Go,  Baby!” 
and  she  did.  On  Saturday,  Aug.  26,  after  sending 
back  spectacular  photographs  of  Neptune,  the 
farthest  corner  of  our  solar  system,  and  its  moon 
Triton,  Baby,  having  already  explored  Saturn  and 
Jupiter  with  wondrously  detailed  photography, 
headed  out  to  sea.  Though  she  will  be  returning 
all  sorts  of  data  to  the  lab  for  possibly  years  to 
come,  we  shan’t  be  seeing  any  more  pictures  from 
her,  since  so  far  as  we  know  there’ll  not  be  any- 
thing to  be  seeing  pictures  of — so  far  as  we  know. 
But  then,  what  do  we  know?  What  we  know  of 
the  universe  out  past  Neptune  is  infinitesimal  by 
any  acceptable  standards. 

Until  now,  man’s  relationship  with  the  uni- 
verse for  more  than  a few  hundred  miles  away, 
and  excepting  our  own  star,  has  been  confined  to 
receiving  signals,  essentially  light,  and  generally 
weak  ones,  at  that.  At  last  we  have  answered 
back  with  something  more  tangible  than  radio 
waves.  Barring  a chance  disastrous  encounter. 
Voyager  2 will  be  out  there  forever,  speeding 
away  from  us  at  an  ever-increasing  velocity,  and 
out  of  reach  of  the  sun’s  gravitational  attraction; 
any  chance  for  any  such  encounter  is  vanishingly 
small,  given  the  vastness  of  interstellar  space. 

Why  did  Baby  go?  Well,  despite  all  the  ready 
answers,  who  really  knows  why?  The  most  per- 
vasive commentary  on  the  signals  she  sent  from 
Neptune  was  that  our  very  imagination  is  too 
limited.  So  many  of  Voyager’s  findings  are  out- 
side the  realm  of  possibility,  given  our  present 
understanding  of  physical  laws.  Voyager  has 


raised  more  questions  about  the  universe  than  she 
has  answered.  Despite  all  of  that,  the  probe  is 
allowing  us  to  answer  unanswerable  questions 
about  our  own  small  piece  of  ground.  There  are 
clearly  other  reasons  to  explore  space  than  “be- 
cause it’s  there”  (assuming  that  something  that 
isn’t  can  be  somewhere). 

Exploration  requires  personal  risk,  but  man- 
kind has  never  been  short  on  adventurous  spirits. 
Exploration  also  requires  money,  though,  and 
those  with  the  money  have  been  considerably  less 
enthusiastic.  There  are,  as  with  horses  and  their 
back  ends,  a lot  fewer  Ferdinands  and  Isabellas 
than  Phillips  around.  One  hopes  that  when  it 
comes  to  supporting  the  space  program.  Con- 
gress does  not  take  the  approach  of  Phillip  that 
there  are  too  many  other  things  we  need  to  be 
spending  the  money  on.  (Some  of  the  more  ex- 
pensive of  those  things  could  be  mitigated  by 
making  space  ventures  a cooperative  rather  than 
a competitive  effort.) 

If  the  King  Phillip  line  of  reasoning  had  pre- 
vailed, what  we  now  call  the  United  States  of 
America  would  not  have  the  opportunity  to  cel- 
ebrate anything  on  the  fourth  of  July,  or  on  any 
other  day,  for  that  matter.  The  Indians  would  still 
have  the  hemisphere  all  to  themselves,  and  “voy- 
ager” would  be  just  someone  sailing  around  the 
Mediterranean,  and  possibly,  with  luck,  all  the 
way  up  to  Ireland. 

J.B.T. 
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Lee  F.  Cayce,  age  74.  Died  November  7,  1989.  Grad- 
uate of  Washington  University  School  of  Medicine  in 
St.  Louis.  Member  of  Nashville  Academy  of  Medicine. 

Hiram  Crutchfield,  age  29.  Died  November  15,  1989. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Knoxville  Academy  of  Medicine. 

John  H.  Saffold,  age  76.  Died  October  23,  1989. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Knoxville  Academy  of  Medicine. 

John  Lanier  Wyatt,  age  73.  Died  November  1,  1989. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Nashville  Academy  of  Medicine. 
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The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

BENTON-HUMPHREYS  COUNTY 
MEDICAL  SOCIETY 

Mark  Warren  Anderson,  M.D.,  Waverly 

BLOUNT  COUNTY  MEDICAL  SOCIETY 

Daniel  E.  Brewer,  M.D.,  Maryville 
Edward  F.  Brown,  M.D.,  Maryville 
Don  J.  Lapenas,  M.D.,  Maryville 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

William  E.  Buchner,  Jr.,  M.D.,  Cleveland 
Balram  L.  Chhajwani,  M.D.,  Cleveland 
Stephen  W.  Jackson,  M.D.,  Cleveland 

FENTRESS  COUNTY  MEDICAL  SOCIETY 

Leonard  Carroll,  M.D.,  Jamestown 

MAURY  COUNTY  MEDICAL  SOCIETY 

Charles  R.  Harmiith,  III,  M.D.,  Columbia 
Chet  H.  Jameson,  III,  M.D.,  Columbia 


TMA  Members  Receive 
AMA  Physician's  Recognition  Award 

The  following  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during 
October  1989.  This  list,  supplied  by  the  AMA, 
does  not  include  members  who  reside  in  other 
states. 

Physicians  can  receive  the  PRA  certificate 
valid  for  one,  two,  or  three  years.  For  the  one- 
year  award,  physicians  report  50  hours  of  con- 
tinuing medical  education,  including  20  hours  of 
Category  1;  for  the  two-year  award,  physicians 
report  100  hours  of  CME,  including  40  hours  of 
Category  1;  for  the  three-year  award,  physicians 
report  150  hours  of  CME,  60  of  which  are  Cat- 
egory 1. 

Jack  R.  Baker,  M.D.,  Nashville 
Elijah  G.  Cline,  M.D.,  LaFollette 
David  N.  Collins,  M.D.,  Chattanooga 
Larry  C.  Collins,  M.D.,  Cleveland 
Richard  J.  Davis,  M.D.,  Nashville 
Mark  P.  Freeman,  M.D.,  Nashville 
Monica  A.  L.  Gefter,  M.D.,  Chattanooga 
Francis  W.  Gluck,  Jr.,  M.D.,  Nashville 
Vernon  Hutton,  Jr.,  M.D.,  Nashville 
Denis  M.  O’ Day,  M.D.,  Nashville 
James  S.  Powers,  M.D.,  Nashville 
Douglas  R.  Shanklin,  M.D.,  Memphis 
Rena  M.  Thomison,  M.D.,  Nashville 
C.  Richard  Treadway,  M.D.,  Nashville 
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John  A.  Maloof,  III,  M.D.,  Columbia 
John  O.  Simmons,  M.D.,  Columbia 
Anthony  L.  Smith,  M.D.,  Columbia 

ROANE-ANDERSON  COUNTY 
MEDICAL  SOCIETY 

Pamela  Bridgeman,  M.D.,  Oak  Ridge 

SMITH  COUNTY  MEDICAL  SOCIETY 

Roger  Duke,  M.D.,  Carthage 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Matthew  W.  Wood,  Jr.,  M.D.,  Bristol 

SUMNER  COUNTY  MEDICAL  SOCIETY 

Wade  Davidson,  M.D.,  Hendersonville 

WASHINGTON-UNICOI-JOHNSON 
COUNTY  MEDICAL  ASSOCIATION 

Brian  P.  Donovan,  M.D.,  Johnson  City 
Marcia  E.  Mathes,  M.D.,  Johnson  City 
David  B.  Welch,  M.D.,  Johnson  City 
George  B.  Winton,  M.D.,  Johnson  City 

WILLIAMSON  COUNTY  MEDICAL  SOCIETY 

Laura  E.  Higgins,  M.D.,  Franklin 

WILSON  COUNTY  MEDICAL  SOCIETY 

Ernest  E.  Sullivent,  M.D.,  Watertown 
Steven  L.  Watkins,  M.D.,  Lebanon 


pCf/OACll  iiw/ 


Luthur  A.  Beazley,  M.D.,  Donelson,  has  received  the 
Pediatrician  of  the  Year  Award  from  the  Tennessee 
chapter  of  the  American  Academy  of  Pediatrics. 

John  M.  Flexner,  M.D.,  Nashville,  has  been  elected 
president  of  the  Tennessee  Division  of  the  American 
Cancer  Society. 

James  T.  Jackson,  M.D.,  Dickson,  has  been  named 
Physician  of  the  Year  by  the  Tennessee  Academy  of 
Family  Physicians. 

William  T.  Mathes,  M.D.,  Johnson  City,  has  received 
the  Milligan  College  1989  Distinguished  Alumnus 
Award. 

The  following  TMA  members  have  been  certified  as 
diplomates  of  the  American  Board  of  Family  Practice: 
Robert  F.  Baker,  M.D.,  Sparta;  Karl  B.  Rhea,  Jr., 
M.D.,  Somerville. 

The  Mid-South  Foundation  for  Medical  Care,  Inc., 
Tennessee’s  Peer  Review  Organization,  has  an- 
nounced that  James  A.  Mann,  M.D.,  Memphis,  will 
succeed  Kenneth  Phelps,  Jr.,  M.D.,  Lewisburg,  as 
chairman  of  the  Board.  Dr.  Phelps  will  become  vice- 
chairman. 
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CALENDAR  OF  MEETINGS 

NATIONAL 

American  Academy  of  Orthopaedic  Sur- 
geons— Hilton,  New  Orleans 
American  Orthopaedic  Foot  and  Ankle  So- 
ciety— Convention  Center.  New  Orleans 
Pan-Pacific  Surgical  Association — Hyatt 
Regency,  Waikoloa  Island,  Hawaii 
Society  of  Toxicology — Fontainebleau, 
Miami  Beach 

American  Society  for  Dermatologic  Sur- 
gery— Maui  Westin,  Maui,  Hawaii 
American  College  of  Psychiatrists — Wynd- 
ham.  Palm  Springs,  Calif. 

American  Association  for  Geriatric  Psychia- 
try— Meridien  Hotel,  San  Diego 
American  College  of  Utilization  Review 
Physicians — Airport  Hilton.  Atlanta 
Central  Surgical  Association — Drake  Hotel, 
Chicago 

U.S.  and  Canadian  Academy  of  Patholo- 
gy— Sheraton,  Boston 
American  Institute  of  Ultrasound  in  Medi- 
cine— Hilton,  New  Orleans 
17th  Annual  Critical  Care  Medicine  Course 
(sponsored  by  Univ.  of  Oklahoma) — Holi- 
day Inn  Airport  West,  Oklahoma  City 
Association  for  Academic  Psychiatry — 
Stouffer  Madison,  Seattle 
U.S.  Pharmacopeial  Convention — Capital 
Hilton,  Washington,  D C. 

International  Anesthesia  Research  Soci- 
ety— Sheraton  Waikiki  Hotel,  Honolulu, 
Hawaii 

American  College  of  Cardiology — Hilton, 
New  Orleans 

American  Society  of  Neuroradiology — Wes- 
tin Century  Plaza,  Los  Angeles 
American  Society  of  Clinical  Pharmacology 
and  Therapeutics — Marriott  Moscone  Cen- 
ter, San  Francisco 

Society  for  Adolescent  Medicine — Hilton 
Hotel  and  Towers,  Atlanta 
American  Academy  of  Allergy  and  Immu- 
nology— Baltimore 

American  Society  of  Clinical  Hypnosis — 
Sheraton  World,  Orlando 
American  Society  of  Clinical  Pathologists — 
San  Francisco  Hilton  Square 
College  of  American  Pathologists — San 
Francisco  Hilton  Square 
American  Society  of  Regional  Anesthesia — 
Peabody,  Orlando 

American  Burn  Association — Golden  Nug- 
get, Las  Vegas 

March  28- April  1 American  Society  of  Contemporary  Ophthal- 
mology— Hyatt,  Phoenix 

March  28-April  1 Mid-American  Orthopaedic  Association — 
Marriott’s  Grand  Hotel,  Point  Clear,  Ala. 

STATE 

Feb.  24-25  Tennessee  Society  of  Anesthesiologists,  An- 
nual Meeting — Opryland  Hotel.  Nashville. 
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Picture 
Your  Family... 

. . . without  you  in  the  picture.  Could  they 
continue  the  lifestyle  they  now  enjoy.^  What 
about  the  house  . . . the  car  . . . the  kids’ 
education.-'  That’s  why  there’s  LOW  COST 
LIFE  INSURANCE  AVAILABLE  to  you  and 
your  sjxjuse  through  the  Tennessee  Medical 
Association. 

Fill  out,  clip  and  return  the  coupon  below. 
We  will  send  you  details  on  a picture  perfect 
TMA  sponsored  plan  of  life  coverage.  Or,  call 
us  toll  free  at  1-800-347-1109. 


Yes,  send  me  a quote  on  the  Low  Cost  Life 
Coverage.  Amount 


Name 


Date  of  Birch  Sp>ouse  Dace  of  Birth 


Firm  name 


Address 


City 


State  Zip 

Smoker  yes  (U  no  CD  Spouse  yes  IZl  no  Cd 


Mail  to  Plan  Administrator 
The  TMA  Association  Insurance  Agency,  Inc. 

P.O.  Box  1 109,  Chattanooga,  TN  37401 
Sponsored  by  the  Tennessee  Medical  Association! 


Feb.  8-13 
Feb.  11 
Feb.  11-16 
Feb.  12-16 
Feb.  13-18 
Feb.  14-18 
Feb.  17-19 
Feb.  24 
March  1-3 
March  3-9 
March  4-8 
March  4-9 

March  7-10 
March  8-10 
March  9-13 

March  18-22 
March  18-23 
March  21-23 

March  22-25 
March  23-28 
March  23-28 
March  24-29 
March  24-29 
March  25-28 
March  27-30 


Highlights  of  the  TMA  Board  of  Trustees  Meeting 

October  15,  1989 


The  following  is  a summary  of  the  major  actions  taken  by  the  Board  of  Trustees  of  the  Tennessee  Medical 
Association  at  its  regular  fourth  quarter  meeting  in  Nashville,  October  15. 


TMA  Association  Insurance 
Agency,  Inc. 

THE  BOARD: 

Received  a detailed  report  from  George  C.  Knox,  Jr.,  vice-president  of  the 
TMA  Association  Insurance  Agency,  Inc.,  regarding  the  TMA  Group  Health 
Insurance  Plan. 

Medical  Practice  Committee 

Received  a status  report  from  the  Medical  Practice  Committee  on  the  imple- 
mentation of  Resolution  18-89  (Guidelines  for  Third  Party  Queries  Regarding 
Subscriber  Patients). 

Headquarters  Building  Update 

Received  a report  from  the  Executive  Director  on  efforts  to  locate  a suitable 
property  site  for  the  construction  of  a new  TMA  headquarters  office  building. 
The  Board  also  reviewed  a feasibility  study  report  from  Carl  Storey  Company 
and  Adkisson,  Harrison  & Rick  Architects,  Inc.  The  Board  authorized  the 
Executive  Director  to  negotiate  for  the  purchase  of  the  property  reviewed  in 
the  feasibility  study. 

Sexual  Addiction 

Received  a report  from  legal  staff  on  the  development  of  recommendations  for 
the  appropriate  handling  of  problems  arising  from  the  sexual  addiction  of  phy- 
sicians. The  Board  authorized  the  Medical  Director  of  the  TMA  Impaired 
Physician  Program  to  work  as  a consultant  with  the  Board  of  Medical  Exam- 
iners on  problems  related  to  the  sexual  addiction  of  physicians. 

Committee  on  Scientific  Affairs 

Received  a report  from  the  Committee  on  Scientific  Affairs  regarding  the  eli- 
gibility of  medical  specialty  societies  for  holding  meetings  in  conjunction  with 
the  1990  TMA  Annual  Meeting.  Twenty-one  organizations  were  granted  meet- 
ing space  and  program  assistance  for  the  1990  Annual  Meeting. 

Interprofessional  Liaison 
Committee 

Received  a report  on  the  Sept.  24,  1989  joint  meeting  of  the  TMA  Interprofes- 
sional Liaison  Committee  and  the  Interprofessional  Relations  Committee  of 
the  Tennessee  Pharmacists  Association.  Both  committees  are  working  to  im- 
plement TMA  Resolutions  2-89  (Out-of-State  Pharmacies),  3-89  (Prescription 
Time  Limit)  and  5-89  (Outlawing  Anorectic  Drugs  in  Tennessee). 

Public  Relations  Program 

Authorized  the  use  of  funds  from  the  CARE  Program  membership  dues  as- 
sessment for  staff  and  other  expenses.  Authorized  the  Executive  Director  to 
employ  an  additional  staff  person. 

Rural  and  Community  Health 
Committee 

Received  a report  on  the  twenty-seventh  Rural  Health  Conference,  held  on 
Oct.  4 in  Columbia  and  on  Oct.  5 in  Milan. 

HIV  Infection  and  AIDS 
Committee 

Referred  back  to  the  Committee  on  HIV  Infection  and  AIDS  proposed  Res- 
olution 20-89  (HIV  Testing  for  Protection  of  Health  Care  Workers);  declined 
to  authorize  funding  for  the  publication  of  an  AIDS  manual  for  Tennessee 
physicians  until  other  sources  have  been  investigated. 

Continuing  Medical  Education 

Approved  a recommendation  by  the  Continuing  Medical  Education  Commit- 
tee to  survey  Tennessee  hospitals  on  their  current  CME  activities. 

Mid-South  Foundation  for 
Medical  Care 

Received  a report  from  Dr.  Otis  Warr,  III,  Medical  Director  of  the  Mid-South 
Foundation  for  Medical  Care,  on  the  PRO  sanction  process,  quality  assurance, 
emergency  surgical  procedures,  duplicate  physician  license  numbers  and  small 
area  analysis. 
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Impaired  Physician  Program  Renewed  the  contract  for  the  Medical  Director  of  the  TMA  Impaired  Physi- 

cian Program.  Appointed  Dr.  William  Cloud,  Board  of  Medical  Examiners,  to 
serve  on  the  Impaired  Physician  Committee. 

Coalition  on  Smoking  or  Health  Appointed  Dr.  David  Jarvis  to  serve  as  TMA’s  representative  on  the  Tennes- 
see Coalition  on  Smoking  or  Health. 


PADS/Triplicate  Prescriptions  Reaffirmed  TMA’s  opposition  to  triplicate  prescriptions  through  a letter  to 

Governor  Ned  McWherter. 

Sports  Medicine  Committee  Appointed  Dr.  Dwight  R.  Wade,  Jr.,  Knoxville,  and  Dr.  Thomas  J.  Limbird, 

Nashville,  to  the  Sports  Medicine  Committee. 


Medical  Laboratory  Board  Agreed  to  nominate  the  following  physicians  for  appointment  by  the  Governor 

to  the  Medical  Laboratory  Board  (formerly  the  Laboratory  Advisory  Commit- 
tee): Four-year  term  position:  Drs.  Augustus  L.  Middleton,  Jackson;  Francis 
S.  Jones,  Knoxville;  Terry  T.  Francisco,  Memphis.  Two-year  term  position: 
Drs.  David  R.  Yates,  Donelson;  Rodger  P.  Lewis,  Union  City;  Jerome  H. 
Abramson,  Chattanooga.  / ^ 


1-800-234-STONE 


imilTRIPSV 


r ^ n 


CutOutThis  Number  And  You  Could  Be 
Removing  A Future  Need  For  Gallstone  Surgery. 


Use  this  number  to  call  Alabama  Lithotripsy  Services,  and  offer  your 
patients  an  alternative  to  gallbladder  surgery. 

Alabama  Lithotri^  Services,  a group  of  leading  Alabama  hospitals, 
has  been  chosen  by  Medstone  International,  Inc.  to  participate  in  the 
evaluation  of  a lithotripter  to  treat  gallstones  with  shock  waves.  The  hospitals 
include  The  Baptist  Medical  Outers  of  Birmiwham  (Montclair  and 
Princeton),  DCH  Regional  Medical  Outer  in  Tuscaloosa  and  Huntsville 
Hospital.  The  procedure  has  been  successfully  used  since  1980  in  the 


treatment  of  kidney  stones.  Biliary  lithotripsy  uses  ultrasound  to  pinpoint  the 
location  of  the  gallstones.  Spark-gap  generated  shock  waves  shatter  the  gall- 
stones, reducing  them  to  small  particles  that  can  pass  from  the  gallbladder  or 
can  be  dissolved  by  prescribed  medication. 

Lithotripsy  offers  patients  a much  shorter  hospital  stay,  a faster  recovery 
period  than  surgery,  and  involves  less  surgical  risk. 

For  additional  information  or  to  find  out  about  a particular  patient’s 
eligibility,  clip  out  and  call  the  number  above. 


Gallstone  Lithotripsy  with  the  Medstone  Lithotripter  has  been  approved  by  the  Food  and  Drug  Administration  for  investigational  use. 
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PHYSICIANS 


• Monthly  Stipend  for  Physicians  in  training  leading  to  qualification 
as  General/Orthopedic/Neurosurgeon  or  anesthesiologist. 

• Loan  repayment  of  up  to  $20,000  for  Board 
eligible  General/Orthopedic  surgeons 
and  anesthesiologists. 

• Flexible  drilling  options. 

• CME  opportunities. 

*Promotion  Opportunities 
*Prestige 

For  graduates  of  AM  A approved  Medical  Schools 

1-800-443-6419 


NAVAL  RESERVE 

You  are  Tomorrow.  You  are  the  Navy. 
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IMPACT  Members— 1989 


As  Chairman  of  the  Board  of  IMPACT  (Indepen- 
dent Medicine’s  Political  Action  Committee — Tennes- 
see), I am  pleased  to  present  the  following  list  of 
IMPACT  members  for  1989  as  of  November  15.  Al- 
most 1,500  TMA  members  have  recognized  the  impor- 
tance of  united  participation  in  the  political  process  by 
contributing  to  IMPACT  this  year.  This  represents  ap- 
proximately 25%  of  the  total  TMA  membership  and  is 
a substantially  higher  level  of  participation  than  ever 
before.  To  those  of  you  whose  names  are  included  on 
the  list  below,  please  accept  my  sincere  thanks. 

You  can  be  assured  that  legislators  do  pay  attention 
to  those  who  help  them  get  elected  and  stay  in  office. 
To  the  extent  that  organized  medicine  is  successful  in 
working  with  the  members  of  the  96th  General  As- 


sembly and  the  soon  to  be  elected  members  of  the  97th 
General  Assembly,  those  of  you  who  are  IMPACT 
contributors  will  be  due  a great  deal  of  the  credit  for 
that  success. 

If  you  do  not  find  your  name  on  this  list,  our  rec- 
ords do  not  reflect  that  you  were  a member  of 
IMPACT  for  1989.  Memberships  are  now  being  ac- 
cepted for  1990.  Annual  dues  are  $150  for  sustaining 
membership.  TMA’s  future  legislative  success  depends 
on  our  continued  participation  in  the  political  process. 
Your  contribution  will  be  much  appreciated  and  will 
be  put  to  good  use. 

Robert  Kirkpatrick.  M.D. 

Chairman 

IMPACT  Board  of  Directors 


ABELL,  JAMES  E 
ADAMS,  CARL  E 
ADAMS,  JOHN  W JR 
ADAMS,  ROBERT  RALPH 
ADAMS,  WESLEY  F 
ADAMS,  WM  MILTON  JR 
ADCOCK,  FRANK  JOHN  III 
ADKINS,  ROBT  BENTON 
AGUIRRE,  DENNIS  MANUAL 
AHLER,  ALBERT  JULIAN 
AIKEN,  MARC  A 
AKIN,  HOBART  E 
AKINS,  CHARLES  D 
AL-ABDULLA,  ABDUL-SAHIB  M 
ALEXANDER,  CLYDE  VINSON 
ALEXANDER,  CLYDE  W JR 
ALFORD,  ROBERT  H 
ALFORD,  WM  CUTTER  JR 
ALI,  MAYSOON  SHOCAIR 
ALI,  SUBHI  DAWUD 
ALLEN,  BILLY  JASON 
ALLEN,  CHAS  EDWARD 
ALLEN,  GEORGE  S III 
ALLEN,  JAMES  LESTER 
ALLEN,  L DIANNE 
ALLEN,  VERNE  ELWOOD 
ALLEY,  EDMOND  LYNN 
ALLISON,  JACK  R 
ALPER,  CHAS  H 
AMADOR,  JOSE  GARCIA  JR 
AMBROSE,  PAUL  SEABROOK 
AMBROSIA,  JOHN  M 
AMONETTE,  REX  ALLEN 
ANAND,  VEENA 
ANAND,  VIRENDER 
ANDERSON,  ALLEN  F 
ANDERSON,  EDWARD  EUGENE 
ANDERSON,  EDWIN  B JR 
ANDERSON,  JOE  PAT 
ANDREWS,  DOUGLAS  EUGENE 
ANDREWS,  SUSAN  T 
ANTONUCCI , RICHARD  A 
ARCHIE,  DAVID  S 
ARKIN,  CHAS  RICHARD 
ARNOLD,  COLEMAN  LEE 
ARNOLD,  EDWARD  STANLEY 
ARNOLD,  HENRY  GRADY  JR 
ARNOLD,  IRA  L 
ARONOFF,  PHILIP  MELVIN 
ATKINS,  JERRY  FRANKLIN 
ATKINSON,  RICHARD  AGARD 
ATWOOD,  JOHN  WESLEY 
ATWOOD,  SUE  C 
AVERETT,  STEPHEN  L 
AVERY,  JAMES  KELLEY 
AVERY,  ROBERT  BRUCE 
AVERY,  SHIRLEY  BANNISTER 


BACHMAN,  HARRY  WILSON  JR 
BACKUS,  ELIZABETH  MAUREEN 
BACON,  STUART  PETER 
BAER,  HARRY 
BAGBY,  RICHARD  A JR 
BAGGETT,  HENRY  W 
BAILEY,  ALLAN  H 
BAILEY,  JOS  C 
BAKER,  PAUL  D JR 
BAKER,  RICHARD  DUDLEY 
BALES,  DONALD  W 
BALL,  CHARLES  A 
BALLARD,  THOS  K 
BALLINGTON,  KAREN  LOUISE 
BANKS,  SAML  LOUIS 
BANKS,  WOODRUFF  A JR 
BARCLAY,  LEE  ROY 
BARD,  RALPH  M 
BARD,  SHIRLEY  A 
BARHAM,  HARVEY  HAYWOOD 
BARNARD,  VAUGHN  N JR 
BARNES,  DAVID  R 
BARNES,  JAMES  WALTER  JR 
BARNETT,  ROBT  BURTON 
BARRON,  FREDDIE  T 
BARRY,  FREDERICK  JAMES 
BASHAW,  ROBERT 
BASKIN,  REED  CARL 
BAYLOSIS,  ROBERTO  B 
BEALE,  HOBART  H 
BEALS,  JOE  DUNCAN 
BEAMER,  WILSON  C 
BEASLEY,  ALFRED  DURANT 
BEASLEY,  JIMMIE  L 
BEASLEY,  ROBERT  ALAN 
BEATTY,  BRIAN  CRAIG 
BEATY,  JAMES  HAROLD  JR 
BEAZLEY,  LUTHUR 
BEAZLEY,  WILLIAM  COOPER 
BECHTEL,  JACK  T JR 
BECK,  LARSON  DALE 
BEELER,  T CRAIG 
BELL,  JOHN  L 
BELL,  RICHARD  BRYAN 
BELL,  W KEN 
BELL,  WILLIAM  M 
BELLOMY,  BRUCE  B 
BENNING,  THOMAS  R 
BERGLUND,  ROBERT  K 
BERRIE,  WARREN  R 
BETHURUM,  ALVA  JEFFERSON 
BHAT,  NARAYANA  B 
BICKNELL,  SIDNEY  LANE 
BIGBEE,  WALLACE  BURNS 
BILBREY,  RICHARD  LEE 
BINDER,  SAML  S 
BINGHAM,  TERRY  M 


BIRDWELL,  DAVID  ALLEN 
BIRDWELL,  JOEL  STANLEY 
BISE,  STANLEY  L 
BISHOP,  CALVIN  R 
BISHOP,  MICHAEL  ROBT 
BLACK,  WILLIAM  D 
BLACKWELL,  CAROLYN  FISER 
BLANTON,  FRANK  S JR 
BLANTON,  MARVIN  A III 
BLEVINS,  MELVIN  LEE 
BLOCK,  CLEMENT  H JR 
BLOUNT,  HENRY  C JR 
BLYTHE,  JOS  ALFRED  III 
BOAZ,  LONNIE  ROY  JR 
BOBO,  ROBT  THOMPSON 
BOLIN,  MARION  G 
BOLTON,  TRAVIS  LEON 
BONE,  GEORGE 
BONE,  ROBERT  CARVER 
BOOKOUT,  MARK  WILLIAM 
BOOTH,  GLENN  H JR 
BORN,  MARK  L 
BORTHWICK,  THOMAS  R 
BOURLAND,  ROBT  LEON  JR 
BOURLAND,  WM  LANDESS 
BOWERS,  ROBT  EUGENE 
BOXELL,  JOHN  FREDERICK 

BOYD,  ALLEN  STREET  JR 

BOYE,  HARRY  GEORGE 
BOZEMAN,  CHARLES  H II 
BRABSON,  LEONARD  ALLISON 
BRACKIN,  HENRY  B JR 
BRADLEY,  DONALD  HUGHES 
BRADSHAW,  JAMES  C JR 
BRAKEFIELD,  JAMES  MARION 
BRANSON,  AUBRA  DAVID 
BRANTLEY,  RICHARD  GREEN 
BRAREN,  H VICTOR 
BRASFIELD,  JIM  C 
BRATTON,  CHRIS  H 
BREWER,  RANDALL  J 
BRIMI,  JOHN  BENJ 
BRIMMER,  ROBERT  A II 
BRINNER,  RICHARD  A 
BRITT,  JAMES  CLYDE 
BROADSTONE,  PAUL  A 
BROCK,  HOWARD  THOS  JR 
BROGLIO,  ANTHONY  LEE 
BRONSTEIN,  MAURY  W 
BROTHERS,  JOHN  CUNNINGHAM 
BROWN,  GERON  JR 

BROWN,  LLOYD  TYNTE 
BRUEGGEMAN,  MICHAEL 
BRUNO,  JOHN  III 
BRUNT,  CHAS  HAL 
BRYAN,  DAVID 
BRYAN,  JOHN  MILTON 


BRYANT,  JOHN  FRANK 
BRYANT,  MAX  VINCENT 
BUCHANAN,  RICHARD  DURR 
BUCHANAN,  ROBT  NORMAN  JR 
BUCKLEY,  MADISON  H JR 
BUCKSPAN,  GLENN  S 
BUCY,  GUY  STEVEN 
BUKEAVICH,  ALFRED  PETER 
BURKHART,  JAMES  M 
BURKHART,  JOHN  H 
BURKHART,  JOHN  MCLAIN 
BURKHART,  PATRICK  H 
BURKHART,  WILLIAM  L 
BURNES,  JAMES  EDMOND 
BURNETT,  LONNIE  S 
BURNS,  GERALD  ROBT 
BURNS,  RANDEL  PHILLIP 
BUTLER,  ARDEN  JONES  JR 
BUTTERWORTH,  JACKSON  JR 
BUTTERWORTH,  JOE  S 
BYRD,  JACK 

CADENA-CUCTA,  GUILLERMO 
CALDWELL,  EDWARD  PRICHARD 
CALDWELL,  RONALD  DAVID 
CALLAWAY,  JAMES  MILLER 
CALLAWAY,  JAMES  J 
CALVERT,  DAVID 
CAMERON,  ROBT  LYNN 
CAMPBELL,  EARL  ROY  JR 
CANALE,  DEE  JAMES 
CANCELLARO,  LOUIS  A 
CANNON,  JESSE  J JR 
CAPPS,  ROBERT  J 
CARD,  WM  JUDSON 
CARR,  HENRY  AUSTIN 
CARR,  KENNETH 
CARRUTH,  CYNTHIA 
CARTER,  DENNIS  CHARLES 
CARTER,  OSCAR  WILLIS 
CARTER,  SAM  FRANK  III 
CASEY,  ROBERT  REID 
CASSELL,  NORMAN  M 
CATE,  RONALD  C 
CATLIN,  ROGER  W 
CAUGHRAN,  BENNETT  W 
CHAFFIN,  DAVID  C 
CHALFANT,  ROBT  L 
CHAMBERLAIN,  MORROW  II 
CHAMBERS,  JILL  F 
CHAMPION,  JAMES 
CHANDRA,  CHANNAPPA 
CHAPMAN,  JOHN  L 
CHARY,  KANDALA  RAM 
CHASTAIN,  BRYAN  D 
CHASTAIN,  CHALMER  JR 
CHAUHAN,  DINESH  N 
CHEATHAM,  CHARLES  P 
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CHEEK,  RICHARD  CALVIN 
CHESNEY,  JOHN  TUCKER 
CHRISTENBERRY,  K W JR 
CHU,  ROY  W 
CHURCHWELL,  A GRIGG 
CLARK,  JOHN  ROGER 
CLARK,  MALCOLM  E 
CLARK,  MARC  LEWIS 
CLARK,  MURRELL  O 
CLARK,  RICHARD  G 
CLARK,  ROBT  L 
CLARK,  S KATHLEEN 
CLARK,  WARNER  L 
CLARY,  THOMAS  L 
CLASSEN,  KENNETH  LEON 
CLAYTON,  THOMAS  EDWARD 
CLEMENTS,  JOEL  BENJ 
CLEMONS,  DONALD  E 
CLINE,  RICHARD 
CLOSE,  LOUIS  WARD 
CLOUD,  WM  WILEY 
COBB,  CULLY  A JR 
COBB,  R MICHAEL 
COBBLE,  DOUGLAS  CATRON 
COCHRAN,  ROBT  TAYLOR 
COCKROFT,  ROBT  LAWRENCE 
COHEN,  ALAN  GARY 
COLE,  CHAS  PITTMAN 
COLE,  F HAMMOND  JR 
COLE,  FRANCIS  HAMMOND 
COLE,  ROBT  RELAND 
COLE,  RONALD  ARTHUR 
COLES,  JOHN  H III 
COLLINS,  DAVID  NEWTON 
COLLINS,  LARRY  C 
COMAS,  FRANK  VILANOVA 
CONN,  ERIC  HADLEY 
CONRAD,  DANIEL  E 
CONRAD,  JAMES  FRANCIS 
COOGAN,  JOAN  C 
COOGAN,  PHILIP  S 
COOK,  MARY  BAXTER 
COOK,  THOMAS  ANDREW 
COOKE,  GEO  EDWARD 
COONCE,  DANIEL  F 
CORBIN,  CHARLES  JR 
COREY,  DAVID  ANTHONY 
COSTANZI,  JOHN  J 
COTHREN,  JACKSON  DANL 
COUCH,  BILLY  LANIER 
COUDEN,  VINCENT  ROBT 
COUGHLIN,  DENNIS  JR 
COURINGTON,  DORIS  PAYNE 
COWAN,  JOHN  DAVID 
COWDEN,  DAVID  ANTHONY 
COX,  CHAS  WM 
COX,  DAVID  A 
COX,  JOHN  MICHAEL 
COX,  LARRY  H 
COX,  MICHAEL  THOMAS 
COX,  SUE  CLARKE 
CRAFT,  PHIL  DOUGLAS 
CRAIG,  JAMES  THOMAS  JR 
CRAIG,  JAMES  P 
CRAWFORD,  DONALD  A 
CRAWFORD,  JOHN  D 
CRAWFORD,  LLOYD  V 
CRAWFORD,  WALTER  MORGAN 
CREEKMORE,  HARRY  S 
CRICK,  JAMES  M 
CROCKER,  EDWARD  F 
CROCKETT,  CLAUDE  H JR 
CROSBY,  VIRGIL  GLENN 
CROWDER,  VIRGIL  HOLT  JR 
CROWN,  LOREN  ARTHUR 
CRUTCHFIELD,  JAMES  DONALD 
CUNNINGHAM,  EDWIN  DAYTON 
CUPP,  HORACE  BALLARD  JR 
CURLE,  RAY  EUGENE 
CURLIN,  JOHN  PASCHAL 
CURREY,  THOS  ARTHUR 
CURTIS,  SHANNON 
CURTIS,  T RANDALL 
CURTIS,  THOS  H 
DANIEL,  ESLICK  EWING 
DANIELL,  MALCOLM  BUTLER 
DARLING,  CHAS  ELLETT  JR 
DASH,  LAMARR  A 
DAVIS,  CARLA  SUZANNE 


DAVIS,  JAMES  PHILLIP  JR 
DAVIS,  PATRICIA  CLIFFORD 
DAVIS,  RICHARD  JOHN 
DAVIS,  THOS  JOEL  JR 
DAVIS,  WM  GRAY 
DAWOUD,  SAMIR  RIAD 
DAY,  GEORGE  LOUIS 
DEAL,  VIRGIL  T 
DEBERRY,  JAMES  T 
DELVALLE,  RENE  CARLOS 
DEMING,  WOOD  M 
DENOFF,  FRANK 
DERRYBERRY,  JOHN  S 
DERUITER,  PETER  LOUIS 
DEW,  RICHARD  ALLAN 
DEWITT,  JAN  ALLEN 
DICKERSON,  DANL  LAWRENCE 
DIEZ  D’AUX,  ROBERT  C 
DIRMEYER,  PHILLIP  HAYS 
DOANE,  DAVID  G 
DODD,  DAVID  T 
DODD,  ROBERT  T 
DODGE,  KENNETH  BRENTON 
DODSON,  THOMAS  WILLIAM 
DOELL,  ROBERT  J 
DONAHUE,  DAVID  J 
DONALDSON,  ROBERT  C 
DORIAN,  JOHN  BERNARD 
DORROH,  CHARLES  WILLIAM 
DORSEY,  LARRY 
DOWNEY,  WM  LEE 
DRAKE,  ARNOLD  MANNAS 
DRAKE,  JAMES  ROBT 
DRAY,  ROBERT  J 
DRIVER,  CLARENCE 
DUCKWORTH,  JOHN  KELLY 
DUDLEY,  B STEPHEN 
DUDNEY,  ELIJAH  MORGAN 
DUER,  CARL  THOS 
DUFFY,  KAREN  BARR 
DUFFY,  MARY  BROCK 
DUNCAN,  JERALD  MARK 
DUNCAN,  RAPHAEL  H JR 
DUNCAN,  THOMAS  C 
DUNCAN,  THOS  RAY 
DUNDON,  MARY  CATHERINE 
DUNNEBECKE,  ROBERT  H 
DURHAM,  BEATRICE  L 
DUVAL,  J WILLIAM  JR 
DWYER,  WM  KNOWLES 
DYER,  WM  CARL  JR 
EASON,  HAMEL  BOWEN 
EASTERLY,  JAMES  F JR 
EASTRIDGE,  WESLEY  V 
ECKSTEIN,  CHARLES  W 
EDGAR,  ANDREW  S SR 
EDMONSON,  ALLEN  S 
EDWARDS,  MARK  S 
EDWARDS,  NICHOLAS  HENRY 
EDWARDS,  ROBT  HARVEY 
EDWARDS,  WM  H 
ELKINS,  LARRY  H 
ELLENBURG,  DONALD  T 
ELLIOTT,  MICHAEL  B 
ELLIS,  E STEPHEN 
ELLIS,  THOMAS  W 
ELROD,  BURTON  F 
JR  EPLEY,  JOHN  M 

EPPS,  JOHN  MICHAEL 
ERWIN,  J W 
ESCOBAR,  ALFONSO 
ESTEP,  DENNIS  PAUL 
ESTES,  TERRELL  C 
EVANS,  JOHN  HAROLD 
EVANS,  JOHN  THOS 
EVANS,  THOMAS  S 
EYSSEN,  JAMES  EDWARD 
EZELL,  ROY  CLAY 
FALVEY,  WILLIAM  DAVIS 
FANCHER,  WILLIAM  H 
FANNING,  DAVID 
FARDON,  DAVID  FAVREAU 
FARRAR,  THOMAS  CROWELL 
FARRIS,  RICHARD  KENT 
FAULKNER,  CHAS  TAYLOR 
FAUST,  LARRY  M 
FECHER,  MARK  P 
FEIT,  RICHARD  A 
FELCH,  JAMES  W 


FELTS,  STEPHEN  KAREY 
FEMAN,  STEPHEN  S 
FENLEY,  JAMES  L JR 
FENTRESS,  J VANCE 
FERGUSON,  JAMES  V 
FERGUSON,  JERE  W 
FERRELL,  M CRAIG 
FIEDLER,  GEO  ADOLPH  JR 
FINCHER,  JOHN  A JR 
FIORANELLI,  RAYMOND  JAMES 
FISHER,  BENJ 
FISHER,  JACK 
FISHER,  ROBT  MOORE 
FITTS,  JAMES  MORGAN  JR 
FLEMING,  JAMES  CHRISTIAN 
FLINN,  CARL  EDWIN 
FLOHR,  ROBERT  STEPHEN 
FLORENDO,  NOEL  TADIAR 
FOGLE,  RICHARD  ALLEN 
FORD,  AUGUSTUS  C 
FORD,  DENNIS  CLIFFORD 
FORD,  DIANNE  J 
FOSTER,  CHAS  STEPHEN 
FOSTER,  HENRY  WENDELL 
FOSTER,  JERRY  M 
FOSTER,  LARRY  J 
FOSTER,  NELSON  RAY 
FRANCIS,  HUGH  JR 
FRANCIS,  ROBT  STANLEY 
FRANCISCO,  JERRY  THOS 
FRANKLIN,  JOHN  DAVID 
FRANKLIN,  SELMON  T III 
FREEMAN,  COY 
FREEMAN,  JERRE  MINOR 
FREEMAN,  MARK  PEARCE 
FREEMON,  DAVID  NOBLE 
FRENCHMAN,  KHUSHRU  H 
FRIST,  JOHN  C JR 
FROST,  CHAS  LESTER 
FRY,  MELLON  ALMA  JR 
FRYE,  AUGUSTUS  H JR 
FULK,  CHARLES  S 
FURLOW,  WILLIAM  LOOMIS 
FURR,  FRED  M 
FUSTE,  RICARDO  R 
FUTRELL,  DANNY  W 
GAFTHE,  GORDON 
GAILLARD,  THADDEUS  B 
GAINES,  DONALD  LEE 
GALIARDI,  MARTY  P 
GALYON,  JAMES  THEODORE 
GAMMILL,  STEPHEN  LANE 
GANTT,  PICKENS  A 
GARBARINO,  A J JR 
GARBER,  BRIAN  H 
GARDNER,  BENNY  A 
GARDNER,  LAWRENCE  G JR 
GARNER,  JAMES  WM  JR 
GARRETT,  HARVEY  E JR 
GARRIOTT,  DAVID  KENT 
GASTINEAU,  JERRY  LEE 
GASTON,  ROBT  B 
GAVIGAN,  WM  MITCHEL 
GAZALEH,  SHAWN 
GEDDIE,  DANL  CLARK 
GEFTER,  JEFFREY  W 
GELFAND,  MICHAEL  S 
GERALD,  BARRY  ELMO 
GERKIN,  DAVID  GEORGE 
GETTELFINGER,  THOMAS  C 
GIBSON,  CARL  EUGENE 
GIBSON,  DONALD  BAKER 
GILBERTSON,  ROBT  B 
GILLESPIE,  JAMES  T 
GILLESPIE,  RICHARD  ALLEN 
GLASCOCK,  FRANK  B 
GLASGOW,  SAMUEL  MCPHEETERS 
GLASSCOCK,  MICHAEL  E 
GLAZER,  LOUIS 
GLAZER,  MARK  D 
GLOVER,  DANNIE  WELDEN 
GLUCK,  FRANCIS  W JR 
GODWIN,  CHAS  WAYNE 
GOLDEN,  BILLY  N 
GOODE,  FLETCHER  HOWARD 
GOODMAN,  CHAS  EDWARD  JR 
GOODMAN,  JACK  A 
GOODWIN,  STEPHEN 
GOTTEN,  NICHOLAS 


GOUFFON,  CHAS  ALLEN 
GOULD,  HOWARD  R 
GOULDING,  CLARENCE  E JR 
GOWDER,  TIMOTHY  DENNIS 
GRAHAM,  LARRY  GILL 
GRAHAM,  RANDAL  0 
GRAVES,  CHAS  G JR 
GRAVES,  HERSCHEL  A JR 
GRAY,  JAMES  TRAVIS 
GRAY,  MCDONALD 
GREEN,  BRUCE  QUINTON 
GREEN,  HUGH  E 
GREEN,  JAMES  DONALD 
GREEN,  PATRICIA  A 
GREEN,  PAUL  A JR 
GREENE,  RICHARD  W 
GREENE,  RICHARD  S 
GREENWOOD,  JEFFERY  D 
GREER,  CLIFTON  E JR 
GREER,  PATRICK  RODDY 
GREER,  WM  C 

GREMILLION,  DANIEL  E JR 
GRIFFIN,  WILLIAM  C 
GRIGSBY,  WM  PAUL 
GRIME,  HARVEY  H 
GRINDE,  STEPHEN  E 
GRISCOM,  JOHN  HOOPER 
GRISE,  JERRY  WADE 
GRISOLANO,  JAMES  MARTIN 
GROCE,  ANN 
GRONEWALD,  WM  ROBT 
GROSSMAN,  ALLAN  M 
GULLETT,  DAVID  LAIRD 
GURLEY,  LARRY  D 
GUTCH,  WM  JOHN  III 
GUTOW,  GARY  SAML 
GUTOW,  RICHARD  FINEMAN 
GYURIK,  CATHERINE  E 
HAASE,  THEODORE  F JR 
HACKWORTH,  JOHN  BIBLE  JR 
HAGAN,  KEVIN  F 
HAGENAU,  CURTIS  JAMES 
HAHN,  JAN  T 
HALEY,  ROBT  LEO  JR 
HALEY,  TONY  O’NEAL 
HALFORD,  HOLLIS  H JR 
HALFORD,  HOLLIS  H III 
HALL,  DANNY 
HALL,  MICHAEL  STANLEY 
HALTOM,  THOS  BRANSON 
HAMBY,  DONALD  LYNN 
HAMILTON,  HOWARD  KEN 
HAMILTON,  JAMES  RICHARD 
HAMILTON,  RALPH  S 
HAMLETT,  JAMES  M III 
HAMMON,  JOHN  W JR 
HANES,  THOMAS  EUGENE 
HANNA,  WAHID  T 
HARALSON,  ROBT  HATTON  III 
HARDIN,  ROBT  ALLEN 
HAREN,  VINCENT  JAMES 
HARGROVE,  R LESLIE 
HARMON,  HARVEY 
HARRELL,  THOMAS  G 
HARRINGTON,  ROBT  LEE 
HARRIS,  ARTHUR  SALE 
HARRIS,  GEORGE  A 
HARRIS,  HOYT  C 
HARRIS,  WESLEY  J 
HARTING,  DON  C 
HARTMAN,  RONALD  D 
HARWELL,  WM  BEASLEY  JR 
HASSLER,  LLOYD  R 
HAUSMANN,  JAN  M 
HAWKINS,  CHAS  W 
HAWKINS,  RAYMOND  JR 
HAWKINS,  ROWLAND  SPECK 
HAWKINS,  STEPHEN  S 
HAYES,  PHILLIP  WALTON 
HAYES,  THOMAS  E 
HAYNES,  DOUGLAS  BRANDT 
HAYS,  JAMES  WM 
HEARD,  GEORGE  J 
HECHT,  JEFFREY  S 
HEINTZ,  RICHARD  BRUCE 
HELD,  GORDON  R 
HELTON,  STEPHEN  LANE 
HEMPHILL,  CHRIS  B 
HEMPHILL,  JAMES  LOUIS 
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HENDERSON,  NORMAN  LEROY 
HENDERSON,  ROBERT  R 
HENDRIX,  ERNEST  LEE 
HERNANDEZ,  GUSTAVO  E 
HERRICK,  C NEIL 
HERRON,  BRUCE  EMERSON 
HERRON,  CHAS  BURKHEAD 
HERTZ,  CHARLES  S JR 
HESTER,  RAY  WILLIS 
HEWGLEY,  ROBERT  G JR 
HICKERSON,  WILLIAM  L 
HICKS,  BIRAM  C 
HICKS,  MACK  L 
HIGDON,  DENNIS  ALAN 
HIGGINBOTHAM,  THOS  WAYNE 
HIGGINS,  THOMAS  G 
HIGGS,  BOBBY  CLARK 
HIGH,  JAMES  MARSHALL 
HILL,  HUBERT  CAWOOD 
HILL,  ROBERT  PAUL 
HILTON,  JAMES  ISAIAH 
HIMMELFARB,  ELLIOT  HARVEY 
HINES,  LEONARD  HARVEY 
HINES,  STEPHEN  L 
HIRE,  ERVIN  A 
HITCH,  JAMES  PARKS  JR 
HIXSON,  SHERMAN  D 
HODNETT,  CARY  G 
HOFFNUNG,  JACK 
HOLCOMB,  GEO  W JR 
HOLCOMB,  GEORGE  W III 
HOLLIDAY,  H JOSEPH 
HOLLIER,  PAUL  A 
HOLLIS,  DAVID  O 
HOLLY,  HOWARD  RHEA 
HOLMES,  ALBERT  K 
HOLMES,  GREGORY  M 
HOLT,  HUEY  THOS 
HOOD,  DEWEY  WOODROW 
HOOD,  MICHAEL  T 
HOOD,  STEPHEN  THOS 
HOOS,  RICHARD  T 
HOPKINS,  SHARON  D 
HOPPE,  GORDON  PAUL 
HOROWITZ,  DAVID  HARVEY 
HORTON,  MARSHALL 
HOSKINS,  JOHN  C 
HOUSE,  BEN  FRED 
HOWE,  JOHN  W 
HOWELL,  MARK  ALLAN 
HOWSER,  JOHN  PATTON 
HUA,  VIN-PAUL 
HUBBARD,  REX 
HUDDLESTON,  CHAS  IRVING 
HUDGENS,  JAMES  F JR 
HUDGINS,  J CARMACK 
HUDGINS,  JAMES  M 
HUDSON,  CHAS  CRAIG 
HUDSON,  LARRY  D 
HUFF,  MAXWELL  E 
HUFFMAN,  CHARLES  D 
HUGHES,  THOMAS  ARTHUR 
HUMMEL,  JOHN  VERNON 
HUMPHREY,  STEPHEN  P 
HUMPHREY,  TOM  NEAL 
HUMPHREY,  WM  MERRITT 
HUNT,  JOE 

HUNT,  NOEL  CLARENCE 
HURT,  JOS  EDWARD 
HUTCHERSON,  WM  POWELL 
HYDER,  NAT  EDENS  JR 
HYMAN,  STEVE  A 
IGLEHART,  BRYAN  T 
IHLE,  CHRISTOPHER  LANGDON 
IKARD,  ROBT  WINSTON 
INGRAM,  JOHN  JACKSON  III 
IVENS,  MARK  YOUNG 
IVEY,  DONATHAN  MILES 
IVEY,  R DONATHAN 
JABBOUR,  J T 
JACKSON,  JAMES  W 
JACKSON,  JOHN  M JR 
JACKSON,  ROBERT  C 
JACOBS,  G JACKSON 
JAGGERS,  JOHN  S 
JAMES,  DABNEY 
JAMES,  DEWITT  B 
JAMES,  HAL  PEARSON 
JAO,  HENRY  C 


JARVIS,  S CRAIG 
JAYNE,  J LAWRENCE  JR 
JEKOT,  WILLIAM  J 
JENKINS,  JOHN  M 
JENNINGS,  JEFFORY  G 
JENNINGS,  R HUNTER  III 
JERKINS,  GERALD  RAY 
JERNIGAN,  JERRY  MARSHALL 
JERNIGAN,  JOHN  FORREST 
JOE,  PENN  QUORK 
JOHN,  JAMES  THOS  JR 
JOHNS,  KARLA  J 
JOHNS,  OSCAR  THOMAS 
JOHNSON,  EDWARD  DOWNEY 
JOHNSON,  FRANK  P JR 
JOHNSON,  H KENNETH  II 
JOHNSON,  J PAUL  JR 
JOHNSON,  JAMES  GIBB 
JOHNSON,  JANET  K 
JOHNSON,  JERRY  RICHARD 
JOHNSON,  JOHN  SETTLE 
JOHNSON,  JOHN  C 
JOHNSON,  LARRY  HOLLIDAY 
JOHNSON,  ROBT  MARSHALL 
JOHNSON,  RONALD  JACKSON 
JOHNSON,  WM  FRANK  JR 
JOHNSTON,  WILLIAM  D 
JOHNSTONE,  WILLIAM  H 
JONES,  DAVID  W 
JONES,  FRANK  EMERSON 
JONES,  JOE  PAUL 
JONES,  JOHN  DONALD 
JONES,  MILNOR 
JONES,  R LUBY 
JONES,  ROBT  RILEY 
JORDAN,  CHAS  EDWARD  III 
JOSOVITZ,  MARK 
KANDALAFT,  VICTORIA  A 
KAPLAN,  HERMAN  JACOB 
KAPLAN,  HYMAN  M 
KASERMAN,  FRED  B 
KATTINE,  ANTHONY  ALBERT 
KAUFMAN,  SETH  IAN 
KEANE,  WM  SHERMAN 
KELLY,  RONALD  CLARK 
KENDRICK,  WILLIAM  RILEY 
KENNEDY,  WM  ENNIS 
KERLAN,  ROBT  ASHLEY 
KERLEY,  HAROLD  EUGENE 
KHATRI,  HARESH  H 
KIDD,  CHARLES  E JR 
KIDD,  JENNIFER  KAY 
KIDWELL,  E R JR 
KILEDJIAN,  VARTKES 
KILLEFFER,  JOHN  JACOB 
KIM,  HO  KYUN 
KIMBALL,  CECIL  HARRY 
KINCAID,  WM  RALPH 
KING,  JAMES  D 
KINNARD,  JENNIFER  J 
KIRBY,  CHARLES  A 
KIRK,  CLIFFORD  C JR 
KIRKLAND,  RONALD  H 
KIRKPATRICK,  ROBT  DEAN 
KLEIN,  KARL 

KLIEFOTH,  A BERNHARD  III 
KLINE,  GEO  LITTON 
KNICKERBOCKER,  FRED  RAY 
KNIGHT,  JOS  C 
KNIGHT,  WILLIAM  H 
KNOWLING,  ROBT  EDWARD 
KOCHTITZKY,  OTTO  M 
KOONCE,  EDWARD  D 
KRAUS,  GORDON  JEROME 
KRAUSE,  RICHARD  ALAN 
KRICK,  JOSEPH  G 
KRISHNAN,  LALITA 
KROPILAK,  MICHAEL  D 
KRUEGER,  SYLVIA  LYNNE 
KUSTOFF,  RALPH 
KUYKENDALL,  SAM  J 
KYGER,  KENT 
KYLE,  CLYDE  A JR 
LABRADOR,  DANIEL  P JR 
LADLEY,  HERBERT  DEROSS 
LAFONT,  DONALD  SHARP 
LAMB,  JOHN  WM 
LANE,  RICHARD  GEOFFREY 
LANGDON,  JAMES  A JR 


LANGFORD,  MICHAEL  D 
LAPIS,  JAMES  L 
LARD,  JANET  KAYE 
LASKY,  RICHARD  SAML 
LASSITER,  LAWRENCE  H 
LATOUR,  DANA  L 
LATOUR,  PAUL  A 
LAW,  WILLIAM  M SR 
LAW,  WILLIAM  M JR 
LAWRENCE,  HARRY  M JR 
LAWRENCE,  ROY  FINCH 
LAWRENCE,  THOMAS  L 
LAWSON,  JOHN  FULLER 
LAY,  JOHN  DANL 
LAZAR,  RANDE  H 
LAZARUS,  STEPHEN  M 
LEAVELL,  SANDRA  REESE 
LEDBETTER,  BUFORD  B 
LEDBETTER,  WILLIAM  HENRY 
LEE,  ANTHONY  JOEL 
LEE,  ROBT  HENRY 
LEISY,  MARILYN 
LEMINGS,  STEPHEN 
LESTER,  THOMAS  EDWARD 
LETT,  JAMES  C 
LEVENTHAL,  MARVIN  R 
LEVITCH,  MELVYN  ABRAHAM 
LEVITT,  MICHAEL  J 
LEW,  IRA  EUGENE 
LEWIS,  ALLEN  DAVID 
LEWIS,  MALCOLM  R 
LEWIS,  RODGER  PATRICK 
LEWIS,  W MICHAEL 
LEWIS,  WILLIAM  I 
LEY,  JOSEPH  ANTHONY 
LEYEN,  ROBT  F 
LILLY,  JAMES  AARON 
LIMBACHER,  JOHN  P 
LINDSAY,  JACK  WASSON 
LINDSAY,  JAMES 
LINDSEY,  CHARLES  HUGH 
LIPSCOMB,  ALBERT  BRANT  JR 
LIPSCOMB,  ALBERT  BRANT 
LITCH,  MELVIN  JR 
LITTLE,  FRANK  B JR 
JR  LITTLE,  JAMES  P 

LITTLE,  WILLIAM  R JR 
LIU,  CHUNG-YUEN 
LLOYD,  KENNETH  MICHAEL 
LOCKE,  JOEL  R 
LONG,  DAVID  DALE 
LONG,  IRA  MORRIS 
LOUGHEED,  JOS  C 
LOVE,  VARNA  MAE 
LOVEN,  KEITH  H 
LOVVORN,  HAROLD  N JR 
LOWE,  JERE  W 
LOWE,  REGINALD  S JR 
LOWERY,  EDWIN  RAY  JR 
LOWRY,  FRANK  H 
LOWRY,  ORLANDA  R III 
LOYD,  JAMES  ALAN 
LUBOW,  LAWRENCE  D 
LUCKMANN,  KENNETH  F 
LYMBERIS,  MARVIN 
LYNCH,  EVERETTE  G 
LYNCH,  KENNETH  CLYDE 
LYNCH,  PENNY  BETH 
MACHIN,  JAMES  ELLIOTT 
MACK,  JOHN  W JR 
MACKEY,  WM  FREDERICK 
MACKLER,  DONALD  F 
MADDEN,  JAMES  JOS  JR 
MAGGART,  MICHAEL  L 
MAHAN,  BEN  BOB 
MAHESH-KUMAR,  A P 
MAJEED,  SHAHUL  J 
MALEY,  BRUCE  B 
MANDELL,  ALAN  I 
MANI,  VENK 
MANNING,  RICHARD  0 
MANSON,  JAMES  EDWARD 
MANUGIAN,  ARSEN 
MARCELO,  BERNARDINO  D 
MARCELO,  JOSEFINA  Q 
MARCY,  JOHN  SAML 
MARIENCHECK,  WM  IRVIN 
MARMON,  KENNETH  WALDO 
MARSH,  CLARENCE  BRUCE 
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MARSHALL,  MICHAEL  RALPH 
MARTIN,  DANIEL  C 
MARTIN,  RAYMOND  S III 
MASSINGALE,  H LYNN 
MATHES,  WM  T JR 
MATHEWS,  CARL  LESLIE 
MATTHEWS,  JOHN  T 
MAVES,  BARRY  V 
MAYFIELD,  RUSSELL  W 
MAYS,  KIT  SANFORD 
MAZZOLINI,  J MICHAEL 
MCADOO,  MICHAEL  A 
MCALEAVY,  JOHN  C 
MCCALL,  CHARLES 
MCCALLEN,  PERRY  BOIES 
MCCALLUM,  OSCAR  M 
MCCLELLAN,  ROBERT  E 
MCCLURE,  JAMES  G 
MCCONNELL,  CONN  M 
MCCONNELL,  DAVID  H 
MCCOY,  SUE 

MCCOY,  WILLIAM  JOHN  III 
MCCRAVEY,  JOHN  WELLS 
MCCULLOUGH,  BILLIE  S 
MCDONALD,  CHARLES  D JR 
MCEWAN,  ROBERT  C JR 
MCGINNIS,  CHARLES  W 
MCGOWAN,  LESLIE  R 
MCGOWAN,  RONALD  L 
MCILWAIN,  WILLIAM  A 
MCINNIS,  JOHN  CAMERON 
MCKAY,  CHARLES  E 
MCKEE,  DAVID  EARL 
MCKENZIE,  JEROME  F 
MCKISSICK,  WILLIAM  R 
MCKNIGHT,  DAVID  THOMAS 
MCLEAN,  GEORGE  WALLACE 
MCLEMORE,  WAYNE  L 
MCMAHON,  CLETUS  JOSEPH 
MCMILLIN,  RODNEY  M 
MCMURRAY,  JOHN  MARK 
MCMURRY,  JOSEPH  SEARLE 
MCNEELEY,  HOWARD  B 
MCNEIL,  DAVID  WYATT 
MCNEILL,  THOMAS  PINCKNEY 
MCNULTY,  JOHN  STEPHEN 
MCPEAKE,  WILLIAM  T 
MCPHERSON,  WARREN  F 
MERCADO,  AVELINO  VELASCO 
MERRITT,  CULLEN  R II 
MESSERSCHMIDT,  WILLIAM  H 
METCALF,  THOMAS  H 
METHVIN,  RAY  ELWIN 
METZGER,  WM  EDGAR 
MEYER,  ALVIN  HENRY  JR 
MEYERS,  ANTHONY  L 
MILEK,  MICHAEL  A 
MILFORD,  LEE  WATSON  JR 
MILLER,  ANDREW  HERRON 
MILLER,  BRADLEY  WILLIS 
MILLER,  DAVID  STUART 
MILLER,  FRANK  J 
MILLER,  JESSE  A JR 
MILLER,  KENNETH  T JR 
MILLER,  MICHAEL  M 
MILLER,  PHILIP  G 
MILLER,  WM  OBED 
MILLIGAN,  LESLIE 
MILLIS,  JAMES  BROWN 
MILNOR,  JOHN  PERVIS  III 
MINCH,  F MICHAEL 
MIRE,  A DEAN 
MITCHELL,  CHARLES  STONE 
MITCHELL,  DONALD  EUGENE 
MITCHELL,  DOUGLAS  PARK 
MITCHELL,  FOY  B 
MITCHELL,  HAYS 
MITCHUM,  ALBERT  JACKSON 
MIXON,  WILLIAM  R 
MOFFATT,  WILLIAM  LEE  III 
MOFFETT,  STEVEN  R 
MOINUDDIN,  MOHAMMED 
MOINUDDIN,  SHAMIM 
MOKAL,  ALBERT  JOSEPH 
MOLONY,  WILLIAM  LAWRENCE 
MONTENEGRO,  FRANKLIN 
MONTGOMERY,  CHAS  ALEXANDER 
MONTGOMERY,  JOHN  LEE  JR 
MONTGOMERY,  ROBERT  N 
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MONTGOMERY,  TONY  JOHNSON 
MOORE,  JOHN  H III 
MOORE,  JOHN  T JR 
MOORE,  JOHN  DAVID  JR 
MOORE,  KENNETH  LYNN 
MOORE,  ROBERT  SAYLOR 
MOORE,  W R 
MORAN,  HOUSTON 
MORENO,  FRANCISCO  G 
MORGAN,  STEVEN  W 
MORGAN,  TOMMY  E 
MORGAN,  TRAVIS  EUGENE 
MORISY,  LEE  RICHARD 
MORRIS,  STEVEN  ALLEN 
MORRISON,  LARRY  BURT 
MORSE,  WM  HAL 
MOSRIE,  AZETT  JIMMIE 
MOSS,  JOHN  PALMER 
MOUKHEIBIR,  NABIL  W 
MOUNGER,  EMERSON  JAY 
MOYERS,  JAMES  RICHARD 
MUKHERJI,  BARUNDITYA 
MULLINS,  W MICHAEL 
MUMFORD,  MARK  S 
MURPHY,  CYNTHIA  DABNEY 
MURPHY,  PATRICK  J 
MURPHY,  WM  MONT 
MURRAY,  R SMITH 
MURRAY,  ROBERT  C JR 
MUSE,  WM  S SR 
MUSE,  WM  SCOTT  JR 
MUTHS,  FREDERICK  A 
MUTTER,  MITCHELL  L 
MYERS,  WM  STANLEY 
NAGALLA,  LAKSHMAN  R 
NAGEL,  LAWRENCE  S 
NEAL,  GARY  W 
NEBLETT,  JOHN  W 
NEHLAWI , MOHAMMED  M 
NELSON,  JOHN  R JR 
NELSON,  MARK  L 
NELSON,  ROGER  T 
NEMEC,  DEWEY  G 
NERY-MANALO,  NORA 
NESBITT,  THOMAS  E JR 
NESBITT,  TOM  EDWARD 
NEUMANN,  JOHN  E SR 
NEWTON,  NICHOLAS 
NOE,  HORACE  NORMAN 
NORMAN,  WARREN  T 
NORTON,  DOUGLAS  EDWARD 
NOWAKOWSKI,  JAMES  F 
NOXON,  ELVIN  B 
NUNNERY,  JAMES  A 
O’BRIEN,  PATRICK 
O’NEAL,  DAVID  MEDFORD 
ODOM,  ALAN  C 
OGLE,  EVELYN  M' 

OLAECHEA,  REINALDO  A 
ORCUTT,  THOS  WM 
ORDONEZ,  J ENRIQUE 
OSSOFF,  ROBERT  H 
OUTLAN,  JOHN  EDWARD 
OUTLAN,  WILLIAM  F 
OVERFIELD,  RONALD  EDWIN 
OVERHOLT,  BERGEIN  F 
OVERHOLT,  ROBERT  MARION 
OWEN,  J DAVID 
OWEN,  WM  KENDRICK 
OZAWA,  T TED 
PACK,  RONALD  LYNN 
PAGE,  GENE  RUFFNER 
PAGE,  ROY  C 
PALMER,  ROBERT  E IV 
PALMIERI,  GENARO  MIGUEL 
PARK,  IH  KOO 

PARRIS,  WINSTON  CLIVE  VIC 
PARROTT,  JAMES  A 
PARSONS,  PAUL  D 
PASIPANYODA,  ALPHONSE 
PASS,  LAWRENCE  J 
PATE,  JAMES  W 
PATEL,  PRAVIN 
PATTON,  ROBT  CARROLL 
PAYNE,  STANLEY  ROSS 
PEARSON,  JAMES  M 
PEARSON,  JOHN  G 
PEARSON,  RANDALL  E 
PEARSON,  RICHARD  MCQUISTON 


PEAVYHOUSE,  JOEL  Q 
PECACHE,  CONCHITA  T 
PEDIGO,  THURMAN  LEE 
PEDIGO,  WILLIAM  J 
PEELER,  HARRY  LEE 
PEELER,  MOLLY  M 
PENDERGRASS,  HENRY  P 
PENNINGTON,  THOS  G 
PENNY,  RICHARD  M 
PERALES,  MARIA  ISABEL 
PEREZ,  MARTIN  ALLEN 
PERLMUTTER,  MARTIN  I 
PERRIN,  MILLARD  FOY 
PERRY,  FRANK  A JR 
PERRY,  MALCOLM  0 
PETERSON,  MARVIN  DEAN 
PETRILLA,  DIANE  L 
PETROCHKO,  NICHOLAS 
PETTY,  ALBERT  M 
PETTY,  CATHY  ELLEN 
PEYTON,  RICHARD  R 
PHILLIPS,  JAMES  CURTIS 
PICKENS,  DAVID  R JR 
PIERCE,  E HARRIS 
PIERCE,  EDGAR  H JR 
PIERCE,  IRA  S 
PIERCE,  TRUETT  H 
PINSON,  E LOUISE 
PITCOCK,  JAMES  ALLISON 
PLACE,  JAMES  G 
PODGORSKI,  GARY  THOMAS 
POEHLEIN,  RICHARD 
POMERANCE,  GLENN  NOEL 
POOL,  MICHAEL  L 
PORCH,  PHILLIP  P JR 
PORTER,  F RAYMOND 
PORTER,  NATHAN  F 
PORTERA,  CHARLES  ANTHONY 
PORTERFIELD,  JAMES  G 
PORTIS,  BILL  SCOTT 
POSMAN,  CLIFFORD  L 
POTDAR,  ANILKUMAR  S 
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One  Button 
Management 

With  a Macintosh®  computer  and  MediMoc®  software  from 
IthCore  Communications,  managing  your  practice  is  os  easy 
ushing  a button.  MediMac  has  the  functions  you  need  to 
p^^rofits  including  electronic  claims,  scheduling  and 
general  ledger.  For  office  automation 
that  is  simply  the  best,  rail  today. 
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Melrose  Electronics  Inc. 

509  5th  Avenue  South 
Nashville.  TN  37203 


INTRODUCES  THE 


"PROFESSIONAL 

COMMUNICATIONS 

PACKAGE" 

Finally  a Communications  Package, 
specifically  designed  for  the  Medical 
Profession,  putting  information  within 
your  reach  ANYTIME  you  need  it. 

For  more  information 
Call  615-254-5861 
Ask  for  the  Medical  Package 
We  feature  Motorola  Pagers 
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The  continuing  tnedical  education  accreditation  program  oj 
the  TMA  has  full  approval  hy  the  Accreditation  Council  for 
Continuing  Medical  Education.  An  accredited  institution  or 
organization  may  designate  for  Category  I credit  toward  the 
AMA  Physician's  Recognition  Award  those  CME  activities  that 
meet  appropriate  guidelines.  If  you  wish  information  as  to  how 
your  hospital  tnay  receive  accreditation,  write:  Director  of 
Continuing  Medical  Education,  Tennessee  Medical  Associa- 
tion, 1 12  Louise  Ave.,  Nashville,  TN  37203. 


IMPORTANT  NOTICE 

Published  in  this  section  are  all  educational  opportunities  which  come  to 
our  attention  which  might  be  of  interest  to  our  membership.  As  some  of 
these  are  very  long,  full  year  schedules,  and  others  are  detailed  descrip- 
tions of  courses,  in  order  to  conserve  space,  most  of  them  will  be  pub- 
lished in  only  one  issue  of  the  Journal. 


MEHARRY  MEDICAL  COLLEGE 
Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and 
departments  in  the  medical  school  to  allow  practicing  physi- 
cians to  participate  in  the  service’s  activities  tor  a period  of 
one  day  to  one  week.  This  program  provides  an  opportunity 
lor  physicians  to  study  in  depth  for  a specified  period.  The 
schedule  of  activities  is  individualized  in  response  to  the  phy- 
sician’s request  by  the  participating  department,  The  experi- 
ence includes  conferences,  ward  rounds,  audiovisual  mate- 
rials and  coritact  with  patients,  residents  and  faculty  . 

Fee:  $75  per  day  or  $275  per  five-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical 
College.  Credit:  AMA  Category  I of  the  Physician’s  Recog- 
nition Award,  AAFP,  and  Continuing  Education  Units  from 
Meharry  Medical  College.  Application:  For  information  con- 
tact Flenry  A.  Moses,  Ph.D.,  Director  of  Continuing  Educa- 
tion, Meharry  Medical  College,  1005  D.B.  Todd  Blvd., 
Nashville,  TN  37208,  Tel. (615)  327-6235. 


IN  TENNESSEE 


VANDERBILT  UNIVERSITY  MEDICAL  CENTER 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to 
meet  the  physician’s  practice  needs.  This  may  include  contact 
with  patients,  participation  in  clinical  rounds  and  diagnostic 
procedures,  interaction  with  faculty  and  housestaff,  access  to 
the  Medical  Center  Library  and  other  learning  resources,  and 
other  benefits  of  a preceptorship.  AMA  Category  1 or  AAFP 
prescribed  credit  is  possible.  Physicians  must  be  licensed  and 
be  in  active  practice  with  evidence  of  liability  coverage. 


Ongoing  Rounds  and  Conferences 

Arrangements  can  be  made  for  licensed  practicing  physi- 
cians to  attend  for  credit. 


Special  Conferences/Seminars 

Detailed  brochures  for  the  following  courses  are  avail- 
able. In  some  cases,  registration  numbers  are  limited. 


Feb.  3-9 


Feb.  13-17 


Feb.  10-16 


March  19-23 


Practical  Aspects  of  Diagnostic  Radiology/ 
Medical  Imaging  III — Snowmass  Village, 
Colo. 

Contemporary  Issues  in  Chronic  Pain  Man- 
agement, International  Pain  Control  Con- 
ference— Cancun,  Mexico 
4th  Annual  Advances  in  Infertility  and  Re- 
productive Endocrinology — Snowmass  Vil- 
lage, Colo. 

The  Spine,  Current  Concepts — Wailea, 
Maui,  Hawaii 


For  information  contact  Division  of  Continuing  Medical 
Education,  Vanderbilt  University  School  of  Medicine,  CCC- 
5326  MCN,  Nashville,  TN  37232,  Tel.  (615)  322-4030. 


UNIVERSITY  OF  TENNESSEE 
Continuing  Education  Schedule 

Memphis 


Feb.  8-10 
Feb.  24-25 
March  10-16 

March  28- 
April  1 
May  3-4 


Prostate  Cancer 
Radiology  Seminar 

23rd  Annual  Review  Course  for  the  Family 
Physician 

Critical  Care  Medicine  Conference — Hot 
Springs,  Ark. 

Update  ’90 


March  22-24 
May  24-26 
June  14-16 
June  20-22 

Aug.  27-29 
Sept.  13-15 


Knoxville 

13th  Annual  Family  Practice  Update  and 
Review 

5th  Annual  Smoky  Mountains  Infectious 
Disease  Conference — Gatlinburg 
35th  Great  Smoky  Mountains  Seminar — 
Gatlinburg 

96th  Annual  Upper  Cumberland  Medical 
Society  Meeting — Fall  Creek  Falls  Resort 
Inn,  Pikeville 

12th  Annual  Obstetric  Office  Ultrasound 
Workshop 

6th  Annual  Regional  Vascular  Conference 


Chattanooga 

Feb.  17-24  Topics  in  Medicine — Maui,  Hawaii 
April  17-21  Infectious  Diseases — St.  Thomas,  Virgin 

Islands 

May  3-4  Emergency  Medicine 

May  30-June  3 Family  Medicine  Review 


For  information  contact  Mrs.  Jean  Taylor  Bryan,  Office 
of  Continuing  Medical  Education,  University  of  Tennessee, 
800  Madison  Ave.,  Memphis,  TN  38163,  Tel.  (901)  528-5547. 
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Paramedic  and  Emergency  Medical 
Technician  Clinical  Encounter 
Management  System  for  Tennessee 


PAUL  S.  AUERBACH,  M.D.,  M.S.M. 


Introduction 

This  paper  discusses  the  design  and  implemen- 
tation of  a management  control  system  to  moni- 
tor the  activities  of  paramedics  and  emergency 
medical  technicians  (EMTs)  during  clinical  en- 
counters within  Tennessee.  The  presentation  is 
organized  into  sections  as  follows:  Background, 
The  Proposed  New  System,  Intended  Use  of 
Data,  Cost/Benefit  Analysis,  Implementation  Is- 
sues, Remaining  Problems  and  Recommended 
Solutions,  Discussion,  and  Conclusions. 

Background 

The  provision  of  prehospital  emergency  med- 
ical care  has  undergone  a considerable  transition 
in  the  last  20  years.  Prior  to  the  Korean  and 
Vietnam  Wars,  most  communities  were  served  by 
a combination  of  volunteer  providers  that  includ- 
ed firefighters,  law  enforcement  personnel,  and 
ambulance  attendants.  In  many  cases,  the  local 
ambulance  was  affiliated  with  the  mortuary.  Be- 
cause it  was  not  yet  clearly  recognized  that  rapid 
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transport  was  an  important  element  of  the  out- 
come of  injured  victims  or  persons  suffering  my- 
ocardial infarction,  support  of  rudimentary  train- 
ing and  equipment  was  assigned  low  priority  in 
most  municipal  and  state  budgets,  and  received 
no  federal  regulatory  or  fiscal  attention. 

Clinical  investigations  regarding  mobile  pre- 
hospital coronary  care  in  Europe  and  the  United 
States,  combined  with  experiences  in  rapid  trans- 
port to  definitive  trauma  care  accumulated  by  the 
military  during  the  Vietnam  War,  focused  atten- 
tion on  the  benefits  of  rapid  response  and  early 
intervention.  “Medics”  evolved  into  “paramed- 
ics” and  “emergency  medical  technicians,”  and 
were  increasingly  delegated  responsibilities  to  di- 
agnose and  intervene  in  complex  disease  situa- 
tions. The  “load  and  go”  philosophies  of  the  late 
1950s  and  early  1960s  were  abandoned  for  more 
sophisticated  protocols  that  mandated  patient  as- 
sessment, preliminary  diagnosis,  treatment,  and 
transport.  Prehospital  personnel  became  physi- 
cian extenders,  and  rudimentary  standards  of  care 
were  promulgated.  In  the  late  1970s  and  early 
1980s  there  was  a logarithmic  proliferation  of 
paramedical  services,  and  a full-fledged  industry 
emerged.  It  is  now  unusual  to  find  a nonrural 
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community  in  the  United  States  with  an  ambu- 
lance service  staffed  by  persons  having  less  than 
HMT  status. 

Historical  Problems.  The  design  and  develop- 
ment of  prehospital  provider  systems  in  this 
country  have  been  largely  unplanned.  Rather,  the 
growth  has  occurred  with  discontinuity  and  in  re- 
sponse to  trends  in  emergency  care  (e.g.,  heli- 
copter transport  for  victims  of  trauma)  or  at  the 
insistence  of  the  providers.  Although  paramedics 
and  EMTs  are  legally  considered  physician  ex- 
tenders, operating  in  many  instances  under  the 
license  of  physician  advisors  (Medical  Directors), 
surprisingly  little  input  in  system  design  has  orig- 
inated from  the  physician  sector  (“medical  con- 
trol”). There  are  many  reasons  offered  for  this, 
but  the  most  probable  include:  (1)  Inadequate 
time:  most  physicians  who  agree  to  accept  the 
additional  supervisory  activities  tend  to  be  those 
who  are  already  operating  under  a full  clinical 
and/or  administrative  load;  (2)  Lack  of  under- 
standing or  inadequate  training:  nonemergency 
physicians  do  not  receive  formal  education  re- 
garding prehospital  care  and  therefore  are  unfa- 
miliar with  activities  that  occur  “in  the  field”;  (3) 
Poor  cooperation:  many  physicians  who  are  as- 
signed responsibility  for  prehospital  programs  in 
fact  do  not  fully  approve  of  the  concept  and  are 
thus  noncontributory;  (4)  Lack  of  incentive:  there 
is  rarely  remuneration  for  physicians  who  are  in- 
volved as  local  or  regional  Medical  Directors;  (5) 
Failure  to  appreciate  the  value  of  physician  input: 
misconceptions  (overestimation)  regarding  the 
level  of  expertise  and  judgmental  capabilities  of 
paramedics  and  EMTs;  (6)  Failure  to  appreciate 
the  implications  of  inadequate  medical  control:  loss 
of  cost-benefit  analysis,  underreporting  of  inci- 
dents, incomplete  discipline  and  reward  systems, 
promotional  bias,  disheveled  media  image,  etc.; 
and  (7)  Inconsistent  state  legal  requirements  for 
physician  medical  control. 

Absence  of  refined  management  and  monitor- 
ing systems  follows  directly  from  insufficient 
medical  control.  Unmotivated  physician  assign- 
ees and  ambulance  service  directors  without  pre- 
vious scientific  or  practical  clinical  experience 
(e.g.,  beyond  simple  logistics  of  scheduling  and 
vehicle  repair)  would  not  reasonably  have  been 
expected  to  anticipate  the  rapid  evolution  of  pre- 
hospital intervention  into  a vital  and  accountable 
component  of  medical  care.  Therefore,  it  is  not 
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surprising  that  inadequate  consideration  has  been 
given  to  reporting  and  management  control. 

Paralleling  promotion  of  prehospital  care  has 
been  an  intense  movement  to  quality  assurance 
in  medicine.  This  encompasses  many  different 
concerns,  but  largely  reflects  propriety,  adequa- 
cy, effectiveness,  and  cost  of  care.  The  ethical 
issues  of  rationing  and  social  conflict  aside,  the 
public  has  developed  a minimum  expectation  of 
information,  including  treatment  options,  choice 
of  provider,  and  itemization  of  procedures,  out- 
comes, and  justification  of  expenses.  The  medi- 
cal litigation  craze  has  contributed  “defensive 
medicine.”  These  considerations  arose  first  in  the 
most  sophisticated  medical  setting  (e.g.,  inten- 
sive care  unit,  operating  room),  and  have  now 
filtered  down  to  the  entry  points  into  the  health 
care  system  (e.g.,  ambulance  service,  emergency 
department).  Therefore,  all  players  are  held  re- 
sponsible in  this  era  of  accountability,  and  com- 
mon sense  holds  that  documentation  and  analysis 
are  crucial  in  efforts  to  manage  systems,  improve 
performance,  and  unfortunately,  mount  an  oc- 
casional defense. 

A final  issue  is  reimbursement  for  prehospital 
care,  which  has  not  yet  been  equitably  integrated 
into  the  health  care  payment  system.  In  most  sys- 
tems, actual  costs  have  nothing  to  do  with  setting 
reimbursement  rates  for  ambulance  services.  Al- 
though most  state  legislatures  have  enacted  laws 
establishing  emergency  medical  services  (EMS) 
programs  within  state  health  departments,  federal 
grants  and  revenue  sharing  have  not  kept  pace  with 
the  proliferation  and  intensity  of  services  rendered, 
and  Medicare  financial  intermediaries  are  operat- 
ing under  inflexible  fiscal  constraints.  Current 
reimbursement  for  prehospital  care  from  Medicare 
is  based  on  past  charge  profiles,  and  is  now  ap- 
proximately 30%  of  total  cost  in  Tennessee.  The 
remainder  of  costs  is  passed  on  to  local  taxpayers. 
Increased  prehospital  accounting  will  be  necessary 
to  provide  the  statistics  upon  which  the  Health  Care 
Financing  Administration  can  act  to  reform  Medi- 
care, which  is  the  single  largest  purchaser  of  am- 
bulance services. 

The  Tennessee  Experience.  Tennessee  is  not 
unique  in  any  of  these  regards.  The  Division  of 
EMS  of  the  Bureau  of  Manpower  and  Facilities 
(BMF)  resides  within  the  Tennessee  Department 
of  Health  and  Environment  (TDHE).  EMS  is 
charged  with  licensure/certification  responsibili- 
ties for  health  professionals  (including  training 
programs),  health  care  facilities,  emergency 
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medical  services,  and  associated  planning  activi- 
ties. There  are  approximately  150  emergency 
medical  (e.g.,  ambulance)  services,  600  vehicles, 
22  aircraft,  and  5,000  licensed  EMTs/paramedics 
in  Tennessee.  It  is  the  responsibility  of  EMS  to 
license  the  services,  vehicles,  and  health  profes- 
sionals, and  to  monitorl regulate  emergency  health 
care  delivery  to  the  public.  Aircraft  are  regulated 
in  part  by  EMS  and  in  part  by  the  appropriate 
aviation  authorities.  EMS  is  regulated  by  a 13- 
member  EMS  Board,  which  is  appointed  by  the 
Governor,  and  consists  of  representative  physi- 
cians, nurses,  paramedics/EMTs,  and  hospital 
administrators. 

Statewide,  there  are  approximately  400,000 
yearly  patient  encounters,  including  nursing  home 
transfers. 

As  of  April  1987,  no  management  control  sys- 
tem existed  to  monitor  and  regulate  prehospital 
health  care  delivery  to  the  public.  Patient  en- 
counters were  documented  at  the  local  level  by 
the  completion  of  handwritten  “run  reports,”  the 
content  of  which  varied  for  each  service.  Many 
were  predominately  in  a narrative  format,  with 
as  much  space  devoted  to  acquisition  of  billing 
data  as  to  clinical  data.  Requirements  for  com- 
pletion varied  statewide,  and  it  was  not  uncom- 
mon for  forms  to  be  left  incomplete,  particularly 
during  busy  periods.  Statistical  trend  analysis  was 
rarely  achieved,  and  there  was  no  reliable  state- 
wide data  base  upon  which  to  evaluate  prehos- 
pital clinical  care.  Central  (state)  evaluation  of 
clinical  care  was  “achieved”  by  individual  patient 
care  audits  (approximately  200  [.005%]  annual- 
ly); notably,  these  were  not  performed  by  the 
same  individual,  nor  were  they  correlated.  It  is 
accurate  to  state  that  meaningful  information 
concerning  EMS  in  Tennessee  was  not  available. 

The  Proposed  New  System 

To  address  the  absence  of  a management  con- 
trol system,  in  April  1987,  EMS  proposed  the 
development  of  an  “EMS  Quality  Assurance 
System.”  The  justification  document  stated: 

The  EMS  Quality  Assurance  System  will  provide  the 
means  to  collect  (information),  analyze  the  report(ed)  rele- 
vant patient  care  information  and  thus  give  the  department 
the  means  to  insure  that  minimum  patient  care  standards  are 
met.  . . . 

The  ambulance  quality  assurance  system  will  provide  de- 
tailed information  on  response  to  emergency  requests,  quali- 
fications of  responding  personnel,  condition  of  patients,  ser- 
vices rendered  to  patients,  conditions  at  the  scene  of  the 
emergency  and  disposition  of  the  patient.  The  detailed  infor- 
mation will  provide  accurate  statistics  to  the  regulators  of 


emergency  medical  services,  to  the  services  themselves,  and 
to  personnel  in  medical  facilities  who  are  charged  with  pa- 
tient care.  . . . 

There  are  several  direct  and  indirect  benefits.  The  first  is 
the  elimination  of  current  requirement  for  EMS  field  staff  to 
do  annual  patient  care  records  audits.  These  are  done  pri- 
marily to  determine  compliance  with  each  service's  license 
category.  The  elimination  of  1,200  man  hours  of  work  an- 
nually will  save  the  state  about  $18,000  in  staff  time.  . . . 

A more  important  benefit  is  that  the  reports  generated  by 
this  system  will  help  local  governments  decide  how  to  better 
spend  portions  of  their  EMS  budgets.  By  focusing  on  patient 
care  needs,  some  funds  for  patient  care  material  will  be  spent 
more  effectively.  Further,  the  provision  of  complete  patient 
care  information  will  make  the  state  and  individual  agencies 
much  more  competitive  in  seeking  federal  EMS  grant  and 
research  funds.  . . . 

These  changes  will  lead  to  the  ultimate  benefit,  which  is 
improved  care  to  decrease  patient  mortality  and  morbidity. 
State  EMS  laws  have  been  enacted  to  improve  emergency 
patient  care.  The  Quality  Assurance  System  will  finally  pro- 
duce information  to  gauge  patient  care,  treatment  and  out- 
come, determine  compliance  with  accepted  treatment  proto- 
cols and  to  provide  information  to  justify  changes  and 
improvements  as  necessary. 

Preliminary  Design.  Because  of  TDHE  policy, 
the  initial  system  design  was  performed  internal- 
ly by  EMS  to  integrate  with  existing  mainframe 
computer  support  for  information  systems.  After 
consideration  of  existing  technology,  it  was  de- 
cided to  construct  a system  that  would:  acquire 
input  data  from  a completed  form  via  optical 
scanner;  perform  edits  for  data  validation;  gen- 
erate monthly  statistical  reports  by  service,  coun- 
ty, region  and  statewide  using  personal  computer 
hardware  (quarterly,  yearly  and  ad  hoc  reports 
to  be  produced  on  the  mainframe  report  gener- 
ator); format  data  for  storage  and  external  inter- 
face; and  provide  communication  capability  for 
remote  sites. 

Final  Design.  A vendor  was  chosen  by  a mul- 
ti-step sealed  bidding  process.  The  vendor  met 
with  EMS  to  design  the  run  report  (“EMS  En- 
counter”) form.  After  the  initial  design,  the  form 
was  circulated  to  selected  paramedics,  EMTs, 
ambulance  service  directors,  trauma  surgeons  and 
emergency  physicians  to  gather  additional  sug- 
gestions. The  sheets  are  configured  for  optical 
scanning  and  can  be  completed  in  pen  or  pencil. 
An  additional  sheet  is  tailored  to  the  individual 
ambulance  service  and  used  to  allow  a narrative 
to  provide  billing  information  and  additional  facts 
about  the  encounter.  The  optical  scanner  is  pro- 
grammed to  reject  incomplete  forms  based  upon 
specified  critical  data  points  required  for  comple- 
tion. 
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The  data  are  to  be  compiled  and  reported  in 
such  a way  as  to  yield  specific  statistics  about  the 
operations  and  performance  of  the  state  and  re- 
gional EMS  systems,  ambulance  services,  and  in- 
dividual health  care  providers.  Cross  tabulation 
can  conceivably  allow  correlation  of  diverse  dafa 
points  not  previously  available  to  a reviewer,  such 
as  weather  conditions  at  the  time  of  an  ambu- 
lance accident,  types  of  injuries  associated  with 
prolonged  attempts  to  initiate  an  intravenous  line 
in  the  field,  and  a particular  paramedic’s  number 
of  successful/unsuccessful  endotracheal  intuba- 
tion attempts  in  a year. 

EMS  data  support  or  refute  the  benefits  of 
prehospital  intervention.  It  is  absolutely  impera- 
tive to  bring  scientific  methods  of  evaluation  to 
the  proliferation  of  devices  and  drugs  that  have 
been  introduced  into  the  armamentarium  of  par- 
amedics and  EMTs.  There  must  be  a system  to 
provide  surveillance  over  new  technology  and  to 
accept  or  reject  all  modes  of  therapy.  It  is  com- 
mon sense  that  cost-benefit  or  cost-effectiveness 
analysis  of  interventions  is  impossible  in  the  ab- 
sence of  systematic  tabulation  of  costs,  proce- 
dures, and  results. 

The  records  can  be  used  to  facilitate  record- 
keeping necessary  to  complete  individual  recer- 
tification requirements  and  to  renew  licenses  for 
ambulances  and  services.  In  addition,  they  can 
identify  performance  trends  that  do  not  meet  ex- 
pectations, and  facilitate  continuing  education  and 
retraining,  or  in  unusual  circumstances,  discipli- 
nary measures.  Individual  records  serve  as  doc- 
umentation in  the  event  of  malpractice  litigation. 

The  records  can  indicate  which  regions  or 
services  are  substandard  in  comparison  to  the  rest 
of  the  system,  and  thus  might  benefit  from  en- 
hanced training  efforts  or  remedial  educational 
programs.  Local  concentrations  of  unique  partic- 
ular clinical  settings  might  provide  impetus  for 
revised  protocols,  and  would  suggest  the  need  for 
tailored  training  and  recertification  programs. 

Given  the  paucity  of  federal  grant  money 
available  for  prehospital  care  research  and  dem- 
onstration projects,  it  is  reasonable  to  assume  that 
grant  proposals  will  not  be  considered  from 
agencies  that  cannot  demonstrate  the  ability  to 
collect  meaningful  data.  Implementation  of  the 
run  report  system  renders  Tennessee  competitive 
for  federal  funding. 

Finally,  clinical  encounter  documentation  is  the 


cornerstone  of  a newly  implemented  trauma  care 
system  in  Tennessee  that  requires  strict  data  col- 
lection in  the  prehospital  setting,  at  the  trauma 
center,  and  at  the  rehabilitation  facility. 

Funding 

Estimated  costs  for  the  first  year  are  $51,000 
for  hardware,  software  and  15,000  forms,  and 
$32,500  for  personnel  (total  $83,500).  Estimated 
annual  costs  for  the  next  two  years  are  $35,000 
for  forms,  $39,000  for  personnel,  and  $6,000  for 
report  preparation  (total  $80, 000/year). 

Funding  for  the  first  (pilot)  year  of  the  pro- 
gram was  provided  by  reallocation  to  EMS  of 
$65,000  granted  through  Section  402  of  the  High- 
way Safety  Act  (National  Highway  Traffic  Safety 
Administration  [NHTSA]).  The  remaining  finan- 
cial support  was  appropriated  from  discretionary 
funds  of  the  EMS  Director. 

It  is  predicted,  but  not  guaranteed,  that 
NHTSA  money  will  be  made  available  to  sup- 
port the  program  in  future  years.  In  addition,  the 
EMS  Director  plans  to  request  of  the  Commis- 
sioner of  TDHE  permission  to  introduce  legisla- 
tion to  approve  additional  fees  for  ambulance 
permits  and  licensure,  and  increased  penalty  fees 
for  ambulance  services. 

Implementation  Issues 

Reactions  of  the  EMS  Personnel.  In  the  devel- 
opment stages,  the  first  reactions  of  the  provid- 
ers were  adversarial,  consisting  of  complaints 
about  the  additional  paperwork  and  resentment 
at  the  supervisory  component.  The  implementa- 
tion of  compulsory  record-keeping  was  viewed  as 
inordinately  bureaucratic,  without  justification  in 
a system  that  was  not  seen  to  be  malfunctioning. 
The  paramedics/EMTs  complained  that  they  op- 
erated under  conditions  of  maximal  stress  and 
that  the  new  management  control  system  would 
not  address  their  major  concerns  about  the  work 
environment. 

Ambulance  service  directors  were  concerned 
that  the  collection  of  billing  data  would  be  com- 
promised and  did  not  feel  responsible  for  any  of 
the  costs  associated  with  the  new  system.  An  un- 
dercurrent of  resentment  was  tied  to  a percep- 
tion of  the  process  as  additional  surveillance  with 
a disciplinary  motive  (“big  brother”  image). 

Because  of  the  initial  emotional  response  and 
concern  about  noncompliance,  public  and  am- 
bulance service  presentations  were  restructured 
to  emphasize  the  benefits  that  the  system  would 
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offer  to  field  personnel,  including  individual  par- 
amedic/EMT  skills  analysis  and  procedure  suc- 
cess ratios  (improved  performance),  patient  out- 
comes (clinical  research  potential),  case 
documentation  (malpractice  litigation  defense), 
case  mix  (continuing  education  and  recertifica- 
tion), and  activity  and  payor  mix  (service  finan- 
cial support).  The  accountability  issue  was  por- 
trayed as  a necessary  component  from  legal  and 
professional  status  perspectives,  integral  to  pre- 
hospital care’s  ascendance  into  the  formal  health 
care  system.  Currently,  most  of  the  paramedics/ 
EMTs  understand  the  logic  behind  the  system, 
but  are  not  emotionally  committed  to  its  success. 

Training.  To  identify  the  obvious  remediable 
problems  with  the  data  collection  system,  a pilot 
program  was  initiated  in  autumn  of  1988.  EMS 
provided  in-service  lectures  to  all  paramedics/ 
EMTs  involved  in  the  pilot  program,  which  in- 
cluded distribution  of  videotapes  and  EMS  En- 
counter Form  Instruction  Manuals.  A Reference 
Manual  to  the  data  base  and  reporting  package 
software  was  developed  for  EMS  and  the  sub- 
agencies that  might  wish  to  manipulate  their  seg- 
ments of  the  data.  The  encounter  data  collection 
system  is  now  a mandatory  component  of  the 
EMS  curriculum  taught  in  accredited  training 
programs  in  Tennessee. 

Compliance.  In  early  observations  of  the  pilot 
program,  it  became  clear  that  the  system  was 
constrained  by  the  completeness  and  accuracy  of 
I the  data  recorded.  In  a pilot  introduction  (15,000 
forms)  of  the  new  encounter  form,  1,500  of  the 
first  4,000  sheets  were  returned  because  of  mis- 
! takes,  the  most  common  being  multiple  marks  in 
1 areas  of  the  form  that  require  a single  mark.  At 

; this  early  date,  it  is  therefore  not  possible  to  de- 

termine the  absolute  veracity  of  the  data. 

Remaining  Problems  and  Recommended 
Solutions 

Problem  No.  1 

There  is  no  clearly  defined  system  of  rewards 
ii  (incentives)  for  the  individual  health  care  provid- 
\ er,  whose  accurate  input  is  the  cornerstone  of  the 
system.  Expectations  of  record  completion  do  not 
have  an  equally  explicit  reward/punishment  menu. 
In  addition,  the  system  may  fail  to  capture  ex- 
traordinary (good)  performances  that  are  not 
identified  with  the  data  measurements.  Without 


a system  of  rewards,  the  control  system  can  eas- 
ily be  construed  to  be  of  punitive  intent. 

Possible  Solutions 

1.  Individual  rewards  might  include  monetary 
and/or  public  recognition  for  high  percentage 
faultless  completion  of  records,  for  consistent  high 
clinical  performance  and  for  identification  of 
problems  within  the  management  control  system. 
Ambulance  service  rewards  might  include  allo- 
cation of  resources  to  areas  of  clinical  need  (e.g., 
placement  of  a training  ambulance,  grants  for 
purchase  of  equipment),  compensation  for  re- 
search participation  and  public  recognition  for 
improved  performance  (e.g.,  response  times, 
trauma  outcomes).  The  financial  costs  of  such  re- 
wards should  be  included  in  the  budget  for  the 
system. 

2.  To  increase  the  motivation  of  the  individu- 
al paramedics/EMTs,  the  state  should  provide 
each  paramedic/EMT  with  a summary  of  his  ac- 
tivity for  the  first  year  of  the  encounter  data  col- 
lection. This  should  include  a comparison  with 
an  average  activity  profile  for  a Tennessee  par- 
amedic/EMT. Subsequent  years’  individual  sum- 
maries should  be  provided  by  the  local  ambul- 
ance services  as  they  come  on-line  with  hardware. 

3.  Specific  outstanding  achievement  awards 
should  be  offered  for  extraordinary  acts  of  res- 
cue, resuscitation,  and  consistency  of  perfor- 
mance. The  nominees  for  consistency  should  be 
supported  by  information  tallied  from  the  en- 
counter report  system. 

4.  The  system  should  not  be  used  overtly  to 
identify  individual  inadequate  performances  that 
merit  punishment;  this  would  serve  as  a disincen- 
tive to  the  provider  with  respect  to  honest  data 
entry  and  might  encourage  frank  cover-ups.  A 
better  approach  would  be  to  identify  trends  of 
negative  performance  variances  with  regard  to 
key  variables  (e.g.,  response  time,  survival  fol- 
lowing cardiac  arrest)  in  a region  and  approach 
such  discoveries  with  support-based  solutions  to 
problems. 

Problem  No.  2 

There  is  no  clearly  defined  process  for  detec- 
tion or  discipline  vis-a-vis  falsification  of  data  or 
noncompliance. 

Possible  Solutions 

1.  Detection:  a standard  number  of  patient 
encounter  forms  should  be  compared  to  emer- 
gency department  records  to  verify  that  clinical 
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information  is  complete  and  accurate.  Any  ser- 
vice that  shows  a dramatic  improvement  in  per- 
formance between  quarterly  reports  should  be  the 
focus  of  an  intense  audit. 

2.  Discipline:  deliberate  falsification  or  failure 
to  complete  a record  should  lead  to  an  explicitly 
delineated  disciplinary  process  that  involves  sus- 
pension of  the  individual  (or  service  director) 
pending  verification,  a hearing  before  the  EMS 
Board,  and  penalties  that  include  decertification 
and  a monetary  fine. 

Problem  No.  3 

There  are  no  concrete  action  plans  for  meas- 
ures to  correct  performance  or  clinical  variances 
identified  by  the  system. 

Possible  Solution 

After  the  first  year  analysis  of  data,  the  most 
troublesome  variances  should  initiate  appropri- 
ate remedial  responses.  For  instance,  if  it  is  found 
that  a particular  paramedic  has  an  unacceptably 
low  success  rate  for  endotracheal  intubation,  he 
should  be  retrained  and  observed  in  the  field  un- 
til performance  is  up  to  national  standards.  An- 
other example  would  be  the  observation  that  a 
particular  ambulance  service  has  response  times 
that  exceed  an  acceptable  figure  with  regard  to 
cardiac  arrest  or  trauma  victims.  In  such  case, 
the  situation  should  be  investigated  to  uncover 
mitigating  circumstances  or  for  specific  changes 
that  could  remedy  the  deficiency. 

Problem  No.  4 

The  cost-benefit  analysis  for  justification  of  the 
system  is  weak.  In  the  development,  there  was 
strong  rhetoric  for  the  moral  and  legal  issues  in- 
volved with  data  collection,  but  little  demonstra- 
tion of  cost-benefit.  Many  of  the  proposed  ben- 
efits, such  as  a life  saved,  are  intangible  or 
extraordinarily  difficult  to  value.  “Quality  of 
care”  can  be  approached  only  through  outcome 
studies,  and  even  then  with  enormous  difficulty. 

Possible  Solutions 

1.  Quantify  the  modifications  of  practice  based 
upon  the  data  collection  that  will  result  in  cost 
savings.  This  will  be  necessary  to  justify  the  sys- 
tem to  county  Health  Commissioners  (cost-shift- 
ing) and  to  the  state  Commissioner  of  Health 
(guaranteed  funding  renewal). 

2.  Perform  annual  analysis  of  costs  and  third 
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party  reimbursement,  focusing  on  Medicare. 
Publish  the  data  and  provide  it  to  action  commit- 
tees and  agencies  attempting  to  promote  Medi- 
care reform. 

3.  Produce  a document  that  provides  compel- 
ling medicolegal  justification  for  the  system. 

Problem  No.  5 

There  is  no  guaranteed  source  of  funding  for 
this  system  beyond  the  first  year.  The  agreement 
to  continue  utilization  of  NHTSA  money  is  in- 
formal. EMS  budgets  must  be  approved  annually 
and  are  subject  to  both  legislative  and  adminis- 
trative cutbacks.  The  Commissioner  of  Health  is 
newly  appointed  and  has  not  been  familiarized 
with  the  activities  of  EMS.  The  EMS  Director 
proposes  a cost-shifting  strategy  to  have  the  local 
ambulance  services  pay  for  the  forms  and  cus- 
tomized reports.  In  addition,  there  is  no  pro- 
posed funding  for  correction  of  deficiencies  un- 
covered by  the  system.  It  is  highly  likely  that 
problems  will  be  encountered  that  will  require 
additional  training,  personnel,  and  equipment. 

Possible  Solutions 

1.  The  Commissioner  of  Health  must  be  edu- 
cated with  regard  to  the  functions  of  EMS,  de- 
velopment of  the  management  control  system, 
and  the  implications  of  its  continuation/discon- 
tinuation. Ideally,  he  should  become  a champion 
of  the  system.  Funding  for  the  program  should  be 
budgeted  and  guaranteed  for  a minimum  10-year 
period  through  the  TDHE,  pending  annual  sys- 
tem performance  reviews.  Conditional  money 
should  be  budgeted  for  remedial  action  based 
upon  data  analysis. 

2.  It  is  going  to  be  a real  problem  to  shift  costs 
to  the  counties.  Local  funding  of  the  system 
should  be  windfall-only  strategy  for  the  initial  five 
years  of  operation.  If  the  long-run  plan  is  to  shift 
the  paper/reporting  costs  to  the  provider  agen- 
cies, this  should  be  agreed  upon  well  in  advance, 
to  allow  financial  planning  and  avoid  hostility.  A 
50%  local  cost-shifting  strategy  should  be  accept- 
ed in  the  long  run. 

Problem  No.  6 

Generation  of  reports  is  time-consuming  and 
costly  to  state  EMS.  In  the  pilot  program,  it  re- 
quired 20  minutes  to  print  a single  service  report. 
Each  data  collection  requires  a minimum  of  six 
reports  for  interpretation.  With  150  services  (of 
which  100  provide  primary  emergency  services) 
requesting  monthly  reports,  the  time  commit- 
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ment  is  3,600  hours  of  printing  time,  approxi- 
mately one-tenth  of  which  must  be  attended  (360 
man  hours). 

Possible  Solutions 

1.  Distribute  the  software  package  for  analy- 
sis to  each  ambulance  service  (cost  $400  each). 
Adhere  to  a relational  data  base  format.  In  this 
way,  each  service  can  generate  its  own  custom- 
ized reports  from  diskettes  supplied  by  state 
EMS.  All  services  will  be  required  to  purchase  a 
personal  computer  for  this  operation. 

2.  Limit  state  reports  to  quarterly,  semian- 
nual and  annual.  Charge  a fee  for  nonroutine 
analyses  to  individual  ambulance  services. 

3.  Make  the  reports  to  individual  ambulance 
services  easy  to  interpret.  Provide  only  informa- 
tion directed  at  the  specific  ambulance  service  and 
numbers  for  comparison  based  upon  the  region 
and  entire  system.  Whenever  possible,  include 
graphic  interpretation  of  performance  and  trends. 

Problem  No.  7 

There  is  no  long-range  plan  for  modification  of 
the  system. 

Possible  Solutions 

1.  Interactive  menu-driven  programs  for  re- 
port generation  using  remote  portable  computer 
terminals  for  direct  electronic  transmission  to  a 
central  computer  have  been  developed  for  law 
enforcement.  In  all  likelihood,  this  technology  will 
have  medical  applications.  Such  programs  would 
eliminate  completion  of  forms  and  perhaps 
strengthen  the  directive  aspect  of  data  collection. 
These  systems  and  others  should  be  considered 
as  possible  next  logical  steps  in  the  automation 
process.  The  ultimate  goal  would  be  a paperless 
system  in  the  field. 

2.  This  is  the  problem  of  lowest  priority,  but 
should  be  addressed  after  the  first  18  months  of 
full  operation.  Technology  upgrades  should 
prompt  early  and  thorough  capital  budgeting. 

Discussion 

In  a generic  sense,  a management  control  sys- 
tem that  operates  in  the  cost-benefit  mode  takes 
into  consideration  the  key  elements  of  goal  con- 
gruence, motivation  criteria,  effort,  performance 
evaluation,  and  rewards.  Each  element  offers  the 
opportunity  for  design  choices  and  the  overall 
structure  can  be  used  as  a framework  from  which 
to  hang  the  components  and  spot  any  structural 
weaknesses.  Accordingly,  it  is  possible  to  reflect 


upon  the  components  of  the  Tennessee  EMS 
management  control  system.  It  is  apparent  that 
goal  congruence  remains  to  be  established,  a task 
rendered  more  difficult  by  strong  aversion  to  su- 
pervision that  has  traditionally  resided  in  the  cul- 
ture of  prehospital  care.  Furthermore,  the  soon- 
er the  control  system  is  recognized  to  generate  a 
favorable  change  within  the  EMS  system,  the 
more  rapid  will  be  the  acceptance  of  the  system. 
A quick  win  is  mandatory. 

The  paramedic  and  emergency  medical  tech- 
nician clinical  encounter  management  system  is  a 
control  process  that  begins  to  structure  bureau- 
cratic components  into  a strong  medical  culture. 
It  originated  from  a condition  of  sparse  record- 
keeping and  lack  of  surveillance,  which  was  per- 
ceived as  lack  of  control.  The  major  proponents 
of  the  system  relied  upon  health  care  accounta- 
bility issues  to  garner  support  for  the  system.  The 
imprecisions  of  hospital-based  medicine  are  mag- 
nified in  the  uncontrolled  environment  of  the 
paramedic/EMT.  Because  many  interventions  are 
of  reputed,  rather  than  documented,  efficacy,  the 
strategies  of  clinical  behavior  are  more  intuitive 
than  many  scientific  medical  minds  would  prefer. 
This  huddles  under  the  umbrella  of  difficulty  in 
defining  certain  acceptable  ranges  of  behavior. 

In  order  to  modify  existing  clinical  protocols, 
it  is  first  necessary  to  determine  what  is  impor- 
tant, a task  that  can  only  be  accomplished  within 
a tight  management  control  system.  For  in- 
stance, the  ability  to  “dollarize”  benefits  would 
be  exemplified  in  the  elimination  of  a training 
module  based  on  data  that  indicates  that  a par- 
ticular clinical  condition  is  never  encountered. 
Obviously,  risk/cost/benefit  analysis  is  impossible 
without  data  acquisition. 

While  standards  of  functional  performance 
(e.g.,  response  time  and  delivery  of  the  patient 
to  the  appropriate  facility)  and  clinical  care  are, 
for  the  most  part,  uniform  in  the  prehospital 
community,  the  new  management  system  codi- 
fies the  specifics  and  requires  documentation  of 
accomplishments.  Favorable  outcome  variances 
may  well  identify  regions  that  have  developed 
solutions  to  performance  problems  that  plague 
poorer  performers. 

Third  party  payors  (e.g.,  insurance  compa- 
nies) and  redistribution  programs  such  as  Medi- 
care and  Medicaid  will  continue  to  under-reim- 
burse  for  ambulance  services  as  long  as  the 
providers  cannot  provide  organized  documenta- 
tion of  need  and  enhanced  support  for  individual 
claims.  On  the  flip  side,  it  is  not  reasonable  to 
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expect  the  payors  to  blindly  accept  increasing 
costs  without  data  that  support  the  cost  details 
and  benefits  of  specific  interventions. 

An  obvious  deficiency  in  a system  of  this  sort 
is  the  general  inability  to  include  ultimate  diag- 
nosis and  outcome.  It  would  be  an  administrative 
nightmare  to  require  reporting  by  every  emer- 
gency department  and  hospital  of  clinical  care, 
diagnosis,  and  outcome  for  each  patient  deliv- 
ered by  ambulance.  However,  it  is  a reasonable 
expectation  to  be  able  to  abstract  necessary  data 
from  medical  records  in  order  to  investigate  var- 
iances or  to  complete  clinical  investigations  that 
originate  in  the  prehospital  setting.  Because  there 
is  knowledge  about  the  desirability  of  actions,  but 
outcome  measurement  is  difficult,  specific  ac- 
tions and  observations  comprise  the  data  set. 

The  data  collection  method  itself  encourages 
complete  evaluation  of  victims  and  serves  as  a 
checklist  to  jostle  the  memory  of  the  clinician. 
For  instance,  one  can  easily  imagine  a scenario 
where  in  the  course  of  a complicated  resuscita- 
tion, the  provider  forgets  to  complete  the  mental 
status  examination.  Because  completion  of  the 
form  requires  making  note  of  the  key  compo- 
nents of  such  an  examination,  the  rescuer  is  re- 
minded to  obtain  the  appropriate  clinical  infor- 
mation. In  the  recording  of  drugs  and  procedures, 
it  serves  as  a reminder  of  the  treatment  options. 
However,  because  of  space  limitations,  the  en- 
counter form  cannot  follow  a clinical  protocol 
format;  therefore,  there  is  no  mitigating  effect 
upon  training  requirements. 

The  potential  educational  component  of  the 
control  system  is  largely  in  the  data  analysis  and 
dissemination  of  reports  to  the  individual  provid- 
ers and  ambulance  services.  This  is  the  weakest 
component  of  the  system  as  it  now  stands,  be- 
cause there  is  no  precedent  for  this  type  of  feed- 
back in  Tennessee.  The  approach  to  modifica- 
tion of  prehospital  care  has  been  largely  crisis 
intervention  following  an  incident  or  public  dis- 
closure of  inadequacy,  or  delayed  adaptation  to 
impending  national  standards,  rather  than  ad- 
justment based  upon  intense  local  and  regional 
observation.  The  new  system  offers  a new  oppor- 
tunity for  internal  comparisons  and  differential 
allocation  of  resources.  Importantly,  this  in- 
cludes correlations  of  program  training  and  pre- 
hiring capabilities  of  staff  with  measured  per- 
formance. 


Data  entry  is  subject  to  manipulation,  but  this 
is  no  more  of  a problem  here  than  in  any  other 
clinical  situation.  Objectivity  and  precision  are 
subservient  to  honesty;  the  paramedic/EMT  ethic 
is  advertised  as  being  as  noble  as  that  of  doctor- 
ing or  nursing,  so  one  would  hope  that  the  data 
would  be  valid.  However,  if  the  system  is  viewed 
by  the  providers  as  punitive,  the  natural  tenden- 
cy may  be  to  falsify  or  “shade”  the  information. 

In  Tennessee,  field  supervision  has  been  infor- 
mal, and  this  new  system  might  easily  have  an 
initial  deleterious  effect  on  morale.  There  is  am- 
ple opportunity  for  resentment  to  be  magnified, 
particularly  by  low  performers.  At  the  other  ex- 
treme, high  achievers  may  be  aggravated  by  ac- 
tivities that  they  feel  are  peripheral  to  the  provi- 
sion of  high-quality  clinical  care.  The  greater  the 
degree  of  positive  feedback  and  future  develop- 
mental input  that  can  be  provided  by  line  provid- 
ers, the  less  the  expected  dissension. 

As  previously  mentioned,  ambulance  services 
are  constrained  in  hiring  with  regard  to  calibre  of 
personnel  (educational  level  attained,  previous 
experience,  motivation)  by  reimbursement  and 
geographic  location.  More  rigorous  selection  of 
paramedics/EMTs  would  require  higher  pay  scales 
(cost),  which  is  in  most  cases  not  feasible.  There- 
fore, a high-performance  standard  ethic  must  ap- 
peal to  the  lowest  common  educational  denomi- 
nator, which  most  often  represents  a high  school 
education  and  paramedic/EMT  training.  The 
prehospital  system  is  characterized  by  an  ex- 
treme pyramid;  there  are  few  promotions  and 
these  are  largely  based  on  seniority  rather  than 
performance  (which  has  heretofore  been  difficult 
to  measure).  Accordingly,  accurate  participation 
in  the  encounter  system  must  be  packaged  as  an 
integral  performance  measure  in  and  of  itself. 

Conclusions 

Design  and  implementation  of  a management 
control  system  for  the  clinical  encounters  of  par- 
amedics and  EMTs  in  Tennessee  was  long  over- 
due. The  intuitive  need  for  program  develop- 
ment that  dominated  the  regulatory  process  will 
not  sustain  the  program  in  perpetuity.  The  data 
must  demonstrate  a favorable  cost/benefit  rela- 
tionship to  make  a case  for  continued  funding. 
The  underlying  premise  of  valid  data  acquisition 
is  highly  dependent  upon  the  evolution  of  goal 
congruence  between  the  Division  of  EMS,  am- 
bulance services,  and  individual  providers. 
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The  Foul- Smelling,  Removable 
Tonsillar  Concretion:  A Poorly 
Appreciated  Manifestation  of 
Colonization  With  Actinomyces 

ABRAHAM  VERONESE,  M.D.;  CEDRIC  FERNANDO,  M.D.;  DONNA  ROBERSON,  B.S.; 

CONSTANTINO  DIAZ,  M.D.;  and  JAMES  FARNUM,  M.D. 


Introduction 

Actinomyces  is  a well-known  inhabitant  of  the 
oral  cavity,*  frequently  demonstrable  in  surgical- 
ly removed  tonsillar  tissue. Less  well  known  is 
the  fact  that  Actinomyces  can  be  an  integral  part 
of  concretions  in  the  tonsillar  crypts;  these  con- 
cretions can  achieve  dimensions  that  render  them 
visible  to  the  naked  eye.*'*  Patients  may  com- 
plain of  a foreign  body  sensation  and  frequently 
remove  these  concretions  manually.^ 

Although  some  physicians — perhaps  from 
personal  experience — are  familiar  with  this  syn- 
drome, many  are  not,  and  may  be  inclined  to  re- 
gard with  skepticism  the  patient  who  reaches  into 
his  throat  and  extracts  a foul-smelling  concre- 
tion. 

One  of  us  (C.F.)  saw  several  cases  in  succes- 
sion and  convinced  the  rest  of  the  existence  of 
this  syndrome.  The  paucity  of  descriptions  of  this 
condition,  aside  from  the  older  otolaryngology 
literature,  prompted  this  report. 

Case  Reports 

Case  1.  A 16-year-old  girl  had  a three-month  history  of 
intermittent  sore  throat  and  a complaint  of  “something  stuck 
in  the  left  side  of  my  throat.”  She  claimed  to  be  able  to  ex- 
tract from  her  tonsil,  using  her  finger,  a yellowish,  foul-smell- 
ing, solid  material.  Her  symptoms  would  abate  for  a variable 
period  of  time,  only  to  recur  coincidental  with  the  reappear- 
ance of  the  yellow  concretion  on  the  tonsil.  She  had  had  re- 
current pharyngitis,  and  her  tonsils  were  chronically  en- 
larged. Examination  showed  a mildly  erythematous  pharynx 
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with  a discrete,  yellow,  well-circumscribed  concretion  pro- 
jecting from  the  surface  of  the  tonsil.  A commercial  rapid 
streptococcal  screen  was  negative.  The  concretion  was  readily 
extracted  (by  the  patient)  and  confirmed  to  resemble  the  ma- 
terial she  periodically  removed.  It  was  firm,  yellow,  and  foul 
smelling  (Fig.  1).  She  was  treated  with  2.4  million  units  of 
procaine  penicillin  intramuscularly  and  then  given  2 gm/day 
of  penicillin  V orally  for  two  weeks.  Her  symptoms  had  not 
recurred  after  three  months. 

Case  2.  A 14-year-old  girl  had  a sore  throat  and  tender- 
ness in  the  right  side  of  her  throat  for  one  week,  unaccom- 
panied by  fever,  chills,  cough,  or  sputum  production.  A solid 
yellow  concretion  nestled  behind  the  right  tonsillar  pillar  and 
was  extracted  as  in  the  previous  case.  A streptococcal  rapid 
screen  was  negative.  The  concretion  was  similar  to  that  de- 
scribed in  case  1 and  was  submitted  for  histopathologic  ex- 
amination. The  patient  was  treated  with  2.4  million  units  of 
procaine  penicillin  intramuscularly,  followed  by  2 gm/day  of 
penicillin  V orally  for  two  weeks.  She  has  experienced  sev- 
eral recurrences. 


Figure  1.  Intraoral  view  of  right  tonsillar  crypt  with  embedded  yellow 
concretion  (4x3x3  mm). 
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Figure  2.  {Left)  Large  sulfur  granule  (ray-fungus)  with  peripheral  radial  filamentous  hyphae  (GMS  stain,  x 125).  (Right)  High-power  photomicro- 
graph of  sulfur  granule  showing  black,  intertwined  filamentous  hyphae  of  Actinomyces  (GMS  stain,  x800). 


Pathology 

Hematoxylin  and  eosin  stains  of  the  tonsillar 
concretions  revealed  the  features  of  a typical 
“sulfur  granule,”  with  outer  filamentous  hyphae 
that  varied  from  dark  blue  to  purple  staining  and 
indistinct  morphology,  and  an  inner  amorphous, 
pink  material  without  obvious  filamentous  struc- 
ture. The  periodic  acid-Schiff  (PAS)  stain  showed 
distinct  filamentous  hyphae,  most  pronounced  at 
the  periphery  of  the  granule.  The  Grocott  me- 


thenamine  silver  (GMS)  stain  revealed  distinct 
and  diffuse  black  filamentous  and  coccoid  ele- 
ments, most  pronounced  at  the  peripheral  por- 
tion of  the  granule,  but  with  distinct  morphologic 
features  in  the  central  areas  as  well  (Fig.  2).  The 
tissue  Gram  stain  was  disappointing  in  that  there 
was  variable  and  minimal  staining  of  Gram-posi- 
tive elements,  restricted  to  the  coccoid  forms. 
However,  a smear  of  the  crushed  tonsillar  con- 
cretion showed  Gram-positive,  long,  filamentous 
hyphae  with  marked  beading  and  background 


Figure  3.  (Left)  Smear  from  extracted  sulfur  granule  with  darkly  stained,  variable,  filamentous  hyphae  (GMS  stain,  x 1,250).  (Right)  Original 
smear  of  right  tonsillar  concretion  revealing  Gram-positive,  beaded  filamentous  hyphae  and  coccoid  elements  of  Actinomyces  (Gram  stain, 
X 1,250). 
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coccoid  elements  (Fig.  3,  right).  The  GMS  stain 
of  the  smeared  preparation  showed  black,  dis- 
tinct, filamentous  hyphae  with  less  conspicuous 
coccoid  forms  (Fig.  3,  left).  The  staining  charac- 
teristics of  tissue  and  smear  are  consistent  and 
characteristic  of  Actinomyces  species. A Kin- 
youn  acid-fast  stain  was  negative  on  tissue  and 
smear,  which  is  usually  the  case  with  Actino- 
myces, with  some  exceptions.^  Neither  specimen 
was  submitted  for  culture. 

Discussion 

As  early  as  1896,  Ruge^  described  granules  of 
Actinomyces  in  tonsillar  crypts.  Lord,®  in  1910, 
demonstrated  Actinomyces-Wke,  organisms  from 
tonsillar  crypts  but  did  not  confirm  their  pres- 
ence by  culture.  Emmons, ^ in  1938,  performed 
sections  on  freshly  removed  tonsils  and  described 
“cheesy,  subspherical,  or  lobulated  masses  from 
microscopical  size  up  to  2 or  3 mm  in  diameter” 
in  the  tonsillar  crypts.  The  typical  hyphae  of  Ac- 
tinomyces were  found  in  37%  of  these  granules, 
and  confirmed  by  culture  in  approximately  a third 
of  these  cases.  Other  studies  have  recovered  Ac- 
tinomyces in  16%  of  tonsillar  material  removed 
at  tonsillectomy^  and  40%  of  tonsils  removed  at 
autopsy.^ 

A more  recent  study  by  Maher  et  al,-*  who 
noted  the  presence  of  Actinomyces  species  in  30% 
of  227  tonsils  removed  for  chronic  tonsillitis,  pro- 
vided some  clinical  information  to  correlate  with 
the  presence  of  tonsillar  concretions.  He  noted 
that  “most  of  the  cases  with  positive  cultures  and 
histopathologic  evidence  of  Actinomyces,  com- 
plained of  similar  symptoms,  viz,  fetor  oris,  a 
sensation  of  foreign  body  in  the  throat,  a dull 
ache  of  the  tonsils  immediately  relieved  by  the 
expulsion  of  the  debris  from  the  crypts,  and  a 
constant  fear  of  the  yellowish  spots  that  persisted 
in  the  tonsils  even  in  quiescent  periods.”  The 
majority  of  the  227  patients  had  previously  re- 
ceived repeated  antibiotic  treatment  for  sore 
throats. 

Actinomyces  is  said  to  affect  the  lymphatic 
system  infrequently^  and  it  is  customary  to  re- 
gard Actinomyces  granules  in  the  tonsils  as  rep- 
resenting colonization.  However,  the  symptoms 
in  both  our  patients  as  well  as  the  patients  de- 
scribed by  Maher^  suggest  the  association  with 
chronic  tonsillitis  may  be  more  than  coincidental. 
Tonsillar  crypts  can  become  distended  with  col- 
lections of  cellular  debris,  inspissated  secretions, 
and  bacterial  colonies,  including  Actinomyces, 


resulting  in  the  formation  of  a “crypt  cast.”  True 
tonsilloliths  that  are  calcified  and  have  reached 
an  unusually  large  size  have  been  described. The 
chronically  diseased  tonsil  may  promote  coloni- 
zation with  Actinomyces  and  the  formation  of 
these  concretions;  it  is  also  conceivable  that  such 
colonization  could  be  a cause  of  chronic  tonsilli- 
tis. In  either  case,  the  granules  can  reach  suffi- 
cient size  to  act  as  a foreign  body  and  be  symp- 
tomatic; obstruction  of  a salivary  duct  by  an 
Actinomyces  concretion  has  also  been  de- 
scribed. The  propensity  of  thoracic  actinomy- 
cosis to  involve  a dependent  segment  of  the  lung 
has  suggested  that  aspiration  is  the  key  pathoge- 
netic mechanism  in  this  disease. Aspiration  of 
concretions  the  size  we  recovered  from  our  pa- 
tients could  produce  bronchial  obstruction  and 
atelectasis,  and  create  appropriate  conditions  for 
anaerobic  growth. 

Introspective  (and  dexterous)  patients,  as  well 
as  observant  physicians, will  continue  to  recog- 
nize tonsillar  concretions,  some  of  which  will 
contain  Actinomyces.  Mechanical  removal  seems 
to  afford  some  relief  of  the  “foreign  body  sensa- 
tion”; the  role  of  antibiotic  treatment  is  uncer- 
tain at  this  time.  Prospective  case-control  studies 
will  be  needed  to  ascertain  the  frequency,  symp- 
tomatology, and  clinical  significance  of  tonsillar 
concretions.  r ^ 
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Trauma  Rounds 


Trauma  in  Pregnancy 

ROBERT  B.  LEE,  M.D.;  JAMES  H.  WUDEL,  M.D.;  and  JOHN  A.  MORRIS,  JR.,  M.D. 


Introduction 

Injury  is  the  most  frequent  cause  of  death  in  the 
female  population  35  years  and  younger.  Most  preg- 
nancies occur  in  this  age  group.  The  exact  incidence 
of  trauma  in  pregnancy  is  difficult  to  assess,  but  the 
incidence  of  major  trauma  requiring  hospitalization  is 
thought  to  be  about  4 per  1,000  admissions.'  Minor 
trauma  occurs  more  frequently  in  pregnant  women  and 
increases  in  frequency  from  the  first  to  third  trimes- 
ters. Mortality  in  maternal  trauma  ranges  from  7.2%- 
to  24%.’ 

Case  Report 

A 27-year-old  woman  with  a known  27-week  intrauterine 
pregnancy  was  an  unbelted  passenger  in  a motor  vehicle  ac- 
cident. She  was  awake,  alert,  and  hemodynamically  stable 
upon  presentation  to  a local  emergency  department.  Initial 
evaluation  revealed  both  multiple  rib  fractures  and  multiple 
extremity  fractures.  She  was  transferred  to  a tertiary  care 
center  for  further  evaluation. 

Upon  arrival,  examination  revealed  a young  woman  in 
moderate  distress  with  a pulse  of  100/min,  blood  pressure  of 
114/90  mm  Hg,  and  respirations  of  22  to  25/min.  Evaluation 
revealed  a left  flail  chest  with  underlying  pulmonary  contu- 
sion, a left  hip  dislocation  with  acetabular  fracture,  fracture 
of  the  left  olecranon,  fracture  of  the  left  humerus  and  radius, 
and  multiple  finger  fractures.  Her  abdomen  was  soft  without 
tenderness,  and  bimanual  examination  was  consistent  with  a 
27-week  intrauterine  pregnancy  without  vaginal  discharge. 
Pelvic  sonography  confirmed  a 27-week  intrauterine  pregnan- 
cy, a fetal  heart  rate  of  120  to  130/min,  and  no  evidence  of 
abruptio  placentae. 

Surgical  stabilization  of  her  fractures  was  accomplished 
with  continuous  fetal  monitoring  and  magnesium  sulfate  in- 
fusion for  tocolysis.  Intraoperative  amniocentesis  was  unre- 
markable, and  no  fetal  distress  was  noted  throughout  the  case. 
Upon  the  patient’s  return  to  the  surgical  intensive  care  unit, 
there  was  marked  fetal  bradycardia  with  a rate  of  50/min,  and 
emergency  cesarean  section  was  performed.  A 22-gm  infant 
with  Apgars  of  0,  0,  and  0 was  delivered,  but  it  subsequently 
expired  in  the  neonatal  unit.  The  mother  was  discharged  home 
on  the  18th  postoperative  day. 

Physiology  of  Pregnancy 

Pregnancy  produces  profound  changes  in  anatomy 
and  in  cardiovascular,  respiratory,  gastrointestinal, 
renal  and  endocrine  physiology. 
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Anatomy:  The  uterus  is  intrapelvic  until  the  12th 
week  of  pregnancy,  reaching  its  maximum  height  at  36 
weeks.  As  it  rises  out  of  the  bony  pelvis,  the  uterus 
and  its  contents  become  more  vulnerable  to  injury.  The 
myometrium  becomes  thinner  in  the  later  stages  of 
pregnancy  at  the  same  time  the  fetal  head  becomes 
fixed  in  the  pelvis.  There  is  a marked  increase  in  uter- 
ine artery  size  and  uterine  vein  capacitance.  The  uter- 
us becomes  increasingly  vulnerable  to  injury  as  preg- 
nancy progresses. 

Cardiovascular  Physiology:  Plasma  volume  increas- 
es at  the  10th  week  and  reaches  a peak  50%  above 
normal  by  the  34th  week.  Plasma  volume  exceeds  the 
red  cell  mass,  resulting  in  a relative  anemia  (average 
hematocrit  = 35%)  and  decreased  blood  viscosity’;  a 
relative  leukocytosis  also  occurs.  With  increasing  uter- 
ine size,  the  diaphragm  becomes  elevated;  its  excur- 
sion is  decreased,  and  functional  residual  capacity  de- 
creases, but  vital  capacity  remains  unchanged.  Tidal 
volume  and  respiratory  rate  increase. 

Evaluation,  Resuscitation,  and  Management 

Although  mother  and  fetus  are  inseparable,  man- 
agement of  the  mother  takes  priority.  Prognosis  for 
the  fetus  after  major  injury  is  poor  during  the  first  and 
second  trimesters  but  improves  during  the  third 
trimester.  Maternal  shock  is  associated  with  80%  fetal 
mortality.’  Thus,  efforts  to  save  the  mother  become 
also  the  most  appropriate  treatment  of  the  fetus.  With 
a few  exceptions,  early  resuscitation  and  management 
of  the  pregnant  woman  should  be  identical  to  that  of 
the  nonpregnant  one.  Priorities  remain  unchanged. 

Significant  maternal  hemorrhage  may  occur  before 
the  blood  pressure  falls  (30%  to  35%  reduction  in 
blood  volume  may  occur  while  blood  pressure  remains 
normal).  This  puts  the  infant  at  risk,  because  blood 
flow  is  shunted  away  from  the  placenta  to  the  mother’s 
vital  organs.  The  catecholamine  response  to  shock 
causes  uterine  artery  vasoconstriction,  further  reduc- 
ing uterine  blood  flow  by  as  much  as  10%  to  20%.’ 
Therefore,  the  fetus  may  be  in  shock  while  the  mother 
is  not. 

Mild  maternal  hypoxemia  has  a profound  effect  on 
the  fetus.  Normally  the  fetal  blood  has  low  oxygen 
content  to  augment  the  maternal  fetal  oxygen  gradient 
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extraction  by  the  placenta.  When  the  mother  becomes 
hypoxemic,  the  fetus  has  no  oxygen  reserve  and  quick- 
ly becomes  acidotic. 

On  arrival  in  the  emergency  department,  standard 
advanced  trauma  life  support  measures  should  be  in- 
stituted. The  airway  is  checked  for  patency,  and  sup- 
plemental oxygen  delivered  to  prevent  fetal  hypox- 
emia. Breathing  is  evaluated,  remembering  the 
pregnant  woman  normally  breathes  20  to  24  times  per 
minute  and  has  a respiratory  alkalosis.  Intravenous  in- 
fusion through  a large  bore  needle  is  started.  If  the 
patient  is  supine,  she  should  be  logrolled  to  the  left 
with  the  right  hip  elevated;  this  will  decrease  uterine 
compression  of  the  inferior  vena  cava  and  may  in- 
crease cardiac  output  by  30%.  If  simple  repositioning 
of  the  patient  and  rapid  fluid  resuscitation  fail  to  pro- 
duce an  adequate  perfusion  pressure,  inflation  of  the 
MAST  trousers  may  be  considered.  Only  the  leg  com- 
partments should  be  inflated;  inflation  of  the  abdomi- 
nal portion  is  strongly  contraindicated. 

In  addition  to  the  routine  trauma  physical  exami- 
nation, the  uterus  should  be  palpated  to  determine 
tenderness  and  muscle  tone.  A tender,  hypertonic 
uterus  suggests  placental  separation.  A vaginal  specu- 
lum examination  should  be  performed  to  check  for 
cervical  dilatation,  amniotic  fluid,  or  gross  blood. 

If  the  patient  has  no  evidence  of  blood  in  the  vagi- 
na or  the  uterus,  yet  appears  to  be  in  hemorrhagic 
shock,  diagnostic  peritoneal  lavage  may  be  consid- 
ered. The  lavage  should  be  performed  superior  to  the 
enlarged  uterus  by  an  open  technique.  Parameters  for 
a positive  tap  are  the  same  as  in  the  nonpregnant 
woman. 

Radiologic  and  laboratory  studies  should  proceed 
simultaneously  with  evaluation  and  resuscitation.  There 
is  obvious  concern  about  radiation  injury  to  the  fetus, 
but  the  risk  of  congenital  defect  is  low'  when  exposure 
is  less  than  10  rads;  risk  becomes  significantly  in- 
creased above  15  rads.  Initial  films,  including  chest 
x-ray  (1  millirad),  cervical  spine  (less  than  0.5  milli- 
rads),  lumbrosacral  spine  (721  millirads),  and  pelvis 
(210  millirads)  can  be  performed  well  below  these  lev- 
els. The  fetus  should  be  shielded  when  possible.-”' 

Laboratory  evaluation  is  essential,  giving  special  at- 
tention to  coagulation  studies.  Placental  injury  and 
separation  causes  release  of  thromboplastin,  while 
uterine  injury  releases  plasminogen  activator,  so  that 
consumption  coagulopathy  and  fibrinolysis  may  oc- 
cur.^ Fibrinogen  levels  are  the  most  sensitive  indicator 
of  coagulopathy.  Since  Rh  sensitization  may  occur  in 
Rh-negative  mothers,  titers  should  be  checked  and 
Rhogam  given  when  indicated.  If  fetal-maternal  hem- 
orrhage and  blood  mixing  is  suspected,  the  Kleihauer- 
Betke  test  will  determine  the  number  of  fetal  cells  in 
the  maternal  circulation  and  guide  the  physician  in  de- 
termining the  amount  of  anti-D  globulin  to  be  admin- 
istered. All  Rh-negative  women  should  receive  at  least 
one  vial.^  Blood  for  electrolyte  determinations  and  full 
CBC  should  also  be  drawn. 


Once  the  primary  and  secondary  assessment  has 
been  completed  and  the  patient  stabilized,  uterine 
sonography  and  fetal  monitoring  should  be  performed. 
Ultrasound  is  a sensitive  indicator  of  gestational  age, 
presentation,  amniotic  fluid  volume,  and  fetal  move- 
ment, and  may  demonstrate  intra-abdominal  bleeding. 
It  may  also  reveal  congenital  malformations,  fetal 
fractures,  placental  characteristics,  and  the  presence  of 
abruptio  placentae. 

Fetal/uterine  monitoring  should  be  instituted  as  soon 
as  practicable.  A hypertonic,  contractile  uterus  sug- 
gests placental  disruption,  late  decelerations  suggest 
fetal  hypoxia,  and  variable  decelerations  suggest  cord 
compression.  Prolonged  fetal  hypoxia  produces  aci- 
dosis and  loss  of  fetal  heart  rate  variability  with  a 
baseline  tachycardia  (>  160/min).  When  the  fetus  is 
severely  compromised,  a sustained  bradycardia  (less 
than  120/min)  and  wandering  baseline  results.  Re- 
member that  fetal  distress  may  be  an  occult  sign  of 
maternal  distress.  It  is  our  practice  to  monitor  the 
pregnant  mother  sustaining  major  trauma  for  at  least 
24  hours. 

Established  indications  for  laparotomy,  thoracot- 
omy, or  craniotomy  should  be  observed  irrespective  of 
the  fetus.  Spinal  column  fracture  may  require  stabili- 
zation rather  than  casting  due  to  possible  uterine 
growth  retardation.  It  should  be  kept  in  mind  that  pa- 
tients with  pelvic  fractures  have  significant  blood  loss 
due  to  the  pregnant  woman’s  increased  pelvic  vascu- 
lature. Also  there  is  increased  risk  of  fetal  skull  frac- 
ture with  maternal  pelvic  fracture.  Risk  of  uterine  in- 
jury increases  with  length  of  gestation.  Hysterectomy 
is  rarely  indicated,  as  uterine  rupture  is  rare  and  can 
be  repaired  primarily. 

Premature  labor  is  a common  sequela  of  injury,  and 
may  be  caused  by  small  placental  separation,  uterine 
contusion,  membrane  ischemia,  or  membrane  rupture. 
Magnesium  sulfate  is  the  first  drug  of  choice  for  ar- 
resting labor.  Ritadine  hydrochloride  is  the  second 
choice,  but  may  lead  to  hemodynamic  instability  and 
pulmonary  edema.  When  the  fetus  has  been  severely 
compromised,  and  intrauterine  death  occurs,  labor 
usually  ensues  within  48  hours.  With  fetal  demise, 
careful  observation  for  evidence  of  disseminated  intra- 
vascular coagulation  (DIG)  should  begin. 

Surgery  on  behalf  of  the  fetus,  for  example  cesare- 
an delivery,  should  be  considered  only  when  the  mother 
is  stable  and  at  minimal  risk.  Intrauterine  death  is  not 
an  indication  for  cesarean  section;  spontaneous  abor- 
tion usually  occurs  within  48  hours.  Indications  for  ce- 
sarean section  include  fetal  distress,  placental  separa- 
tion, uterine  rupture,  or  fetal  malpresentation  during 
premature  labor.  An  unstable  pelvis  or  lumbosacral 
fracture  is  sometimes  an  indication  for  cesarean  sec- 
tion. Refractory  coagulopathy  due  to  placental  sepa- 
ration is  a rare  indication  for  hysterectomy.  Laparot- 
omy for  management  of  other  injuries  does  not 
necessitate  cesarean  section  unless  intraoperative  fetal 
distress  occurs  or  unless  exposure  of  the  pelvic  vascu- 
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lature.  sigmoid  colon,  or  bladder  is  compromised. 
When  the  uterus  is  injured  and  the  fetus  is  mature, 
cesarean  section  may  be  indicated,  but  if  the  fetus  is 
immature,  myometrial  repair  is  recommended  without 
delivery.  Decision  to  deliver  the  fetus  should  be  based 
on  the  consideration  of  whether  the  fetus  is  at  greater 
risk  of  dying  from  intrauterine  hypoxia  or  prematurity. 
Delivery  before  28  weeks  is  associated  with  a 50% 
mortality. 

If  the  mother  dies,  the  fetus  may  have  a chance. 
The  elapsed  time  between  maternal  death  and  delivery 
correlates  with  neonatal  survival.  If  the  infant  can  be 
delivered  within  15  minutes,  survival  is  possible.^  At 
least  150  to  200  postmortem  deliveries  are  reported  in 
the  literature  with  successful  outcome.^  Comatose, 
neurologically  devastated  mothers  have  also  been  sus- 
tained to  allow  fetal  maturation  and  eventual  delivery. 
Judgment  regarding  cesarean  section  must  be  indivi- 
dualized, and  in  general  the  uterus  is  best  left  undis- 
turbed whether  the  fetus  is  alive  or  dead.  r ^ 

Conclusions 

The  injured  pregnant  woman  presents  the  unique 
challenge  of  evaluating  and  caring  for  two  inseparable 
lives.  Appropriate  management  requires  a team  of 
physicians,  including  emergency  physicians,  trauma 
surgeons,  obstetricians,  and  pediatricians.  Under- 
standing the  anatomic  and  physiologic  changes  that 
occur  in  pregnancy  is  essential  for  proper  evaluation. 
In  general,  the  best  treatment  for  the  mother  consti- 
tutes the  best  treatment  for  the  fetus. 
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YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees . 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5,4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage, 
indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  it  may 
have  activity  as  an  aphrodisiac. 

Contraindi^tions:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
centra!  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'' 2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. ^ -3 
Dosage  and  Adminisb^tion:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ' 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reducedto  Vi  tablets 
times  a day,  follow®!  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Applied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000’s  I 
53159-001-10. 
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Radiology  Case  of  the  Month 


CT  Scan  of  the  Abdomen  in  the 
Evaluation  of  Splenic  Infarction 


R.  DANIEL  MERRICK,  M.D.;  JAYANT  B.  MEHTA, 
DON  DONAHUE,  M.D.;  and  MARK  YOUNG,  M.D. 


Introduction 

Splenic  infarction'  needs  to  be  included  in  the  dif- 
ferential diagnosis  of  acute  abdominal  pain,  since  its 
radiographic  diagnosis^-^  could  prevent  unnecessary 
surgical  intervention  in  about  80%^  of  cases  of  splenic 
infarction. 

Jaroch  et  ab  summarized  the  natural  history  of 
splenic  infarction.  Their  guidelines  help  the  internist 
and  the  surgeon  in  patient  management,  especially  in 
the  decision  regarding  surgical  intervention.  Balcar  et 
ah  summarized  the  computer  tomography  (CT)  varia- 
tions of  splenic  infarction  and  described  the  evolution 
of  splenic  infarction  by  using  an  animal  model,  induc- 
ing splenic  infarctions  in  dogs  and  studying  changes  in 
CT  of  the  spleen  sequentially. 

We  report  the  case  of  a patient  with  a typical  nat- 
ural history,  but  with  markedly  prolonged  evolution  of 
her  splenic  infarction  as  shown  by  CT. 

Case  Report 

A 72-year-old  white  woman  entered  the  emergency  room 
with  the  complaint  of  left  lower  quadrant  abdominal  pain  for 
six  days.  The  pain  was  sharp,  and  radiated  to  the  left  side  of 
her  neck.  There  was  no  associated  nausea,  vomiting,  fever, 
shaking  chills,  diarrhea,  constipation,  or  change  in  urine  or 
stool  color  or  character,  and  there  was  no  suggestion  of  a 
cardiac  source  as  the  cause  of  the  pain.  The  pain  was  neither 
exacerbated  nor  relieved  by  food  intake,  and  was  not  posi- 
tional. Past  medical  problems  w'ere  hypertension,  congestive 
heart  failure,  history  of  blood  transfusion  (reason  unknown), 
and  radioactive  iodine  treatment  for  a thyroid  mass. 

The  patient's  blood  pressure  w'as  140/70  mm  Hg  without 
orthostatic  changes.  Her  temperature  orally  was  98.6°F,  pulse 
100/min  and  regular,  and  respirations  nonlabored  with  a rate 
of  20/min.  She  appeared  in  acute  distress  and  was  holding  her 
abdomen.  Examination  of  the  lungs  and  heart  was  normal 
except  for  a 2/6  systolic  ejection  murmur.  Her  abdomen  was 
protuberant  with  diminished  bowel  sounds,  hepatospleno- 
megaly,  left  lower  quadrant  pain  on  palpation,  and  moderate 
diffuse  tenderness  with  rebound.  The  remainder  of  her  ex- 
amination was  normal  and  there  was  no  clinical  evidence  of 
bacterial  endocarditis. 
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Serum  electrolytes,  blood  urea  nitrogen,  creatinine,  cal- 
cium, and  amylase  w^ere  all  normal,  and  the  complete  blood 
count  W'as  w'ithin  normal  limits  except  for  a mild  microcytic, 
hypochromic  anemia.  Chest  x-ray  and  flat  and  upright  x-rays 
of  the  abdomen  w'ere  normal.  An  arterial  blood  gas  analysis 
with  the  patient  breathing  room  air  revealed  a pH  of  7.44. 
PaC02  of  38  mm  Hg  and  a Pa02  of  62  mm  Hg.  A CT  scan  of 
the  abdomen  revealed  a low-  density  area  laterally  in  the 
spleen. 

The  patient  was  treated  with  bed  rest,  and  given  intrave- 
nous fluids,  oxygen,  and  analgesics.  Her  pain  continued  dur- 
ing her  admission,  but  steadily  decreased  to  where  she  w'as 
able  to  tolerate  it  with  minimal  oral  analgesics.  Her  temper- 
ature and  hemoglobin  remained  stable  throughout  the  admis- 
sion. Surgical  intervention  w'as  unnecessary,  and  she  was  dis- 
charged ten  days  after  admission  in  stable  condition.  Serial 
CT  scans  of  the  abdomen  done  over  the  course  of  four  months 
confirmed  the  diagnosis  by  showing  the  expected  radiograph- 
ic changes  in  spleen  size  and  contour. 

Discussion 

There  are  multiple  causes  of  splenic  infarction, the 
most  common  being  embolization,  often  with  infec- 
tious endocarditis;  hematologic  disease,  usually  sickle 
hemoglobinopathy,  is  the  next  most  frequent  cause. 
Jaroch  et  ab  found  that  patients  under  the  age  of  40 
most  often  had  hematologic  disease  and  those  older 
had  had  an  embolic  event.  The  etiology  of  our  pa- 
tient’s splenic  infarction  was  never  determined,  the  case 
in  roughly  3%^  of  patients. 

Left  upper  quadrant  abdominal  pain  is  the  principal 
presenting  symptom,  though  30%^  to  90%^  of  patients 
will  have  no  symptoms  at  all.  Our  patient’s  symptoms 
were  rather  prolonged  but  she  was  managed  medically 
because  her  pain  was  well  controlled  with  minimal  an- 
algesia and  she  had  no  significant  sequelae  of  the  in- 
farction. The  conservative  management  included  an- 
algesia, hydration,  and  supplemental  oxygen. 
Significant  complications  requiring  other  measures,  not 
present  here,  include  hemorrhage,  hypersplenism,  ab- 
scess, massive  splenic  enlargement,  or  recurrent  epi- 
sodes of  splenic  infarction.  Splenectomy  is  often  done 
in  such  cases.  The  mortality  rate  for  medical  manage- 
ment of  complicated  cases  of  splenic  infarction  in  one 
review  was  43%.^ 
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Figure  1.  The  shorter  arrow  points  to  a wedge-shaped  area  of  de- 
creased signal  intensity  with  its  apex  toward  the  hilum  of  the  spleen. 
The  longer  arrow  shows  normal  spleen  signal  intensity. 


Diagnostic  procedures  used  in  the  diagnosis  of 
splenic  infarction  consist  of  CT,  liver/spleen  radio- 
nuclide scan,  ultrasonography  of  the  spleen,  and  an- 
giography, CT  and  liver/spleen  radionuclide  scan  being 
the  best  methods.  The  final  diagnosis  in  our  case  was 
based  on  the  clinical  presentation  and  the  findings  from 
the  CT  scan  of  the  abdomen  (Fig.  1).  Surgical  inter- 
vention was  not  necessary  because  of  the  classic  radi- 
ographic findings.  This  diagnosis  was  supported  by  a 
liver/spleen  scan.  The  wedge-shaped  defect  with  the 
apex  towards  the  hilum  of  the  spleen  (Fig.  1)  is  typical 
of  splenic  infarction.  Dakar’s  animal  model  would  have 
projected  radiographic  resolution  in  15  to  28  days.  A 
second  scan  one  month  later  was  unchanged,  but  a third 
scan  after  four  months  (Fig.  2)  finally  showed  the  ex- 
pected radiographic  resolution,  i.e.,  atrophy  and 


Figure  2.  The  arrow  points  to  the  shrunken,  notched  spleen.  The  size 
and  contour  changes  are  expected  with  resolution  of  the  infarct. 


notching  of  the  splenic  contours.  The  cause  of  the  slow 
resolution  of  this  patient’s  splenic  infarction  is  unclear; 
whether  it  indicates  the  fallibility  of  using  animal 
models,  an  unusual  cause  of  the  splenic  infarction,  or 
recurrent  (yet  silent)  splenic  infarctions  with  delayed 
healing,  is  unknown.  Nonetheless,  radiographic  dem- 
onstration of  resolution  of  the  process  greatly  reduces 
the  likelihood  of  neoplasm.  r ^ 
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Vanderbilt  Morning  Report 


A Fatal  Case  of  Hiccups 


Case  Report 

A 46-year-old  man  was  evaluated  at  a hospital  emergency 
room  for  confusion,  agitation,  and  acidosis.  He  had  been  well 
until  earlier  that  day  w'hen  he  drank  approximately  1 ounce 
of  oil  of  wintergreen  in  an  attempt  to  suppress  persistent  hic- 
cups. He  experienced  no  immediate  effects,  but  over  the  next 
several  hours  he  became  progressively  confused  and  agitated. 
Upon  admission  to  the  emergency  room,  an  arterial  blood 
gas  showed  a pH  of  7.39,  a PcOj  of  23  mm  Hg,  and  a P02  of 
103  mm  Hg.  The  serum  bicarbonate  was  14  mmol/L,  with  an 
anion  gap  of  23.  Serum  glucose  and  the  remainder  of  the 
electrolytes  were  normal.  The  salicylate  level  was  102  mg/dl 
(toxic  ^ 40  mg/dl).  He  was  treated  with  activated  charcoal 
and  alkaline  diuresis,  but  serial  salicylate  levels  continued  to 
rise  and  his  acidosis  worsened.  He  w'as  given  150  mEq  so- 
dium bicarbonate  intravenously  and  transferred  to  Vanderbilt 
University  Hospital,  where  the  pH  was  7.51,  PcOj  15  mm 
Hg,  PO2  84  mm  Hg,  and  the  salicylate  level  128  mg/dl.  Chest 
radiograph  demonstrated  normal  cardiac  silhouette  with  pul- 
monary edema.  Soon  after  transfer,  respiratory  arrest  oc- 
curred, for  which  tracheal  intubation  was  performed,  but  he 
developed  asystole,  and  though  he  initially  responded  to  re- 
suscitative  measures,  he  subsequently  failed  to  respond,  and 
was  pronounced  dead  approximately  17  hours  after  ingesting 
the  oil  of  wintergreen. 

Discussion 

Methyl  salicylate  is  a rare  cause  of  salicylate  poi- 
soning. It  is  available  as  a concentrated  liquid  (oil  of 
wintergreen)  and  in  various  topical  preparations.  One 
teaspoon  of  oil  of  wintergreen  contains  5 gm  of  sali- 
cylate.' Lethal  dosage  in  children  may  be  as  small  as  4 
cc,  while  a lethal  dose  in  adults  is  usually  around  30 
cc.  Other  factors  contributing  to  the  risk  of  methyl  sa- 
licylate poisoning  include  its  pleasant  odor,  its  availa- 
bility without  prescription,  the  lack  of  appreciation  by 
the  public  of  its  potential  toxicity,  the  lack  of  appro- 
priate warnings  on  packages,  and  the  possibility  of 
toxicity  when  topical  preparations  are  applied  to  large 
areas  of  skin.^ 

Methyl  salicylate  is  quickly  hydrolyzed  in  the  liver 
to  free  salicylate.^  Acute  toxicity  of  methyl  salicylate 
appears  to  be  identical  to  that  of  sodium  salicylate. 
The  pharmacokinetics  of  salicylate  metabolism  switch 
from  first  order  to  zero  order  kinetics  with  large  doses 
because  of  saturation  of  conjugation  mechanisms. 


Prepared  by  William  F.  Fleet,  III,  M.D..  Hugh  J.  Morgan  chief 
medical  resident,  and  Patrick  J.  Morello,  M.D.,  medical  resident. 
Vanderbilt  Medical  Center,  Nashville. 


Therefore,  toxic  doses  of  salicylates  have  a longer  half- 
life  than  that  of  therapeutic  doses.  The  renal  excretion 
of  salicylate  becomes  important  with  large  doses,  and 
it  is  dependent  on  urine  pH;  there  is  a much  greater 
excretion  of  salicylate  in  alkaline  than  in  acidic  urine. 

Ingestion  of  150  to  300  mg/kg  of  salicylate  usually 
results  in  only  mild  to  moderate  toxicity;  doses  of  300 
to  500  mg/kg  usually  cause  serious  toxicity,  while  dos- 
es of  500  mg/kg  or  more  are  potentially  lethal.  Nau- 
sea, vomiting,  tinnitus,  and  disorientation  are  common 
early  symptoms  of  salicylate  poisoning.  Respiratory  al- 
kalosis is  a direct  effect  of  salicylate  on  the  respiratory 
center  of  the  brain.  Metabolic  acidosis  results  from 
uncoupling  of  oxidative  phosphorylation  and  inhibi- 
tion of  enzymes  of  the  Krebs  cycle,  causing  accumu- 
lation of  pyruvic  acid  and  lactic  acid.  Increased  pe- 
ripheral utilization  of  glucose  stimulates  lipid 
metabolism  with  formation  of  ketone  bodies.-*  The  un- 
coupling of  oxidative  phosphorylation  increases  the 
metabolic  rate,  with  resultant  hyperpyrexia  and  dia- 
phoresis. Fluid  loss  can  be  substantial  because  of  hy- 
perventilation, diaphoresis,  fever,  emesis,  and  renal 
excretion.  Hyponatremia,  hypernatremia,  hypokale- 
mia, hypoglycemia,  hypocalcemia,  and  hypouricemia 
have  all  been  described. 

Central  nervous  system  symptoms  may  dominate  the 
clinical  picture  in  severe  intoxication,  and  may  be  the 
underlying  cause  of  death. ^ These  symptoms  include 
lethargy,  confusion,  delirium,  seizures,  and  coma. 
Cerebral  hypoglycemia  may  play  a pathophysiologic 
role  in  these  abnormalities,  and  may  occur  despite 
normal  peripheral  glucose  levels.^  Cerebral  edema  and 
hemorrhage  may  occur. * Other  clinical  manifestations 
of  salicylate  toxicity  include  reversible  liver  damage, 
impairment  of  vitamin  K-dependent  clotting  factors, 
renal  tubular  damage,  cardiovascular  collapse,  and 
noncardiogenic  pulmonary  edema.' 

Diagnosis  of  salicylate  intoxication  is  made  by 
measuring  the  blood  level  of  salicylate.  Levels  ob- 
tained sooner  than  six  hours  after  ingestion  are  still  in 
the  absorption-distribution  phase  and  cannot  be  used 
to  predict  severity  of  poisoning. ■*  In  massive  overdoses, 
salicylate  levels  may  rise  for  as  long  as  24  hours  after 
ingestion.  The  Done  nomogram**  is  useful  for  estimat- 
ing the  severity  of  salicylate  toxicity. 

Initial  management  of  salicylate  poisoning  should 
include  gastric  emptying  and  administration  of  char- 
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coal.  Electrolyte  abnormalities  and  metabolic  acidosis 
should  be  corrected,  and  intravenous  glucose  is  indi- 
cated in  most  cases.  Appropriate  fluid  is  important  for 
maintaining  urine  output  and  renal  excretion  of  sali- 
cylate; alkalinization  of  the  urine  will  significantly  in- 
crease renal  excretion.  Acetazolamide  should  not  be 
used.  Hemodialysis  and  charcoal  hemoperfusion  are 
both  effective  in  increasing  salicylate  clearance.''  Spe- 
cific indications  for  hemodialysis  in  cases  of  salicylate 
poisoning  include  renal  insufficiency,  heart  failure,  in- 
tractable acidosis,  severe  fluid  and/or  electrolyte  ab- 
normalities, salicylate  levels  greater  than  100  mg/dl, 
and  severe  CNS  symptoms. 
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A Case  of  Goodpasture’s  Disease  and 
Interstitial  Pulmonary  Infiltrates 


Case  Report 

A 23-year-old  white  man  was  admitted  in  June  1989  for 
evaluation  of  malaise  and  fever.  He  was  well  until  January 
1989  when  he  noted  slight  cough  and  blood-streaked  sputum. 
He  was  treated  with  erythromycin  for  bronchitis  but  did  not 
improve.  He  again  sought  medical  attention  in  March  1989 
for  hematuria,  and  was  diagnosed  as  having  a urinary  tract 
infection,  for  which  he  was  treated  with  trimethoprim-sulfa- 
methoxazole. Hemoptysis,  fatigue,  and  dyspnea  on  exertion 
all  increased  over  the  next  several  weeks,  prompting  him  to 
seek  further  medical  attention.  Evaluation  at  that  time  re- 
vealed bilateral  pulmonary  infiltrates  on  chest  x-ray,  hemat- 
ocrit of  13%,  and  creatinine  of  5.5  mg/dl.  A preliminary  di- 
agnosis of  Goodpasture’s  disease  was  confirmed  by  kidney 
biopsy,  which  revealed  intense  linear  staining  (4-f  ) for  IgG 
and  1 + irregular  C3  staining  of  the  basement  membrane. 
Antiglomerular  basement  membrane  antibody  (anti-GBM) 
titer  was  1:50.  He  was  subsequently  treated  with  plasmapher- 
esis 11  times,  and  with  prednisone  and  cyclophosphamide;  his 
anti-GBM  titer  fell  to  zero.  He  was  continued  on  daily  pred- 
nisone and  cyclophosphamide  and  maintained  on  hemodi- 
alysis via  a subclavian  catheter  (hemocath). 

He  did  well  until  June  26,  when  he  was  admitted  with 
malaise  and  fever  to  102°  F.  He  denied  cough,  sputum,  dys- 
pnea, dysuria,  diarrhea,  or  pharyngitis.  Physical  examination 
revealeiJ  blood  pressure  of  130/70  mm  Hg,  pulse  90/min,  res- 
piratory rate  16/min,  and  temperature  99°  F.  HEENT  exam- 
ination was  unremarkable.  Neck  was  supple  without  adeno- 
pathy. Lungs  were  clear  to  auscultation.  Cardiac  examination 
revealed  a 1/6  systolic  murm.ur,  unchanged  from  previous  ex- 
aminations. The  rest  of  the  physical  examination  was  normal 
except  for  erythema  and  tenderness  of  the  site  of  the  subcla- 
vian hemocath.  Laboratory  examination  showed  a BUN  of 
46  mg/dl,  creatinine  of  4.4  mg/dl,  and  phosphorus  of  7.2  mg/ 
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dl.  The  WBC  count  was  500/cu  mm  (differential  not  ob- 
tained), and  hematocrit  was  25%.  Chest  radiograph  revealed 
no  infiltrate  or  effusion.  The  hemocath  was  removed  and  the 
patient  was  empirically  treated  with  vancomycin,  ceftazidime, 
and  gentamicin;  prednisone  taper  was  begun,  and  cyclophos- 
phamide was  stopped. 

Initial  blood  and  urine  cultures  were  negative.  He  re- 
mained febrile,  but  two  days  into  his  hospitalization,  he  de- 
veloped diarrhea.  Stool  for  culture,  ova  and  parasites,  and 
Clostridium  difficile  toxin  were  negative.  Treatment  with  oral 
metronidazole  and  parenteral  amphotericin  B was  started.  He 
remained  neutropenic  until  the  tenth  hospital  day,  when  his 
WBC  count  was  2,120/cu  mm,  with  77%  neutrophils,  but  fe- 
ver continued.  Metronidazole  and  ceftazidime  were  discon- 
tinued, and  aztreonam  was  given  instead.  His  WBC  count 
continued  to  rise,  but  fever  continued,  and  on  the  I6th  hos- 
pital day  the  patient  became  dyspneic,  tachypneic,  and  hy- 
poxic (Pa02  71  mm  Hg  on  two  liters  of  oxygen  by  nasal  can- 
ula).  His  hematocrit  was  17%.  Chest  radiograph  revealed 
bilateral  interstitial  infiltrates  present  diffusely  throughout  both 
lungs.  He  was  transferred  to  the  intensive  care  unit,  where 
bronchoscopy  and  bronchoalveolar  lavage  yielded  Pneumo- 
cystis carinii  (PCP).  All  other  stains  and  cultures  were  nega- 
tive, and  there  was  no  evidence  for  reactivation  of  Goodpas- 
ture’s disease  as  a cause  of  his  acute  illness.  HIV  antibody 
was  negative.  The  patient  was  treated  with  intravenous  tri- 
methoprim (8  mg/kg/day)  and  sulfamethoxazole  (40  mg/kg/ 
day)  for  23  days  with  improvement  of  symptoms  and  defer- 
vescence. He  was  discharged  from  the  hospital  and  is  doing 
well. 

Discussion 

This  case  illustrates  several  important  points.  With 
the  emergence  of  the  acquireid  immunotJeficiency  syn- 
drome and  the  high  prevalence  of  PCP  infections  in 
this  patient  population,  it  is  important  to  remember 
that  other  immunosuppressed  states  also  can  predis- 

JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


pose  to  Pneumocystis  infection.'  Impoverished  living 
conditions  and  malnutrition  led  to  Pneumocystis  pneu- 
monia in  central  Europe  just  after  World  War  II.  Now, 
with  common  use  of  cytotoxic  drugs  in  organ  trans- 
plants and  antineoplastic  therapy,  iatrogenic  immuno- 
suppression is  recognized  as  predisposing  to  this  po- 
tentially lethal  disease.^  Thus,  Pneumocystis  infection 
must  be  considered  whenever  pneumonia  accompanies 
immunosuppression. 

Another  important  aspect  of  this  patient’s  care  is 
that  the  diagnosis  was  made  by  bronchoalveolar  la- 
vage. This  procedure  has  been  reported  to  have  a high 
degree  of  sensitivity  in  making  the  diagnosis  of  Pneu- 
mocystis infection  (up  to  95%)  and  is  safer  than  trans- 
bronchial  biopsy  or  open  lung  biopsy. ^ Immunoflu- 
orescence stains  with  monoclonal  antibodies  have  been 
reported  to  have  a sensitivity  as  high  as  92%  using  spu- 
tum, and  may  be  the  noninvasive  test  of  the  future. 
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Health  and  Environment  Report 


Tuberculosis  in  Tennessee: 

Current  Trends  and  Program  Update 

JAYANT  B.  MEHTA,  M.D.  and  KERRY  W.  GATELEY,  M.D.,  M.P.H. 


The  current  chemotherapeutic  regimen  for  tuber- 
culosis (TB)  is  a triumph  of  modern  medical  science. 
Not  only  can  the  disease  be  cured  with  a 97%  success 
rate,  but  it  also  can  be  prevented  by  isoniazid  (INH) 
prophylaxis.'  - Nevertheless,  in  spite  of  the  availability 
of  curative  medicines.  TB  continues  to  remain  a na- 
tional problem.  Although  during  the  early  years  of  this 
decade  the  incidence  of  TB  was  declining  in  Tennessee 
at  an  average  annual  rate  of  approximately  3.5%,  in 
1987  there  were  609  new  cases  reported  in  Tennessee, 
which  represents  a 2%  increase  over  the  1986  total  of 
597  cases.  In  1988,  620  cases  were  reported,  a 1.8% 
increase  over  1987. 

Compared  with  that  of  the  rest  of  the  nation,  Ten- 
nessee's TB  rate  is  high.  In  1987  the  Tennessee  case 
rate  of  12.4  per  100,000  ranked  tenth  in  the  United 
States;  the  1988  rate  was  slightly  higher  at  12.5,  but 
national  rankings  were  not  available  at  this  writing. 

The  eradication  of  TB,  particularly  in  our  growing 
geriatric  population,  remains  an  elusive  goal  in  Ten- 
nessee and  most  of  the  nation.  Tremendous  efforts  and 
progress  are  being  made  in  the  realm  of  early  diagno- 
sis of  TB.  leading  to  reductions  in  death  rates  and  pre- 
venting transmission.  Eleven  of  Tennessee’s  95  coun 
ties  did  not  report  a single  case  of  TB  in  1988,  and  one 
county  has  not  reported  a case  in  the  past  five  years. 

The  distribution  of  reported  cases  by  race  and  sex 
has  continued  virtually  unchanged  for  the  past  several 
years.  About  70%  of  the  620  cases  reported  in  1988 
occurred  in  whites,  but  on  the  other  hand,  the  case 
rate  of  21.4  per  100,000  observed  among  blacks  is  more 
than  twice  as  high  as  that  for  whites  (10.6  per  100,000); 
71.8%  of  new  cases  were  in  male  subjects.  The  inci- 
dence of  TB  in  the  elderly  is  high,  the  case  rate  for 
persons  over  65  being  54.8  per  100,000. 

Although  TB  is  thought  of  as  a pulmonary  disease, 
Mycobacterium  tuberculosis  can  infect  other  sites  as  well.-* 
Extrapulmonary  TB  comprised  13%  of  the  cases  report- 
ed in  1987  and  16.8%  in  1988.  The  rate  of  extrapulmon- 
ary TB  has  remained  fairly  constant  over  the  past  sev- 
eral years,  and  the  recent  historical  decline  in  TB  largely 
has  been  due  to  the  decreases  in  pulmionary  disease.  As 
a result,  extrapulmonary  TB  has  come  to  represent  a 
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proportionally  expanded  fraction  of  total  TB  cases. 

At  this  point,  it  is  natural  to  wonder  why  the  steady 
decline  in  TB  case  rates  has  reversed.  Several  factors 
have  been  proposed,  and  these  will  be  explored  brief- 
ly. Although  there  is  no  standard  definition,  and  their 
true  numbers  are  not  known,  it  is  estimated  that  at 
least  4,000  homeless  persons  were  living  in  Tennessee 
during  1987.  Twenty-four  cases  of  TB  were  reported 
among  this  group  in  1987,  for  an  estimated  case  rate 
of  600  per  100,000.  Fourteen  such  cases  were  reported 
in  1988  (350  per  100,000,  using  the  1987  population 
estimate).  Although  the  homeless  comprise  a heter- 
ogenous population,  and  these  estimates  are  of  uncer- 
tain accuracy,  this  alarmingly  high  rate  certainly  sug- 
gests that  this  cluster  of  people  could  be  contributing 
to  the  new  increase  of  TB. 

The  introduction  of  TB  into  nursing  homes,  pris- 
ons, or  other  institutionalized  populations  poses  a spe- 
cial risk  to  persons  living  or  working  in  these  facili- 
ties.'' Despite  recommendations  for  routine  TB 
screening,  16  nursing  home  residents  and  14  persons 
in  jail  or  in  prison  developed  TB  in  1988.  Case  rates 
for  these  groups  are  as  much  as  ten  times  those  of  the 
general  population.  Furthermore,  many  such  persons 
may  be  released  to  their  communities,  where  they  can 
spread  their  infection  to  others. 

The  well-publicized  AIDS  epidemic  has  raised  con- 
cern that  lung  disease  due  to  M.  tuberculosis  and  other 
mycobacteria  would  increase."’  Nationally,  this  fear  is 
well  founded.  Preliminary  data  in  Tennessee  suggest 
there  were  at  least  four  cases  of  concomitant  AIDS 
and  TB  in  1987,  and  three  in  1988.  Solid  data  as  to 
the  concurrence  of  HIV  positivity  and  TB  are  lacking. 
TB  is  one  of  the  few  potentially  treatable  diseases  that 
afflict  these  immunocompromised  patients. 

In  the  present  day,  most  cases  of  TB  represent  a 
failure  in  prevention.  TB  is  spread  by  persons  with  TB 
who  were,  in  turn,  infected  by  someone  else  with  the 
disease.  Treatment  is  available,  and  infected  persons 
can  be  effectively  prevented  from  developing  active,  in- 
fectious disease  by  the  use  of  appropriate  drug  regimens. 
Thus,  if  all  cases  of  infectious  TB  were  treated  ade- 
quately and  promptly,  and  all  eligible  infected  persons 
were  treated  prophylactically,  TB  could  be  eliminated. 

The  TB  prevention  recommendations  of  the  Divi- 
sion of  Tuberculosis  Control  are  consistent  with  the 
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TABLE  1 


RECOMMENDATIONS  FOR  ISONIAZID  PROPHYLAXIS*’  ^ 


1.  Household  contacts,  both  tuberculin  negative  (especially  children) 
and  tuberculin  positive  (risk  during  first  year  after  discovery  of  the 
index  case  about  1 in  30). 

2.  Recent  converters  of  any  age  (annual  risk  about  1 in  20). 

3.  Persons  with  previously  known  tuberculosis,  now  inactive,  who  have 
not  had  adequate  chemotherapy  (annual  risk  about  1 in  75). 

4.  Positive  tuberculin  reactors  with  abnormal  pulmonary  findings  in 
the  chest  x-ray  (annual  risk  about  1 in  125). 

5.  Positive  tuberculin  reactors  under  the  age  of  35  years.  Although 
very  young  children  and  teenagers  are  at  the  highest  risk,  all  re- 
actors in  this  age  group  will  be  at  a lifetime  risk. 

6.  Positive  tuberculin  reactors  in  the  special  clinical  situations  noted 
below.  (The  risk  varies  and  applies  only  while  the  special  situation 
exists.) 

Special  Clinical  Situation,  in  which  a person  with  a positive  tuber- 
culin test  is  in  increased  danger  of  activation  or  reactivation  of 
tuberculosis  due  to: 

Adrenal  corticold  or  immunosuppressive  therapy 
After  gastrectomy 

Reticuloendothelial  disease  such  as  leukemia  or 
Hodgkin’s  disease 
Severe  diabetes 
Silicosis 

Children  with  a positive  tuberculin  reaction  who  develop 
measles  or  whooping  cough 
Weight  loss  for  any  cause 
Positive  HIV  test  and/or  AIDS 
Chronic  renal  insufficiency 
Heroin  addicts 


'Important  to  note  that  isoniazid  can  be  prescribed  for  a period  of  6 months 
instead  of  9 or  12  months  as  recommended  in  the  past.  This  short  duration 
will  be  effective  only  if  the  compliance  is  adequate. 


guidelines  promulgated  by  the  American  Lung  Asso- 
ciation and  the  American  Thoracic  Society.  These  are 
summarized  in  Table  1. 

The  Division  of  Tuberculosis  Control  provides  well- 
organized  services  for  all  stages  of  TB  control.  It  is  our 
pleasure  and  our  purpose  to  assist  clinicians  in  com- 
batting TB,  and  information  on  these  services  may  be 
obtained  from  the  Division. 

Although  it  sometimes  seems  that  the  eradication 
of  TB  in  Tennessee  is  an  idle  dream,  continuing  co- 
operative efforts  by  private  physicians  and  health  de- 
partment personnel  will  reduce  TB  in  this  state.  Early 
diagnosis,  prompt  and  effective  therapy,  and  enthu- 
siastic preventive  efforts  are  still  the  cornerstones  of 
the  TB  elimination  effort.  r ^ 
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Loss  Prevention  Case  of  the  Month 


Continuing  Supervision  of  Staff — A Necessity 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

Our  patient,  a 58-year-o!d  woman,  had  a modified  radical 
mastectomy  on  the  right  eight  years  earlier  because  of  breast 
cancer.  She  had  been  treated  according  to  standard  protocol, 
and  following  the  surgery  had  had  chemotherapy  and  radia- 
tion. She  had  done  so  well  postoperatively  that  after  the  five 
years  following  the  initial  treatment  had  lapsed,  her  attending 
physician  elected  to  see  her  annually. 

At  the  eight-year  annual  checkup,  the  patient  complained 
of  a rather  severe  pain  in  the  upper  back  and  chest,  which 
had  begun  only  two  or  three  weeks  before.  A physical  ex- 
amination did  not  reveal  any  significant  abnormality.  The 
mastectomy  scar  was  examined  thoroughly  and  a chest  x-ray 
showed  no  evidence  of  lung  pathology.  Some  symptomatic 
treatment  was  prescribed,  and  the  patient  was  asked  to  re- 
turn within  a month  if  the  pain  continued. 

The  patient’s  pain  became  worse,  and  she  did  not  wait  a 
month  to  return,  but  returned  to  her  primary  care  physician 
within  two  weeks.  At  this  point  the  patient  was  sent  to  the 
operating  surgeon  for  further  evaluation. 

Again,  the  physical  examination  showed  no  significant 
findings.  It  included  a very  thorough  examination  of  the  chest 
wall  and  axilla.  Again,  a routine  chest  x-ray  was  unremarka- 
ble. Because  the  patient’s  pain  had  gotten  decidedly  worse  in 
the  two  weeks  that  intervened  between  her  visit  to  her  pri- 
mary care  physician  and  the  appointment  with  her  surgeon, 
a CT  scan  and  a bone  scan  were  ordered.  Both  showed  evi- 
dence of  metastatic  disease  in  the  upper  thoracic  spine  and 
in  the  right  clavicle. 

Since  the  patient  was  having  no  neurologic  symptoms  ex- 
cept for  the  local  pain,  it  was  elected  to  treat  her  with  chem- 
otherapy to  begin  with,  to  be  followed  by  radiation.  She  re- 
sponded clinically  to  a course  of  chemotherapy  with  a marked 
reduction  in  pain,  and  the  radiation  therapy  was  to  follow  at 
an  appropriate  time  after  the  completion  of  chemotherapy. 

The  lesions  were  evaluated  and  the  radiation  protocol  was 
established,  and  the  patient  was  to  return  at  stated  intervals 
until  she  had  completed  the  radiation  protocol.  The  patient 
followed  the  protocol  precisely,  and  after  completing  all  of 
the  radiation,  despite  significant  radiation  sickness  she  did 
well  for  a very  short  time. 

The  patient  began  to  complain  of  some  numbness  and 
weakness  in  her  lower  extremities.  This  rapidly  progressed  to 
involve  the  upper  extremities,  and  she  soon  became  quadri- 
plegic, with  only  minimal  function  in  the  upper  extremities, 
and  a diagnosis  of  transverse  myelitis  due  to  radiation  was 
made. 

In  reviewing  the  entire  protocol  for  treatment,  it  was  found 
that  inadequate  shielding  had  been  used  in  the  actual  delivery 
of  radiation  to  the  prescribed  sites  on  this  patient’s  body.  The 
same  shielding  had  been  used  with  every  treatment,  and  was 
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considered  by  all  involved  in  the  case,  including  the  attending 
physician,  to  be  the  cause  of  the  patient’s  disease.  A six-fig- 
ure settlement  was  negotiated. 

Loss  Prevention  Comments 

Catastrophes  of  this  type  do  not  occur  often,  but 
they  do  occur,  and  when  they  do  they  most  often  are 
due  to  a tragic  mistake.  There  have  been  cases  where 
the  programming  of  the  therapy  unit  had  been  at  fault, 
and  even  though  the  appropriate  dosage  and  length  of 
time  had  been  entered  into  the  machine,  due  to  the 
programming  error  the  patient  received  much  more 
radiation  than  had  been  intended.  This  did  not  appear 
to  be  the  problem  in  this  case. 

There  have  been  cases  where  the  supervision  of  the 
technical  people  involved  with  actually  delivering  the 
treatment  has  been  at  fault.  Instructions  that  were  less 
than  precise,  and  failure  to  monitor  with  each  treat- 
ment what  the  technician  was  actually  doing  may  have 
played  a part  here. 

Calibration  of  the  machine  has  been  a problem  in 
some  previous  cases,  but  in  this  case  that  was  not  sus- 
pected. 

Here  we  have  a situation  where  everybody  involved 
admitted  that  inappropriate  shielding  had  been  used. 
It  was  not  done  because  nobody  knew  what  was  ap- 
propriate; it  was  simply  because  those  responsible  for 
setting  up  the  machine  for  the  treatments  did  not  at- 
tend to  their  responsibilities  adequately. 

You  may  say  that  this  kind  of  tragic  error  will  occur 
despite  all  our  efforts  to  prevent  it.  Perhaps  that  is 
true.  However,  if  this  happens  to  one  of  your  patients, 
perhaps  the  pain  of  high  malpractice  insurance  premi- 
ums will  be  the  least  pain  you  will  have  to  endure.  The 
much  greater  pain  will  be  the  memory  of  the  damaged 
patient. 

Had  this  particular  event  gone  to  a jury,  it  was 
feared  that  the  degree  of  negligence  would  be  such 
that  punitive  damage  would  have  been  called  for. 

To  repeat,  when  one  is  involved  in  delivering  this 
type  of  therapy,  there  simply  must  be  precise  calibra- 
tion of  the  machine  to  be  used,  appropriate  program- 
ming of  the  prescribed  dosage  and  time  into  the  unit, 
and  close  supervision  of  technical  people.  It  appeared 
to  be  the  last  that  produced  this  very  tragic  injury. 
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Minutes  of  the  Tennessee  State 
Board  of  Medical  Examiners  Meetings 

August  23, 1989 


Members  Present:  Duane  C.  Budd,  M.D.,  President 
William  W.  Cloud,  M.D.,  Secretary 
Oscar  M.  McCallum,  M.D. 
Members  Absent:  Edgar  L.  Scott,  M.D. 

Chris  Blevins,  M.D. 


This  was  a special  meeting  called  to  consider  a 
Summary  Suspension  of  Owen  C.  Bell,  M.D. 


Violations:  (1)  Malpractice  (performing  complex  and 
extensive  surgical  procedures  with  questionable  indi- 
cations, in  an  outpatient  setting,  and  failure  to  provide 
adequate  follow-up).  (2)  Operating  an  unlicensed  am- 
bulatory surgery  center. 

Action:  (1)  The  license  of  Owen  C.  Bell,  M.D.,  is 
Summarily  Suspended.  (2)  The  Suspension  shall  re- 
main in  effect  until  a hearing  is  held  before  the  Board 
of  Medical  Examiners. 


October  11,  1989 


Members  Present:  Duane  C.  Budd,  M.D.,  President 
William  W.  Cloud,  M.D.,  Secretary 
Edgar  L.  Scott,  Jr.,  M.D. 

Members  Absent:  Oscar  M.  McCallum,  M.D. 

Chris  Blevins,  M.D. 

This  was  a special  called  meeting  to  consider  some 
items  regarding  the  Summarv  Suspension  of  Owen  C. 

Bell,  M.D. 

The  meeting  was  called  to  order  at  2:00  pm,  by 
Duane  C.  Budd,  M.D.,  president. 

Petition  for  Stay  of  an  Order  of  the  administrative 
law  judge  issued  on  October  6,  1989.  The  Order  in- 
cluded: (1)  The  State’s  complaint  against  Respondent 
Bell  is  DISMISSED  WITH  PREJUDICE.  (2)  The 
State  is  ORDERED  to  immediately  return  all  the  cre- 
dentials that  have  been  Summarily  Suspended  from  the 
respondent.  (3)  The  proposed  hearing  scheduled  for 
October  11,  1989,  being  rendered  moot  by  this  Order, 
is  hereby  cancelled. 

After  hearing  evidence  by  Mary  Johnston,  Attor- 


ney, Office  of  General  Counsel,  and  by  Larry  Levine, 
Attorney  for  Dr.  Bell,  the  Board  unanimously  voted 
to  grant  the  Petition  for  Stay  of  the  Order.  Therefore, 
the  Summary  Suspension  is  still  in  effect. 

Petition  for  Stay  of  the  Summary  Suspension  filed 
by  Mr.  Levine,  Attorney  for  Dr.  Bell:  After  hearing 
evidence  by  Mary  Johnston  and  Larry  Levine,  which 
included  testimony  by  Dr.  Owen  Bell,  the  Board 
unanimously  voted  to  deny  the  Petition  for  Stay  of  the 
Summary  Suspension. 

Appeal  of  an  Initial  Order  of  the  administrative  law 
judge  regarding  an  Order  issued  on  August  21,  1989, 
concerning  this  case:  The  Board  decided  not  to  act  on 
this  matter. 

Both  the  attorney  for  the  State  and  the  administra- 
tive law  judge  have  filed  petitions  in  Chancery  Court 
to  settle  these  legal  matters. 

The  hearing  for  Dr.  Bell  before  the  Board  is  ten- 
tatively scheduled  for  November  14-16,  1989. 

There  being  no  further  business,  the  meeting  ad- 
journed at  4:00  pm. 
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Minutes  of  the  Tennessee  State 
Board  of  Medical  Examiners  Meetings 

October  3 and  4,  1989 


Members  Present:  Duane  C.  Budd,  M.D.,  President 
William  W.  Cloud,  M.D.,  Secretary 
Edgar  L.  Scott,  Ji.,  M.D. 

Oscar  M.  McCallum,  M.D. 

Chris  Blevins,  M.D. 

The  meeting  was  called  to  order  at  8:30  am,  by 
Duane  C.  Budd,  M.D.,  president. 

The  minutes  from  the  July  11,  1989  and  August  23, 
1989  Board  meetings;  the  Conference  Call  meeting  of 
August  31,  1989;  and  the  Rulemaking  Hearing  of  Sep- 
tember 1,  1989  were  approved  as  submitted. 

Applications 

Reciprocity  applications  were  approved  for  Drs. 
Holvor  W.  Ashley,  Charles  E.  Farmer,  Eugene  V. 
Grace,  Swatantra  B.  Kodali,  Robert  Lorenzo,  Stead- 
man A.  Mason,  David  G.  Newman,  Stephen  H.  Royal, 
Charles  R.  Sharpe,  and  Ernest  E.  Sullivent.  Approval 
was  deferred  until  receipt  of  additional  information  for 
Drs.  Carmen  L.  J.  Haynes  and  Robert  G.  Peden.  No 
action  was  taken  on  the  following  applications  due  to 
the  fact  that  the  applicants  were  not  present;  Drs. 
James  A.  Moseley,  Carl  Reed,  and  Richard  Sundling. 
The  reciprocity  application  for  Dr.  James  H.  Thomas, 
Jr.  was  denied  due  to  the  fact  that  he  did  not  receive 
the  passing  score  on  FLEX  which  is  required  in  Ten- 
nessee for  licensure. 

The  reinstatement  application  was  approved  for  Dr. 
Walter  D.  Harris.  Approval  for  licensure  was  granted 
for  the  following  who  had  passed  the  June,  1989  FLEX 
examination;  Drs.  Kendall  H.  Boyd,  Mohammed  B. 
Khan,  and  Olayinka  O.  Onadeko.  Licensure  was  de- 
nied to  Dr.  Marvin  E.  McElroy  who  has  passed  FLEX, 
because  he  had  not  completed  a continuous  three-year 
residency.  He  graduated  from  one  of  the  Caribbean 
schools  that  Tennessee  requires  three  years  of  U.S. 
postgraduate  training.  Approval  was  deferred  for  Dr. 
Osama  A.  Ramsey  since  he  was  not  present. 

Hearings 

Licensee:  Herbert  Ray  Evers,  M.D. 

Violations:  (1)  Gross  malpractice.  (2)  License  pre- 
viously revoked  by  state  of  Alabama. 

Action:  Default  hearing.  License  revoked. 

Licensee:  James  F.  Albritten,  M.D. 

Violations:  (1)  Substance  abuse  and  addiction  (Tal- 
win  and  Nubain).  (2)  Violation  of  the  intent  and  pur- 
pose of  the  Board’s  previous  Order  regarding  sub- 
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stance  abuse,  thereby  impairing  his  ability  to  safely 
practice  medicine. 

Action:  (1)  License  placed  on  probation  for  mini- 
mum of  three  years  and  maximum  of  five  years.  (2) 
Enter  into  a new  contract  with  the  TMA  Impaired 
Physician  Program  (five  years).  (3)  Continue  after- 
care, including  unannounced  urinalyses. 

Licensee:  Howard  L.  Burley,  Jr.,  M.D. 

Violation:  Respondent  had  his  license  to  practice 
medicine  suspended  in  the  state  of  Michigan  due  to 
chemical  dependency.  He  has  entered  into  a treatment 
program  and  obtained  their  advocacy.  He  is  now  pre- 
pared to  accept  conditional  relicensure  for  a proba- 
tionary period  from  this  Board.  He  was  previously  li- 
censed in  Tennessee  on  June  23,  1988. 

Action:  (1)  License  reinstated  with  probation  for  a 
minimum  of  three  years  and  maximum  of  five  years. 
(2)  Contract  with  TMA  Impaired  Physician  Program 
(five  years).  (3)  Aftercare  program  with  unannounced 
urinalyses.  (4)  Respondent’s  DEA  certificate  for  pre- 
scribing Schedule  II  drugs  has  been  previously  surren- 
dered, and  he  shall  not  reapply  for  Schedule  II  privi- 
leges without  permission  of  the  Board.  May  use 
Schedule  III,  IV,  and  V privileges  only  on  in-patients 
in  his  in-house  employment. 

Licensee:  Richard  G.  Hofmeister,  M.D. 

Violation:  Dispensing,  prescribing,  or  otherwise 
distributing  controlled  substances,  not  in  the  course  of 
professional  practice,  or  for  a legitimate  medical  pur- 
pose. 

Action:  Board  accepted  an  Agreed  Order  as  fol- 
lows: The  respondent  has  retired  from  the  practice  of 
medicine,  is  not  licensed  to  practice  medicine  in  Ten- 
nessee, and  shall  not  reapply  for  licensure. 

Licensee:  Donald  R.  Spencer,  M.D. 

Violation:  Convicted  in  U.S.  District  Court  for  the 
western  district  of  Tennessee  on  October  2,  1987  for 
the  offense  of  filing  false  tax  returns.  He  was  sen- 
tenced to  one  year’s  incarceration  on  six  counts,  to  run 
concurrently.  He  was  given  a suspended  sentence  on 
one  count  and  placed  on  probation  for  five  years.  He 
served  a period  of  incarceration  at  the  federal  mini- 
mum security  prison  in  Big  Spring,  Texas,  from  De- 
cember 1987  through  September  1988. 

Action:  Board  accepted  an  Agreed  Order  as  fol- 
lows: (1)  Probation  by  the  Board  for  three  years.  (2) 
Carry  out  terms  of  his  federal  probation.  (3)  Appear 
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before  the  Board  at  the  end  of  his  probationary  period 
to  show  cause  why  his  license  should  be  reinstated  in 
full. 

Licensee:  Charles  A.  Heffington,  M.D. 

Violations:  (1)  Inappropriately  prescribing  narcot- 
ics and  controlled  substances.  (2)  Wrongfully  possess- 
ing codeine  and  oxycodone  during  1982  and  1983,  and 
being  convicted  therefore  before  a General  Court 
Martial  of  the  U.S.  Navy.  (3)  Unlawful  touching  of 
females  serving  in  the  U.S.  Navy  in  1982.  (4)  Render- 
ing medical  treatment  in  such  a manner  as  to  consti- 
tute gross  negligence,  ignorance,  or  incompetence.  (5) 
After  discharge,  respondent  returned  to  Tennessee  and 
was  granted  hospital  privileges  by  Lewis  County  Hos- 
pital. Notice  of  Charges  was  filed  by  the  Board  and 
his  license  was  Summarily  Suspended  on  May  20,  1985. 
The  respondent’s  counsel  accepted  the  State’s  offer  to 
settle  the  Summary  Suspension  by  agreement  that  the 
respondent  would  not  utilize  the  hospital  privileges 
granted  him,  pending  a due  process  hearing.  The 
hearing  was  never  held,  and  the  respondent  has  re- 
frained from  utilizing  any  hospital  privileges.  The  re- 
spondent sought  help  through  the  TMA  Impaired 
Physician  Program  in  1985  and  obtained  the  advocacy 
of  Dr.  David  Dodd.  The  Bureau  of  Investigations  of 
the  Department  of  Health  and  Environment  under- 
took an  investigation  of  the  respondent  in  1988. 

Action:  After  hearing  testimony  from  the  Bureau 
of  Investigations  and  Dr.  David  Dodd,  the  Board  ac- 
cepted an  Agreed  Order  as  follows:  (1)  Respondent’s 
license  is  limited  to  general  practice.  (2)  Respondent 
may  participate  in  surgery,  except  for  any  open  or- 
thopedic surgery,  only  under  direct  supervision  of  a 
licensed  physician.  (3)  Respondent  may  participate  in 
surgery  under  the  supervision  of  Virender  Anand, 
M.D.,  with  the  specific  purpose  of  showing  compe- 
tence to  the  Board  in  a future  meeting,  not  less  than 
six  months  from  this  Order  of  the  Board.  (4)  Re- 
spondent may  seek  hospital  privileges  necessary  to  ad- 
mit patients  consistent  with  items  2 and  3,  above.  (5) 
Respondent  will  produce  a current  report  from  Dr. 
David  Dodd  of  the  TMA  Impaired  Physician  Program 
when  he  reappears  before  the  Board. 

Licensee:  Glenn  J.  Williams,  M.D. 

Violations:  (1)  Violation  of  an  Order  of  the  Board. 
(2)  Habitual  intoxication  and  misuse  of  drugs.  (3)  Dis- 
pensing, prescribing,  or  otherwise  distributing  con- 
trolled substances,  not  in  the  course  of  professional 
practice. 

Action:  (1)  Probation  for  two  years — must  appear 
before  Board  at  end  of  two  years.  (2)  DEA  Schedule 
II  privileges  suspended  for  two  years — must  reappear 
before  Board  at  end  of  two  years  for  evaluation  prior 
to  having  Schedule  II  privileges  reinstated.  (3)  Main- 
tain aftercare  contract  with  TMA  Impaired  Physician 
Program. 

Licensee:  Tuckey  Hayes,  Jr.,  M.D. 

Violations:  (1)  Unprofessional  conduct.  (2)  Gross 
malpractice.  (3)  Engaging  in  the  practice  of  medicine 
when  mentally  or  physically  unable  to  safely  do  so. 

Action:  The  Board  accepted  an  Agreed  Order  as 
follows:  (1)  The  respondent  pleads  no  contest  to  the 


allegations  in  the  Notice  of  Charges.  (2)  The  respon- 
dent agrees  to  retire  from  the  practice  of  medicine, 
and  he  shall  not  reapply  for  his  license. 

Licensee:  Reuben  P.  Morris,  M.D. 

Violations:  (1)  Unprofessional,  dishonorable,  or 
unethical  conduct.  (2)  Dispensing,  prescribing,  or  oth- 
erwise distributing  any  controlled  substance  or  any 
other  drug,  not  in  the  course  of  professional  practice. 

Action:  An  Agreed  Order  was  presented.  The 
Board  did  not  accept  the  Order.  This  matter  will  be 
considered  at  a later  date. 

Licensee:  George  R.  McEIroy,  M.D. 

Action:  An  Agreed  Order  was  presented.  The 
Board  did  not  accept  the  Order.  The  attorneys  are  to 
try  to  work  out  an  agreement  that  the  Board  can  ac- 
cept. 

Licensee:  Neil  J.  Kellman,  M.D. 

Violations:  (1)  Respondent  has  prescribed  Sched- 
uled drugs  to  patients  he  knew  were  addicts  in  an  at- 
tempt to  treat  their  addiction  on  an  outpatient  basis. 
(2)  Inappropriate  prescribing  of  Scheduled  drugs  to  an 
inordinate  number  of  his  patients  over  a period  of 
years. 

Action:  The  Board  accepted  the  following  Agreed 
Order:  (1)  DEA  certificate  is  revoked.  (2)  Respondent 
will  no  longer  practice  obstetrics  unless  and  until  he 
appears  before  the  Board  and  obtains  permission  to 
resume  his  obstetrical  practice.  (3)  Probation  for  three 
years.  (4)  Respondent  must  take  postgraduate  training 
and  sit  for  the  SPEX  examination  in  June  1990.  With- 
in one  year  he  must  present  evidence  of  a satisfactory 
grade  on  the  SPEX  examination.  (5)  Must  reappear 
before  the  Board  before  probation  is  lifted. 

Summary  Suspensions 

Licensee:  Andrew  H.  Cheng,  M.D. 

Violations:  (1)  The  respondent  has  engaged  in  such 
abusive  and  excessive  dispensing  and  prescribing  of 
drugs  that  he  has  flagrantly  disregarded  the  health, 
safety,  and  welfare  of  his  patients.  (2)  The  respondent 
is  grossly  negligent  and  incompetent  in  his  practice  of 
medicine.  (3)  Upon  review  of  a drug  audit,  patient 
records,  and  hospital  records.  Dr.  Howard  R.  Fore- 
man, the  Board’s  medical  consultant,  recommended 
Summary  Suspension. 

Action:  (1)  The  license  of  Andrew  H.  Cheng,  M.D., 
to  practice  medicine  is  Summarily  Suspended.  (2)  The 
Suspension  shall  remain  in  effect  until  a hearing  is  held 
before  the  Board. 

Licensee:  Shed  H.  Caffey,  M.D. 

Violations:  (1)  The  respondent  has  exhibited  un- 
professional conduct  on  a number  of  occasions.  (2)  The 
respondent  has  demonstrated  ignorance  and  gross 
malpractice  in  the  course  of  his  medical  practice. 

Action:  (1)  The  license  of  Shed  H.  Caffey,  M.D., 
to  practice  medicine  is  Summarily  Suspended.  (2)  The 
Suspension  shall  remain  in  effect  until  a hearing  is  held 
before  the  Board.  (3)  The  Board  recommends  that  the 
respondent  secure  a physical  and  psychiatric  examina- 
tion prior  to  the  hearing. 
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Petitions  for  Reinstatement 

Licensee:  Jack  Woodside,  M.D. 

Violation:  Inappropriate  prescribing. 

Action:  Since  Dr.  Woodside  plans  to  enter  a family 
practice  residency  program,  the  following  decision  was 
made  by  the  Board:  (1)  His  license  will  not  be  rein- 
stated. (2)  He  will  be  licensed  by  exemption  in  the 
usual  manner  when  the  head  of  the  residency  program 
requests  same.  (3)  He  will  maintain  his  contract  with 
the  TMA  Impaired  Physician  Program  and  shall  not 
write  prescriptions  for  Schedule  II  drugs. 

Licensee:  Norman  Saliba,  M.D. 

Violation:  The  respondent’s  license  was  suspended 
on  May  7,  1987. 

Action:  The  respondent’s  license  is  returned  to  the 
respondent  under  the  following  conditions:  (1)  The  re- 
spondent shall  not  prescribe  or  dispense  Schedule  II 
drugs  for  a period  of  two  years.  (2)  Maintain  his  con- 
tract with  the  Impaired  Physician  Program  and  adhere 
to  the  terms  of  his  aftercare  contract. 

Licensee:  James  Alfred  Bryan,  M.D. 

Violations:  (1)  The  respondent  has  exhibited  char- 
acteristics indicative  of  mental  instability  and/or  chem- 
ical dependency  as  evidenced  by  inappropriate  pre- 
scribing of  Schedule  II  drugs,  irrational  reasons  for 
prescribing  Schedule  II  drugs,  and  by  pleading  guilty 
to  a charge  of  shoplifting.  (2)  The  respondent’s  license 
was  Summarily  Suspended  on  January  24,  1989. 

Action:  The  Board  accepted  the  following  Agreed 
Order.  (1)  May  prescribe  and  dispense  noncontrolled 
substances.  (2)  Shall  not  prescribe  Schedule  II  or  III 
controlled  substances  for  five  years.  (3)  Shall  enter  into 
a five-year  contract  with  the  TMA  Impaired  Physician 
Program.  (4)  Probation  for  five  years — must  reappear 
before  the  Board  for  an  evaluation  at  the  end  of  five 
years.  (5)  The  Summary  Suspension  is  hereby  set  aside 
subject  to  the  above  restrictions. 

Licensee:  Frank  Page,  M.D. 

Violation:  Respondent  is  on  work-release  from  fed- 
eral prison  after  serving  time  for  violation  of  federal 
drug  laws.  He  is  under  contract  with  the  Illinois  Im- 
paired Physician  Program. 

Action:  Respondent’s  license  is  reinstated  with  the 
following  restrictions:  (1)  Dr.  David  Dodd  will  moni- 
tor his  progress  in  his  rehabilitation  program  and  com- 
municate with  the  Illinois  Impaired  Physician  Program 
regarding  same.  (2)  Dr.  Page  will  not  reapply  for  his 
DEA  certificate  until  the  Board  grants  him  permission 
to  do  so.  (3)  Probation  for  five  years  and  must  come 
before  the  Board  before  applying  for  renewal  of  his 
license.  (4)  Must  petition  the  Board  at  the  end  of  five 
years  prior  to  his  probation  being  lifted. 

Licensee:  Gardner  Dixon,  M.D. 

Action:  The  Board  voted  to  allow  Dr.  Dixon  to  ap- 
ply for  his  DEA  certificate  which  removes  the  last  re- 
striction from  his  license. 

Licensee:  Guillermo  T.  Minnharr,  M.D. 

Violation:  None.  The  respondent’s  reciprocity  ap- 
plication was  denied  on  October  3,  1989  due  to  a low 
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score  on  FLEX.  The  respondent  requested  a hearing. 

Action:  Petition  for  licensure  by  reciprocity  through 
waiver  of  rules  is  denied. 

Other  Business 

Confirmation  of  Policy  on  Residents  from  Other 
States  in  Tennessee  Programs  Requiring  Exemption 
Status — The  Board  voted  to  require  advance  requests 
for  exemption  status  of  residents  who  are  in  residency 
programs  in  other  states  but  come  to  Tennessee  to 
participate  in  a Tennessee  program  for  a period  of  time. 
Mrs.  Blair  was  directed  to  send  a notice  to  each  of  the 
medical  schools  concerning  this  requirement. 

Prescription  Writing — Mr.  Floyd  Ferrell,  Director, 
Board  of  Pharmacy,  had  requested  to  appear  before 
the  Board  to  discuss  the  prescription  writing  practices 
in  physicians’  offices,  especially  in  regard  to  physician 
assistants  and  nurses.  Mr.  Ferrell  was  at  this  Board 
meeting  and  this  subject  was  discussed  at  length.  It 
was  suggested  to  Mr.  Ferrell  that  if  he  knew  of  any  of 
these  licensees  who  were  violating  the  law  concerning 
this,  he  should  turn  this  information  over  to  our  In- 
vestigation Division.  It  was  also  suggested  that  maybe 
an  article  could  be  written  by  Mr.  Ferrell  which  could 
be  run  in  the  TMA  Journal  or  Newsletter  and  other 
newsletters  reminding  the  physicians  and  others  the 
acceptable  procedures  for  writing  and  issuing  prescrip- 
tions. 

The  Board  voted  to  hold  a Rulemaking  Hearing 
concerning  promulgating  rules  for  amphetamine  and 
amphetamine-like  substances.  We  will  try  to  hold  this 
in  December  or  January. 

After  holding  a Rulemaking  Hearing  concerning  re- 
newal fees  and  listening  to  recommendations  from  Ed 
Johnston,  Assistant  Director,  Bureau  of  Manpower  and 
Facilities,  the  Board  voted  to  approve  a renewal  fee 
of  $40  plus  the  $5  state  regulatory  fee  per  year  for  all 
professions  under  the  umbrella  of  the  Board  of  Medi- 
cal Examiners  which  includes  medical  doctors,  athletic 
trainers,  respiratory  care  practitioners  and  physician 
assistants.  The  ones  renewing  on  a biennial  basis  would 
pay  $90  and  the  ones  on  an  annual  basis  would  pay 
$45.  The  Board  wishes  to  review  the  figures  in  another 
year  prior  to  voting  to  continue  this. 

There  being  no  further  business,  the  meeting  ad- 
journed. ^ 


REWARD 

A rewarding  experience  awaits  those  phy- 
sicians who  plan  to  attend  the  Tennessee 
Medical  Association’s  155th  Annual  Meet- 
ing— April  4-7,  1990,  at  the  Hyatt  Regency 
Hotel  in  Knoxville.  Mark  your  calendar  NOW 
so  you  won’t  miss  out. 
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Looking  for  a Silver  Lining 

I am  trying  to  prepare  this  President’s  Page  in  December  and  trying  to 
think  positive.  My  mind  runs  through  the  documents  I am  receiving  on  my 
desk  from  Equicor  with  its  Personal  Physician  Identification  number,  its  rules 
and  regulations  on  what  will  and  will  not  be  accepted,  and  documentation 
on  how  the  Gramm-Rudman  will  affect  my  billing.  I am  aware  of  the  con- 
stant impacts  I am  having  on  my  private  practice.  As  I then  try  to  assimilate 
those  pressures,  my  morning  paper  reassures  me  that  the  cost  of  medical 
care  can  be  laid  at  the  feet  of  the  physician.  Then  on  the  newscast  I hear 
about  the  investigation  of  Medicare  and  Medicaid  fraud  cases,  and  can  look 
on  the  corner  of  my  desk  and  see  correspondence  from  SVMIC  of  cases  that 
need  to  be  reviewed  for  possible  malpractice  litigation.  With  such  tangible 
evidence  of  non-patient-care  activities  very  visible  before  my  eyes,  I am  also 
reminded  of  how  the  changing  relationship  of  the  physician-patient  activity 
seems  to  be  more  evident  than  ever  before,  of  how  there  seems  to  be  in- 
creasing impersonality  of  interchanges  between  me  and  my  patients,  and  of 
how  the  innerposition  of  third  party  seems  to  be  more  and  more  evident — 
this  is  not  only  with  third  party  payers,  but  with  hospital  employees  who  are 
helping  us  with  Quality  Assurance  and  Utilization  Review.  This  set  me  to 
struggling  to  find  a silver  lining. 

I am  aware  of  the  quantum  leap  in  advances  not  only  in  surgical  skills 
and  technology,  with  all  the  new  instrumentation  that  I see  in  surgery,  the 
Laser  Lab,  the  Special  Procedure  Lab,  but  also  in  the  biomedical  advances 
that  allow  patient  control,  better  anesthesia,  better  diabetic  control  by  the 
patient,  and  the  merit  of  new  technologies,  machines  and  gadgets  as  I walk 
through  the  intensive  care  areas  of  the  hospital. 

I am  also  aware  of  the  tremendous  advances  in  therapeutic  technique  of 
nutrition,  new  antibiotics,  and  oncologic  therapy.  In  addition,  there  is  the 
repetitive  communication  within  the  hospital  and  the  entire  medical  system 
having  to  do  with  computerization,  telephone  hookups  with  computers,  and 
even  FAX  machines.  I am  aware  also  of  the  explosion  of  medical  subspe- 
cialists such  that  as  the  state  of  the  art  knowledge  comes  available,  there  are 
these  individuals  who  can  interpret  and  use  all  the  new  techniques  and  data. 
The  physical  health  care  system  has  become  enormous. 

I am  caught  up  by  two  conflicting  emotions — despair  because  of  the  in- 
trusion that  I have  mentioned,  and  elation  with  the  new  tools  that  we  have 
to  help  our  patients.  My  obvious  frustration  is  somewhat  allayed  by  that 
realization,  and  my  hope  that  medicine,  which  survived  the  culture  shock 
from  Hippocrates  to  Semmelweiss  and  Lister,  can  survive  the  mammon, 
whether  it  be  third  party  or  personal. 

Is  it  a time  to  return  to  basics? 
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Solidarity 

I’ll  bet  when  you  saw  this  title  you  thought 
this  was  going  to  be  about  Poland  or  some  such. 
It’s  not  about  Poland,  but  it  is  about  some  such. 
Solidarity  in  Poland  has  accomplished  a lot  be- 
cause as  it  turns  out  it  is  appropriately  named. 
Had  it  not  been,  it  wouldn’t  have.  Communism 
isn’t,  and  it  hasn’t.  Both  imply  all  for  one  and 
one  for  all,  but  in  practice  there  are  patent  dif- 
ferences between  the  two  approaches. 

The  showpiece  of  the  Deutsche  Demokra- 


tische  Republik  (DDR),  known  familiarly  as  East 
Germany,  as  in  fact  is  the  case  with  all  of  the 
iron  curtain  countries,  is  their  athletes;  the  most 
recent  star  in  their  crown  is  Katherina  Witt,  the 
world  champion  figure  skater  and  Olympic  gold 
medalist.  Unlike  some  of  her  fellow  athletes,  who 
skipped  out  on  being  given  the  opportunity, 
Fraulein  Witt  has  been  big  on  singing  the  praises 
of  both  the  system  and  the  country.  It  has  be- 
come apparent  during  the  past  few  weeks  that 
there  is  not  wholehearted  approbation  of  the 
fraulein’s  publicly  expressed  views.  It  is  not  pos- 
sible for  me  to  tell  you  what  her  own  private 
views  are.  My  own  are  that  there  is  more  than 
an  outside  chance  that  her  private  and  public 
views  might  deviate  more  than  somewhat,  since 
she  is  a bright  girl.  On  the  other  hand,  the  sys- 
tem has  unquestionably  been  good  to  her,  and  a 
lot  of  other  people  who  are  just  as  bright  have 
been  deluded  about  the  system. 

The  problem  in  the  DDR  at  the  moment  is 
lack  of  solidarity.  Communism  is  on  the  run,  but 
is  busily  mending  its  fences  under  the  leadership 
of  Mr.  Egon  Krentz,  who,  unlike  some  of  his 
elders,  was  bright  enough  to  know  that  the 
Chinese  solution  to  unfriendly  gatherings  would 
not  work  in  Leipzig,  if  for  no  better  reason  than 
that  it  would  be  unacceptable  to  his  neighbors, 
whom  he  is  trying  his  best  to  cultivate.  Maybe  he 
suspected,  too,  that  given  enough  rope  the  op- 
position just  might  hang  itself,  which  it  seems  to 
be  in  a fair  way  of  doing.  The  trouble  in  his  op- 
position stems  from  the  movement’s  origins  in 
ideology  without  pragmatism.  If  one  is  going  to 
start  a revolution,  one  had  better  know  where  he 
is  going — not  just  sometime,  but  right  now.  The 
intelligentsia  in  the  DDR,  as  in  China,  started  all 
the  uproar,  even  though  it  is  popularly  fueled, 
and  they  constitute  the  leadership,  such  as  it  is. 
It  has  a good  idea  about  the  sometime,  but  its 
now  is  in  bad  disarray;  there  are  probably  about 
half  as  many  notions  about  what  should  happen 
next  as  there  are  people  in  the  fray.  The  reason 
there  are  not  just  as  many  is  that  the  other  half 
haven’t  gotten  around  yet  to  giving  it  any  thought. 

The  situation  appears  to  me  to  be  a paradigm 
of  American  medicine,  or  maybe  vice  versa.  I 
recognize  that  by  the  time  you  read  this  the  whole 
situation  in  Germany,  and  in  fact  in  the  whole 
Eastern  bloc,  may  have  changed  substantially,  or 
even  completely,  but  it  is  unlikely  the  situation 
in  American  medicine  will  have,  and  I am  com- 
paring it  with  East  Germany  at  Thanksgiving- 
time, in  the  Year  of  Our  Lord  1989. 
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In  the  first  place,  it  is  unclear  to  me  how  it  is 
that  American  medicine  can  be  regarded  as  an 
entity,  even  though  I refer  to  it  that  way  myself. 
It  is  very  difficult  to  get  two  doctors  to  agree  on 
anything,  as  had  become  perfectly  clear  to  me 
long  before  I became  involved  in  organized  med- 
icine. A lot  of  members  have  a lot  of  ideas  about 
how  things  ought  to  be  done,  and  they  are  very 
free  with  their  advice.  But  how  many  of  them  do 
you  think  will  help  you  effect  the  changes  they 
propose?  Not  many.  They  also  object  mightily  to 
paying  dues  sufficient  to  hire  it  done.  The  big- 
gest majority  in  the  House  of  Medicine  compris- 
es those  who  will  advise  you  not  on  how  things 
ought  to  be  done,  but  on  how  they  ought  not  to 
be  done.  The  corollary  to  that  is  that  the  way 
such  dissidents  usually  say  they  ought  not  to  be 
done  is  the  way  they  are  being  done. 

Being  beset  on  all  sides  as  we  are,  one  would 
think  doctors  would  have  the  good  sense  to  unite 
against  the  common  enemy,  though  considering 
our  history  that  might  be  expecting  too  much. 
The  situation  is  made  even  more  difficult  in  that 
the  enemy  is  sometimes  hard  to  define  in  more 
than  general  terms,  such  as  “the  government”  or 
“the  feds”  or  “the  bureaucracy.”  Indeed,  it 
sometimes  seems  it  might  be  more  accurately  de- 
fined as  each  other.  One  usually  finds  that  if  he 
(or  whatever  his  practice  entity  is)  is  in  compli- 
ance with  HCFA  he  is  out  of  compliance  with 
the  JCAHO,  and  vice  versa,  or  else  with  the 
Federal  Trade  Commission,  or  both.  Taken  to- 
gether, those  constitute  what  at  least  I mean  by 
the  common  enemy.  Instead  of  taking  a united 
approach,  though,  various  entities  within  medi- 
cine are  in  the  habit  of  going  off  half  cocked  and 
making  their  own  deals,  thereby  weakening  the 
whole  fabric  of  medicine,  while  at  the  same  time 
seldom  serving  themselves  well;  in  many  in- 
stances it  is,  in  fact,  counterproductive. 

The  various  houses  of  delegates  are  micro- 
cosms of  their  constituencies.  When  their  constit- 
uents are  specialists  they  tend  to  have  more  un- 
animity than  those  in  the  federation,  sharing  as 
they  do  more  of  the  same  concerns;  notwith- 
standing that,  though,  even  the  speciality  society 
members  frequently  have  major  divergences  of 
opinion,  and  have  been  known  to  squabble 
among  themselves.  In  the  House  of  Delegates  of 
the  AMA  and  those  of  the  federation,  those  di- 
vergences are  multiplied  by  as  many  times  as 
there  are  specialty  societies  within  them,  the  po- 
litical parties  and  special  interest  groups  repre- 
sented there,  such  as,  only  for  starters,  women. 


minorities,  and  foreign  medical  graduates,  and 
whatever  else  you  can  think  of  that  divides  the 
general  population.  What  frequently  is  over- 
looked is  that  before  doctors  were  doctors,  they 
were  people,  and  that  and  their  consequent  bias- 
es were  not  changed  by  the  MD  degree.  There 
are  frequently  major  differences  of  opinion  even 
as  to  how  a patient  with  a particular  disease 
should  be  treated,  and  those  differences  can 
sometimes  generate  considerable  animosity,  some 
of  it  lasting. 

Because  doctors  are  people,  they  often  be- 
come actively  involved  in  all  sorts  of  social  is- 
sues, many  of  them  highly  emotionally  charged. 
Also  because  they  are  people,  in  such  instances 
doctors  may  become  emotionally  involved,  too, 
and  may  lose  their  objectivity.  One  such  issue 
that  comes  to  mind  is  the  matter  of  abortion. 
Despite  the  involvement  of  doctors  as  the  instru- 
ments of  abortion,  abortion  is  neither  a medical 
nor  a legal  issue.  Whether  or  not  abortions  can 
be  performed  and  under  what  circumstances  is  a 
social  issue,  and  as  such  is  for  society  to  decide. 
The  way  society  makes  its  wishes  known  is  through 
the  ballot  box,  which  is  a secret  place.  Not  every- 
body will,  of  course,  agree  about  that,  either. 

Another  hot  issue  presently  in  this  state,  and 
others,  too,  is  the  matter  of  corporal  punishment 
in  the  schools.  That  also  is  not  a medical  issue 
unless  it  involves  child  abuse.  If  it  does,  there 
are  criminal  statutes  that  apply  in  such  instances. 
I recognize  that  there  are  those,  among  them  some 
doctors,  notably  pediatricians,  who  consider  any 
corporal  punishment  of  children  child  abuse  by 
definition,  and  they  are  entitled  to  their  opinion. 
Used  in  the  way  the  rules  specify,  however,  cor- 
poral punishment  is  a corrective  measure,  and  is 
no  more  a medical  problem  than  imprisonment  is. 
(Don’t  tell  me;  I know.  You  don’t  agree.) 

There  are  sufficient  issues  dividing  medicine 
that  have  to  do  directly  with  medicine  and  the 
practice  thereof,  and  therefore  are  properly  the 
business  of  the  House  of  Delegates,  no  matter 
how  much  one  may  wish  it  otherwise.  Whatever 
things  are  problems  of  society  divide  society,  and 
therefore  are  likely  to  divide  medicine,  as  well. 
Such  divisiveness  obscures,  and  these  days  is  par- 
ticularly harmful  to,  medicine’s  primary  objec- 
tive, which  is  taking  care  of  our  patients.  The 
House  of  Delegates  of  TMA  took  note  of  this 
last  April  when  it  tabled  indefinitely  both  a pro- 
abortion and  an  anti-abortion  resolution  as  not 
being  the  proper  business  of  the  House.  Individ- 
uals and  organizations  submitting  resolutions  to 
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the  House,  or  those  requesting  that  the  TMA 
back  legislation,  should  consider  carefully  wheth- 
er or  not  the  issue  is  really  a medical  one;  if  it  is 
not,  the  House  of  Delegates  is  not  the  proper 
forum  for  it.  It  can  only  lead  to  bloodshed,  and 
the  blood  is  more  likely  than  not  to  be  your 
blood.  That  1 can  stand,  but  even  worse,  it  will 
unquestionably  be  medicine’s  blood.  That  is  a 
luxury  none  of  us  can  afford. 

J.B.T. 


All  Junked  Up: 

Out  it  Goes  WIGART 

I have  a standing  vendetta  against  junk  mail, 
of  which  I,  like  you,  receive  many  pounds  a week. 
Unlike  you,  though,  I receive  multiplied  addi- 
tional pounds  through  the  Journal  office,  stuff 
that  its  senders  don’t  consider  junk,  but  which 
for  my  purposes  are.  There  is  a problem  there, 
though,  even  though  the  material  is  screened  be- 
fore any  of  it  makes  it  to  my  office,  which  is  a 
few  blocks  from  the  Journal's.  Though  the  ne- 
cessity for  the  survivors  to  be  transported  re- 
duces them  semiautomatically  to  a minimum,  they 
are  nevertheless  still  legion.  What’s  more,  many 
of  them  are  of  more  than  passing  interest,  and 
make  it  into  one  of  the  stacks  on  my  desk  or 
credenza  or  the  floor  in  front  of  or  beside  them — 
stacks  of  things  to  look  at  when  I get  a round 
tuit  (WIGART).  Since  there  aren’t  many  round 
tuits  around,  WIGART  turns  out  in  most  cases 
to  be  never.  Consequently,  when  the  stack 
reaches  an  unstable  height,  it  finds  its  way  en  bloc 
into  you  know  what.  By  that  time  most  of  it  is  of 
no  consequence,  anyhow. 

Despite  all  this,  my  real  problem  is  not  with 
what  all  of  us  speak  of  as  junk.  We  all  know  what 
that  is,  and  where  it  is  ultimately  destined  for; 
even  its  senders  know,  and  just  hope  some  of  it 
gets  our  attention  before  it  gets  there.  My  prob- 
lem is  with  the  junk  that  is  not  junk,  but  which 
nevertheless  by  necessity  suffers  the  real  junk’s 
fate.  For  starters,  each  week  I get  (and  I’ll  prob- 
ably leave  out  some)  JAMA,  AM  News,  Science, 
the  New  England  Journal,  Medical  World  News, 
and  Science  News;  I also  get  a couple  of  financial 
advisories.  Each  morning  I get,  besides  the  daily 
local  rags,  the  Wall  Street  Journal,  with  which  I 
spend  breakfast,  and  often  longer.  Not  counting 
this  Journal  and  the  Southern  Medical  Journal, 
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both  of  which  I nurture  with  TLC,  and  which  it 
goes  without  saying  I save  bound,  each  of  the 
four  national  pathology  organizations  to  which  I 
belong  publishes  at  least  one  journal,  and  the 
AMA  publishes  the  Archives,  which  I receive  as 
a membership  benefit.  There  are  several  other 
first-class  pathology  journals  that  for  reasons  that 
sometimes  escape  me  I subscribe  to.  Then  there’s 
the  Scientific  American  and  a dozen  or  so  assort- 
ed nonmedical  publications,  not  to  mention  all  of 
the  other  state  medical  journals,  to  which  the  Jour- 
nal receives  reciprocal  copies  (and  which  merciful- 
ly stack  up  in  the  Journal  office  and  not  here). 

Even  practicing  tear  and  toss,  which  I do  on 
everything  but  my  particular  aforementioned  pets, 
gridlock  set  in  years  ago,  and  is  perpetual  and 
aggressive,  even  considering  that  I periodically 
sweep  vast  piles  of  unperused  periodicals  into  the 
trash  bin  just  so  I can  continue  functioning.  I long 
ago  gave  up  worrying  about  what  I miss  by  doing 
that.  I comfort  myself  by  the  realization  that  even 
if  I hadn’t  missed  whatever  it  was  I missed,  I 
probably  wouldn’t  remember  it  anyway,  since 
there  is  spillover  of  the  information  gridlock  into 
my  higher  centers,  which,  to  use  a colloquialism, 
are  bad  backed  up.  I complained  recently  to  a 
neurologist  colleague  that  I thought  I was  getting 
Alzheimer’s  disease,  to  which  he  responded,  not 
so;  it  is,  he  said,  just  that  there  is  too  much  in- 
formation going  in.  I have  begun  thinking  of  it 
as  an  impaction  of  words  leading  to  constipation 
of  the  brain.  In  a speech  before  the  National  Press 
Club  the  other  day.  Lech  Walesa,  founder  of 
Polish  Solidarity,  commented  that  in  Poland  they 
write  a lot,  but  read  a lot  less;  they  suffer,  he 
said,  from  too  many  editors.  I understand.  Po- 
land is  far  from  unique  in  that  respect. 

Occasionally  an  issue  of  some  publication 
comes  along  that  I feel  I simply  must  spend  some 
time  with  WIGART.  Such  a one  was  a fairly  re- 
cent issue  of  Science  that  contains  a symposium 
on  frontiers  in  biology  entitled  “The  Cell  Cycle.” 
In  the  process  of  tearing  and  tossing  I happened 
upon  a letter  to  the  editor  that  put  the  whole 
matter  of  overload  in  perspective,  and  the  per- 
spective it  put  it  in  was  anything  but  comforting, 
despite  its  reassurance  that  my  dilemma  is  shared 
not  only  by  every  other  individual — at  least  by 
every  other  person  who  cares — but  by  corriputers 
as  well.  The  writer  maintains  that  “our  data-col- 
lecting  technologies  have  not  only  outstripped  our 
cognitive  abilities  but  also  the  computerized 
management  systems  we  have  created  to  help  us 
deal  with  the  information.”  As  an  example,  he 
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cites  the  Landsat  earth  surveillance  system,  which 
in  its  17  years  of  operation  has  accumulated  far 
more  data  than  can  even  be  archived  properly, 
let  alone  analyzed.  Air  controllers  and  pilots 
contend  that  so  overwhelmed  is  the  aircraft  con- 
trol system  already  that  FAA  proposals  to  re- 
quire aircraft  to  submit  altitudes  in  addition  to 
all  the  other  data  they  already  transmit  would  di- 
minish rather  than  enhance  air  safety. 

The  Three  Mile  Island  accident  is  said  to  have 
resulted  from  a deficiency  of  information  about 
previous  accidents  that  likely  would  have  al- 
lowed the  operators  to  avoid  core  meltdown, 
combined  with  overload  of  the  control  room  op- 
erators by  such  a deluge  of  system  monitoring 
data  that  they  were  able  to  act  upon  it.  That 
sounds  familiar.  In  our  hospital  parking  garage  is 
a large  sign  proclaiming  that  “this  garage  is  con- 
tinuously monitored  at  all  times  for  your  safety.” 
There  is  indeed  a bank  of  television  monitors, 
probably  three  for  each  level,  along  a wall  of  the 
small  booth  at  the  garage  entrance  that  doubles 
as  a toll  booth.  The  operator  sits  looking  out  to- 
ward incoming  traffic,  his  back  toward  the  mon- 
itors; he  is  obviously  and  necessarily  oblivious  to 
them.  Seldom  in  all  my  comings  and  goings  over 
the  several  years  the  garage  has  existed  have  I 
noted  any  attention  at  all  being  paid  the  moni- 
tors. In  fairness  to  the  operator,  it  couldn’t  be 
expected  that  he  would.  As  presently  constitut- 
ed, the  system  is  overloaded,  and  the  notion  that 
it  confers  safety  is  a delusion.  Even  if  a moles- 
tation were  detected,  it  is  my  impression  that 
whatever  help  would  be  forthcoming  would  be 
too  little  and  too  late. 

The  author  of  the  letter  to  the  editor  contin- 
ues by  observing  that  technology  often  advances 
out  of  step  with  law,  ethics,  and  economic  feasi- 
bility, and  that  they  should  be  developed  in  har- 
mony with  one  another  so  they  are  regarded  as 
equally  important.  I certainly  agree;  that  way  one 
might  come  to  feel  more  secure  in  our  parking 
garage,  in  airplanes,  or  around  the  nuclear  reac- 
tors of  the  world,  pursuing  our  discussion  in  the 
previous  paragraph.  I have  a feeling,  too,  that 
data  from  seismographs  and  weather  observation 
might,  with  better  processing,  do  a more  credit- 
able job  of  predicting  earthquakes  and  forecast- 
ing of  where  hurricanes  will  actually  come  ashore; 
I don’t  know  that,  understand,  but  I would  al- 
most bet  on  it. 

I really  don’t  spend  a whole  lot  of  time  con- 
cerning myself  with  such  things;  like  the  Califor- 
nians or  those  living  along  our  shores,  I just  go 


on  doing  what  I have  to  do  or  want  to  do,  and 
pretend  such  hazards  don’t  exist,  or  at  least  that 
they  won’t — not  can’t,  but  won’t — happen  here. 
I really  am  much  more  concerned  about  being 
buried  alive  under  an  avalanche  of  paper,  99% 
of  which  is  not  only  unnecessary,  but  an  actual 
intrusion.  My  real  problem  is  finding  the  1%  that 
isn’t,  to  which  anyone  who  has  visited  my  office 
can  attest.  Someday  I’ll  get  that  done,  WIGART. 
(Just  throwing  the  stuff  away  takes  a lot  of  time. 
And  anyhow,  I might  toss  something  I couldn’t  bear 
to  part  with,  something  that  the  moment  it  was 
gone  I would  need  desperately.) 

By  that  time  it  likely  won’t  matter.  Maybe  I 
should  pay  more  attention  to  a gnawing  suspi- 
cion I have  that  none  of  it  really  matters  now, 
either.  I will,  WIGART. 

J.B.T. 


Tender — Legal,  Not  Non-Tough 

Some  years  back  the  United  States  issued  a 
coin  that  was  to  replace,  at  least  substantially, 
the  good  ol’  greenback.  The  coin  was  the  Susan 
B.  Anthony  dollar;  it  bombed.  It  bombed  not 
because  of  any  male  chauvinism  or  any  arcane 
motives  on  anybody’s  part.  It  bombed  simply  be- 
cause it  was  the  wrong  size  and  shape.  How 
would  one,  for  instance,  put  an  octagonal  quart- 
er-sized piece  of  change  into  a dollar  slot?  It  gave 
casino  owners  the  willies.  But  not  just  casino 
owners.  How  would  you  fancy  reaching  into  your 
jeans  for  a dollar  and  encounter  that  sort  of  un- 
familiar object,  one  with  corners,  yet.  It  gave 
other  folks  the  willies  because  quarter  slots  would 
accept  the  coin,  and  (obviously)  not  give  you 
change.  It’s  enough  to  give  a body  asterognosis. 
It  did,  and  so  it  bombed.  It  was  not  a bad  idea, 
actually,  as  the  coins  don’t  wear  out  and  have  to 
be  replaced  periodically,  as  the  dollar  bills  do. 
But  not  having  dollar  bills  was  not  popular.  How 
would  the  car-park  know  you  weren’t  slipping  him 
a slug,  for  instance?  In  case  you  have  need  of 
eight  million  or  so,  you  can  find  them,  I under- 
stand, at  the  Denver  mint. 

Do  you  ever  look  at  the  coins  in  your  pock- 
et— I mean  look  at  the  coins  in  your  pocket — or 
more  properly  the  coins  you  had  in  your  pocket 
before  you  took  them  out — or  those  you  get  in 
change,  more  than  just  to  see  if  the  change  is 
correct?  That  is  accomplished  at  a glance,  taking 
into  account  size,  shape,  and  color,  but  generally 
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not  design.  Witness  to  that  is  that  on  both  sides 
of  the  Canadian  border,  quarters  and  dimes  of 
the  two  countries  intermingle  unobstructed,  even 
in  vending  machines,  since  they  are  the  same  size 
and  shape,  and  vending  machines  aren’t  interest- 
ed in  design. 

Are  you?  Unless  you  are  a coin  collector.  I’ll 
bet  you  can’t  tell  me  what  is  on  the  two  sides  of 
every  one  of  our  coins.  In  the  first  place,  there 
are  several  different  things  on  each  denomina- 
tion, depending  on  when  they  were  minted.  Some 
collectors  search  out  silver  coins,  which  are  be- 
coming very  scarce,  none  having  been  minted  ex- 
cept for  special  occasions  for  25  years.  Looking 
for  them  was  more  popular  in  the  heyday  of  hot 
silver  in  the  last  decade,  but  not  much  anymore. 
Pennies  aren’t  useful  nowadays  for  anything  but 
sales  tax  and  chewing-gum  balls.  And  remember 
when  they  used  to  be  made  of  zinc?  Probably 
not,  most  of  you.  That  was  a wartime  accom- 
modation; it  was  not  popular — just  necessary. 
Monkeying  with  our  legal  tender  generally  makes 
the  natives  restless.  On  the  other  hand,  I was 
party  to  a discussion  the  other  day  on  this  sub- 
ject in  which  most  conceded  that  we  have  the 
world’s  ugliest  currency;  another  party  to  the  dis- 
cussion was  a Canadian  who  admires  theirs. 
Either  way,  who  cares,  so  long  as  it  spends?  Ob- 
viously somebody. 

Know  something?  The  Treasury  Department 
is  about  to  complete  a new  many-million  dollar 
mint  out  West,  and  soon  the  United  States  of 
America  will  be  printing  out  there  multicolored 
dollar  (and  other)  bills  just,  or  almost  just,  like 
the  funny-money  our  neighbors  have.  It’s  a fact. 
They  say  the  change  is  to  prevent  counterfeiting. 
Indeed.  There  is  also  talk  again  of  replacing  the 
dollar  bill  with  a coin,  obviously  for  some  other 
reason. 

Know  something  else?  Congress  doesn’t  have 
very  much  to  do  these  days.  How  do  I know  that? 
A great  many  more  than  half  of  the  members  of 
both  houses  find  the  designs  that  appear  on  our 
coins  boring.  Imagine.  Those  congressmen  and 
senators  have  so  little  to  do  otherwise  that  they 
have  sponsored  a bill  in  their  respective  houses 
of  Congress  to  change  those  designs,  which  are, 
they  say,  worse  than  just  being  boring,  not  con- 
sonant with  our  Constitution.  Alas!  Just  think  of 
that.  Is  it  not  marvelous,  and  is  it  not  also  com- 
forting, to  know  that  our  future  is  safely  in  the 
hands  of  such  innovative  and  concerned  lawmak- 
ers, who,  when  the  ship  of  state  is  sailing  so 
smoothly  that  there  are  no  weighty  matters  to 

98 


occupy  them,  can  gravitate  so  unerringly  to  other 
critical  issues  that  demand  immediate  attention? 

Having  considering  that,  again  Alas,  and  also 
Alack! 

J.B.T. 


in  mcmoficim 


Robert  T.  Barrett,  age  47.  Died  December  16,  1989. 
Graduate  of  University  of  Tennessee  College  of  Medi- 
cine. Member  of  Montgomery  County  Medical  Society. 

George  Henderson  Brown,  age  83.  Died  February  10, 
1989.  Graduate  of  Yale  University  School  of  Medicine. 
Member  of  Washington-Unicoi-Johnson  County  Med- 
ical Association. 

Joseph  S.  Henderson,  Jr.,  age  61.  Died  December  16, 
1989.  Graduate  of  University  of  Tennessee  College  of 
Medicine.  Member  of  Blount  County  Medical  Society. 

Hugh  Milby  Alexander  Smith,  Jr.,  age  80.  Died  Novem- 
ber 27,  1989.  Graduate  of  University  of  Tennessee  Col- 
lege of  Medicine.  Member  of  Memphis-Shelby  County 
Medical  Society. 


ncul  meml3>er/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

BLOUNT  COUNTY  MEDICAL  SOCIETY 

Ernest  Russell  Gibson,  M.D.,  Maryville 
Marye  Lois  McCroskey,  M.D.,  Maryville 
Randall  D.  Towne,  M.D.,  Maryville 

CONSOLIDATED  MEDICAL  ASSEMBLY 
OF  WEST  TENNESSEE 

Alan  Carter  DeJarnatt,  M.D.,  Jackson 
Randy  Fly,  M.D.,  Jackson 
Jimmy  Dale  McCauley,  M.D.,  Jackson 
Frances  E.  Pritchard,  M.D.,  Jackson 

CUMBERLAND  COUNTY  MEDICAL  SOCIETY 

John  Branson  Sherrill,  M.D.,  Crossville 

FENTRESS  COUNTY  MEDICAL  SOCIETY 

Keith  M.  Kimbrell,  M.D.,  Jamestown 

HENRY  COUNTY  MEDICAL  SOCIETY 

James  W.  McGee,  M.  D. , Paris 

LAKEWAY  MEDICAL  SOCIETY 

Steven  D.  Payne,  M.D.,  Morristown 
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MAURY  COUNTY  MEDICAL  SOCIETY 

Linda  P.  Monroe,  M.D.,  Columbia 

McMINN  COUNTY  MEDICAL  SOCIETY 

Kimberly  T.  Breeden,  M.D.,  Athens 

WASHINGTON-UNICOI-JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

John  L.  Holbrook,  M.D.,  Johnson  City 
David  N.  Walters,  M.D.,  Mountain  Home 
Marcus  G.  Williams,  M.D.,  Johnson  City 


pcf/onol  neui/ 


C.  Eugene  Jabbour,  M.D.,  Memphis,  has  been  elected 
to  the  Board  of  Governors  of  the  American  College  of 
Surgeons. 

Claude  Raymond  Webb,  M.D.,  Ripley,  has  been 
awarded  the  Meritorious  Service  Award  for  Medical 
Staff  Members  by  the  Tennessee  Hospital  Association. 
Dr.  Webb  was  cited  for  his  service  to  Baptist  Memorial 
Hospital  Lauderdale  and  community  residents  during 
the  past  39  years. 

The  following  TMA  members  have  been  elected  Fel- 
lows of  the  American  College  of  Surgeons:  Henry  Rus- 
sell, M.D.,  Franklin;  Sithipol  Tantihachai,  M.D., 
Dayton. 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

The  following  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during 
November  1989.  This  list,  supplied  by  the  AMA, 
does  not  include  members  who  reside  in  other 
states. 

Physicians  can  receive  the  PRA  certificate 
valid  for  one,  tw'o,  or  three  years.  For  the  one- 
year  award,  physicians  report  50  hours  of  con- 
tinuing medical  education,  including  20  hours  of 
Category  1;  for  the  two-year  award,  physicians 
report  100  hours  of  CME,  including  40  hours  of 
Category  1;  for  the  three-year  award,  physicians 
report  150  hours  of  CME,  60  of  which  are  Cat- 
egory 1. 

Charles  H.  Bozeman,  M.D.,  Sevierville 
Thomas  A.  Codings,  M.D.,  Greeneville 
Thomas  W.  Conway,  M.D.,  Newport 
Joseph  H.  Fishbein,  M.D.,  Nashville 
Robert  L.  Haley,  Jr.,  M.D.,  Nashville 
Charles  W.  Hawkins,  M.D.,  Chattanooga 
Benjamin  A.  Moeller,  Jr.,  M.D.,  Memphis 
Hugo  C.  Pribor,  M.D.,  Nashville 
Jesse  O.  Quillian,  M.D.,  Chattanooga 
Clarence  R.  Sanders,  M.D.,  Gallatin 
Charles  L.  Stunpson,  M.D.,  Shelbyville 
Robert  T.  Tucker,  Jr.,  M.D.,  Jackson 
Alvin  J.  Weber,  HI,  M.D.,  Memphis 
Melborne  A.  Williams,  M.D.,  Nashville 
Joseph  L.  Willoughby,  M.D.,  Franklin 


onnouncemcnl/ 


CALENDAR  OF  MEETINGS 


NATIONAL 


March  24-29  American  Society  of  Clinical  Pathologists — 
San  Francisco  Hilton  Square 

March  24-29  College  of  American  Pathologists — San 
Francisco  Hilton  Square 

March  25-28  American  Society  of  Regional  Anesthesia — 
Peabody.  Orlando 

March  27-30  American  Burn  Association — Golden  Nug- 
get, Las  Vegas 

March  28- April  1 American  Society  of  Contemporary  Ophthal- 
molo2V — Hvatt,  Phoenix 


March  7-10 

Association  for  Academic  Psychiatry — 
Stouffer  Madison.  Seattle 

March  28-April  I Mid- American  Orthopaedic  Association — 
Marriott's  Grand  Hotel,  Point  Clear,  Ala. 

March  8-10 

U.S.  Pharmacopeial  Convention — Capital 
Hilton,  Washington.  D.C. 

April  1-5 

American  Association  of  Pathologists — 
Hyatt,  Washington,  D.C. 

March  9-13 

International  Anesthesia  Research  Soci- 
ety— Sheraton  Waikiki  Hotel.  Honolulu, 

April  1-5 

American  Physiological  Society — Hyatt  Re- 
gency. Washington,  D.C. 

Hawaii 

April  2-6 

American  Society  for  Pharmacology  and 

March  18-22 

American  College  of  Cardiology — Hilton. 
New  Orleans 

Experimental  Therapeutics — Washington. 
D.C. 

March  18-23 

American  Society  of  Neuroradiology — Wes- 
tin  Century  Plaza,  Los  Angeles 

April  3-7 

American  Association  of  Orthopaedic  Med- 
icine— Howard  Johnson’s.  Boston 

March  21-23 

American  Society  of  Clinical  Pharmacology 
and  Therapeutics — Marriott  Moscone  Cen- 
ter, San  Francisco 

April  4-6 

American  Group  Practice  Association — 
Hvatt  Regencv  Capitol  Hill.  Washington, 

d'c. 

March  22-25 

Society  for  Adolescent  Medicine — Hilton 
Hotel  and  Towers,  Atlanta 

April  5-7 

American  Surgical  Association — Shoreham, 
Washington,  D.C. 

March  23-28 

American  Academy  of  Allergy  and  Immu- 
nology— Baltimore 

April  7 

American  College  of  Utilization  Review- 
Physicians — Marriott,  Richmond,  Va. 

March  23-28 

American  Society  of  Clinical  Hypnosis — 
Sheraton  World.  Orlando 

April  14-18 

American  Fracture  Association — The  Pointe 
at  Squaw  Peak,  Phoenix 
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April  17-19 

National  Managed  Health  Care  Congress 
Program — World  Trade  Center,  Boston 

April  18-22 

Society  for  Pediatric  Radiology — Westin, 
Cincinnati 

April  19-22 

American  College  of  Preventive  Medicine — 
Westin  Peachtree  Plaza,  Atlanta 

April  21-25 

American  Radium  Society — Registry  Re- 
sort, Scottsdale,  Ariz. 

April  25-29 

American  Medical  Society  on  Alcoholism 
and  Drug  Dependencies — Hyatt  Regency, 
Phoenix,  Ariz. 

April  26-28 

Eastern  Allergy  Conference — Bal  Harbour, 
Fla. 

April  26-29 

American  College  of  Physicians — Fairmont, 
Chicago 

April  28 

American  Rhinologic  Society — Palm  Beach, 

Fla. 

April  28-May  4 American  College  of  Occupational  Medi- 
cine— Westin,  Houston 

April  29-May  4 American  Society  of  Colon  and  Rectal  Sur- 
geons— Adam’s  Mark.  St.  Louis 

April  30-May  4 American  Society  for  Head  and  Neck  Sur- 
gery— The  Breakers,  Palm  Beach,  Fla. 


STATE 

April  4-7  Tennessee  Medical  Association.  155th  An- 

nual Meeting — Hyatt  Regency  Hotel, 
Knoxville 

April  5-7  American  Society  for  Laser  Medicine — Op- 

ryland  Hotel,  Nashville 

April  28-May  3 American  Association  of  Neurological  Sur- 
geons— Opryland  Hotel,  Nashville 


Marty  Vaughn  Appointed 
TMA  Executive  Assistant 

Tennessee  Medical  Association  Executive  Director 
L.  Hadley  Williams  has  announced  the  appointment  of 
Marty  Vaughn  as  Executive  Assistant.  Vaughn,  27,  is  a 
native  of  Nashville  and  holds  a bachelor  of  science  de- 
gree in  public  relations  from  Middle  Tennessee  State 
University  accompanied  by  minors  in  English  and  busi- 
ness administration. 

Mr.  Vaughn  joins  TMA  having  served  as  an  editor 
with  American  General  Life  & Accident  Insurance 
Company  since  1986.  Prior  to  his  graduation  in  1985, 
he  served  as  an  assistant  in  the  Sports  Information  De- 
partment at  MTSU. 


CORRECTION 

An  error  occurred  in  the  article  entitled  “Toxic  Met- 
hemoglobinemia,” published  in  the  November  issue  of 
the  Journal  (82:581-583,  1989).  On  page  581,  in  the 
Case  Report,  in  the  initial  blood  gas,  the  initial  PCO2 
was  27.9  mm  Hg.  We  regret  any  confusion  this  may 
have  caused. 
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Cut  Out  Thds  Number  And  You  Could  Be 
Removing  A Future  Need  For  Gallstone  Surgery. 


Use  this  number  to  call  Alabama  Lithotripsy  Services,  and  offer  your 
patients  an  alternative  to  gallbladder  surgery. 

Alabama  Lithotripsy  Services,  a group  of  leading  Alabama  hospitals, 
has  been  chosen  by  Medstone  International,  Inc.,  to  participate  in  the 
evaluation  of  a lithotripter  to  treat  gallstones  with  shocL  waves.  The  hospitals 
include  The  Baptist  Medical  Centers  of  Birmingham  (Montclair  and 
Princeton),  DCH  Regional  Medical  Center  in  tocaloosa  and  Huntsville 
Hospital.  The  procedure  has  been  successfully  used  since  1980  in  the 


treatment  of  kidney  stones.  Biliary  lithotripsy  uses  ultrasound  to  pinpoint  the 
location  of  the  gallstones.  Spark-gap  generated  shock  waves  shatter  the  gall- 
stones, reducing  them  to  smaO  particles  that  can  pass  from  the  gallbladder  or 
can  be  dissolved  by  prescribed  medicatioa 

Lithotripsy  offers  patients  a much  shorter  hospital  stay,  a faster  recovery 
period  than  surgery,  and  involves  less  surgical  risk. 

For  additional  information  or  to  find  out  about  a particular  patient’s 
eligibility,  clip  out  and  call  the  number  above. 


Gallstone  Lithotripsy  with  the  Medstone  Lithotripter  has  been  approved  by  the  Food  and  Drug  Administration  for  mvestigational  use. 
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Rapid  Management  of  Intracranial 

Hypertension  To  Reverse 
Transtentorial  Herniation 

LISA  VERDERBER,  B.A.;  ROBERT  MACIUNAS,  M.D.;  and  JOHN  MORRIS,  M.D. 


Injuries  are  the  leading  cause  of  death  in  the 
United  States  for  those  between  the  ages  of  1 
and  44  years,  accounting  for  1 of  12  deaths.’  For 
those  between  15  and  24  years,  79%  of  all  deaths 
are  due  to  injury.  Brain  injury  accounts  for  about 
40%  of  the  overall  injury  death  rate.  Of  those 
who  survive  brain  injury,  only  about  30%  are  able 
to  return  to  their  previous  level  of  employment. ^ 
Cerebral  edema,  commonly  associated  with 
severe  head  injury,  is  a vasogenic  edema  due  to 
transvascular  leakage  of  solutes  into  the  extracel- 
lular space. 3 Vasculature  that  has  been  injured 
by  trauma  cannot  restrict  the  flow  of  proteins  and 
solutes.  Expanding  lesions  in  the  head,  especially 
those  associated  with  edema,  displace  adjacent 
brain  tissue,  causing  displacement  and  compres- 
sion of  neighboring  structures.  Shifts  may  result 
in  midline  or  caudal  displacement.  The  situation 
of  the  high  pressure  area  determines  the  nature 
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of  the  herniation.  Patients  with  raised  intracran- 
ial pressure  have  a higher  mortality  rate,  and  an 
uncontrolled  intracranial  pressure  above  25  mm 
Hg  is  thought  to  be  incompatible  with  functional 
recovery. Early  aggressive  treatment  of  intra- 
cranial pressure  elevation  has  been  found  to  re- 
duce mortality  without  increasing  the  number  of 
severely  disabled.^ 

Report  of  a Case 

An  18-year-old  w'hite  woman,  an  unrestrained  passenger 
involved  in  a motor  vehicle  accident,  was  initially  alert  but 
talking  nonsensically;  her  pupils  were  equal,  reactive,  and  2 
mm  in  diameter.  She  became  unresponsive  at  the  scene,  and 
her  right  pupil  dilated  to  6 mm  and  became  nonreactive.  She 
was  transported  via  helicopter  to  the  Vanderbilt  University 
Medical  Center  emergency  room  where  she  was  in  hemody- 
namically  stable  condition,  with  a blood  pressure  of  124/84 
mm  Hg,  pulse  87/min,  and  respiratory  rate  10/min  and  la- 
bored. She  was  combative  and  unresponsive  to  command.  Her 
right  pupil  was  6 mm  and  fixed,  and  her  left  pupil  5 mm  and 
sluggishly  reactive.  She  had  roving  eye  movements.  Corneal 
reflexes  were  present  bilaterally.  Her  face  was  symmetrical, 
and  she  had  a positive  gag  reflex.  She  moved  all  four  extrem- 
ities purposefully  to  pain.  Biceps,  triceps,  and  patellar  reflex- 
es were  2+  bilaterally.  Ankle  jerks  and  Babinsky  reflexes 
were  not  assessed  because  of  bilateral  open  ankle  fractures. 
Glasgow  Coma  Scale  score  was  8. 

Aggressive  medical  management  was  instituted.  After  the 
cervical  spine  was  assessed,  she  was  endotracheally  intubated 
and  hyperventilated  to  maintain  a PaC02  between  25  and  30 
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Figure  1.  Head  CT  scan,  taken  on  admission,  demonstrates  uncal  herniation  and  “skim”  subdural  hematoma. 


mm  Hg.  A Foley  catheter  was  placed,  and  she  was  given  a 
50-gm  bolus  of  mannitol  intravenously,  with  prompt  diuresis. 
Decadron  was  not  given. 

CT  scan  of  the  head  showed  edema  throughout  the  right 
cerebral  parenchyma,  causing  compression  of  the  right  lateral 
ventricle,  and  right  subfalcine  and  transtentorial  uncal  her- 
niation. A “skim”  subdural  hematoma  of  less  thickness  than 
of  the  skull  was  present  over  the  right  temporal  lobe  (Fig.  1). 

Immediately  after  the  scan  was  completed  the  patient 
opened  her  eyes  and  grabbed  at  her  endotracheal  tube.  She 
became  alert,  responsive,  and  able  to  follow  commands;  her 
pupils  were  equal  and  reactive  to  light.  Motor  examination 
revealed  5/5  upper  extremity  strength  bilaterally,  with  lower 
extremity  strength  4/5  bilaterally;  there  was  decreased  range 
of  motion  in  her  legs  and  toes,  and  decreased  sensation  to 
light  touch  on  the  dorsal  and  plantar  surfaces  of  both  feet. 
Sensation  was  otherwise  intact  to  light  touch,  pin  prick,  and 
vibration  sense.  A lumbar  CT  scan  revealed  a burst  fracture 
of  L-1  with  multiple  bony  fragments  projecting  posteriorly 
within  the  spinal  canal,  causing  less  than  40%  canal  compro- 
mise. It  was  the  impression  of  the  orthopedic  surgeons  that 
this  injury  was  stable  and  did  not  require  immediate  de- 
compression or  stabilization. 

She  remained  in  neurologically  stable  condition  through- 
out the  remainder  of  her  hospital  course.  She  was  weaned 
from  hyperventilation  over  the  course  of  two  days,  and  was 
extubated  without  incident  on  the  third  hospital  day.  Fluid 
restriction  with  monitoring  of  serum  electrolytes  and  osmo- 
larity  was  instituted,  and  she  was  weaned  from  mannitol  ther- 
apy over  the  course  of  three  days.  Aspirin  and  sedating  med- 
ications were  withheld,  acetominephen  and  codeine  being  used 
for  pain  control.  A head  CT  scan  on  the  second  hospital  day 
showed  a marked  decrease  in  cerebral  edema,  with  de- 
compression of  the  ventricles  and  basilar  cisterns.  There  was 
marked  decrease  in  midline  shift,  without  evidence  of 
transtentorial  herniation,  and  the  “skim”  subdural  hematoma 
over  the  right  temporal  lobe  had  somewhat  diminished  in  size 
(Fig.  2). 
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After  stabilization  of  her  neurologic  status  she  underwent 
transpedicular  decompression  of  the  lumbar  spine  and  Har- 
rington rod  instrumentation  with  an  iliac  crest  bone  graft  for 
her  L-1  burst  fracture  (Fig.  3).  Both  orthopedic  and  neuro- 
surgical teams  were  involved  in  the  procedure.  Postoperative 
scans  showed  good  alignment  and  decompression  of  the  spin- 
al canal.  She  was  discharged  home  for  physical  therapy  with 
mild  recent  memory  deficits  and  deficits  in  spatial  orienta- 
tion. Her  neurologic  deficits  have  cleared  since  discharge,  and 
she  is  now  ambulatory. 

Discussion 

Compliance  is  defined  as  the  ability  of  the  in- 
tracranial cavity  to  absorb  an  increase  in  volume 
without  a significant  increase  in  pressure;  it  is  a 
time-dependent  function.  As  compliance  de- 
creases a smaller  increment  of  volume  is  needed 
to  produce  an  increase  in  pressure.  With  trauma 
the  decrease  may  be  attributed  to  an  increase  of 
brain  mass  due  to  edema,  or  to  increased  blood 
volume  due  to  a loss  in  vascular  tone.  Reversal 
of  these  conditions  will  increase  compliance.  Fig- 
ure 4 demonstrates  the  pressure  volume  relation- 
ship of  the  compliance  curve. 

As  intracranial  pressure  rises,  one  of  the  three 
major  components  of  the  skull — brain  parenchy- 
ma, blood,  or  cerebrospinal  fluid — must  leave  the 
skull  to  compensate.  Transtentorial  herniation  of 
the  mesial  temporal  lobe  as  a result  of  increased 
intracranial  pressure  was  first  described  as  a 
pathologic  entity  in  1920. ^ The  hallmark  of  trans- 
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Figure  2.  Repeat  head  CT  scan  demonstrates  reversal  of  uncal  herniation  and  decrease  in  size  of  “skim”  subdural  hematoma. 


tentorial  herniation  is  dilation  of  the  ipsilateral 
pupil  due  to  injury  to  the  third  cranial  nerve. 
Possible  etiologies  for  third  nerve  dysfunction 
with  transtentorial  herniation  include  damage  to 
the  nerve  as  the  result  of  direct  pressure  from 
the  herniating  brain,  and  ischemia  of  the  nerve 
or  the  midbrain  produced  by  compression  of  the 
posterior  cerebral  artery. 

Hemiparesis  is  also  seen  in  transtentorial  her- 
niation and  may  be  either  contralateral  or  ipsilat- 
eral. The  likely  etiology  is  compression  of  the  ip- 
silateral cerebral  peduncle  to  produce 
contralateral  hemiparesis.  Falsely  localizing  ipsi- 
lateral paralysis  can  be  encountered  when  the 
entire  brainstem  is  shifted  en  bloc  by  the  herniat- 
ing uncus  to  compress  the  contralateral  peduncle 
with  the  tentorium  producing  a Kernohan’s 
notch. ^ In  the  terminal  stages  of  herniation,  de- 
formation of  the  midbrain  may  produce  decere- 
brate rigidity. 

The  last  of  the  cardinal  signs  in  transtentorial 
herniation  is  a change  in  the  level  of  conscious- 
ness progressing  to  coma.  The  reticular  activat- 
ing system  of  the  midbrain  serves  to  maintain 
consciousness.  Compression  of  the  midbrain,  or 
a decrease  in  its  blood  supply  due  to  herniation, 
threatens  consciousness.  The  Glasgow  Coma 
Scale  was  developed  in  1974  as  a rating  scale  that 
assesses  eye  opening,  best  verbal  response,  and 


best  motor  response  to  predict  outcome  of  injury^ 
(Table  1).  A score  of  8 or  less  out  of  15  consti- 
tutes a severe  head  injury.  Of  severely  head  in- 
jured cases  admitted  to  the  hospital,  between 
40%  and  50%  die.® 

Care  of  the  patient  with  a head  injury  must 
begin  immediately  after  trauma  with  rapid  resus- 
citation at  the  accident  site.  Airway  and  breath- 
ing must  be  immediately  assessed.  For  a coma- 
tose patient,  intubation  with  hyperventilation  is 


Figure  3.  Lumbar  CT  scan  demonstrating  L-1  burst  fracture. 


AAARCH,  1990 


121 


Figure  4.  Curve  B represents  the  pressure-volume  relationship  of 
compliance. 


indicated.  External  hemorrhage  must  be  con- 
trolled, and  any  hypotension  reversed.  Adequate 
intravenous  access  is  critical.  With  acute  head  in- 
jury with  clinical  signs  indicating  increased  intra- 
cranial pressure  and  herniation,  the  goal  of  treat- 
ment is  to  promptly  normalize  the  intracranial 
pressure  and  reverse  the  intracranial  shift,  while 
maintaining  cerebral  perfusion.  Cerebral  perfu- 
sion pressure  is  defined  as  the  systemic  mean  ar- 
terial blood  pressure  minus  the  intracranial  pres- 
sure. 

The  pressure  may  be  relieved  by  reducing  the 
volume  of  any  of  the  intracranial  components. 
Hyperventilation  is  one  of  the  most  effective 
means  of  controlling  increased  intracranial  pres- 
sure. It  exerts  its  effect  by  constricting  cerebral 
vessels  to  reduce  cerebral  blood  flow  and  vol- 
ume. Cerebral  blood  flow  decreases  by  2%  per 
mm  Hg  change  in  PaC02.^  The  peak  effect  of  hy- 
perventilation occurs  within  2 to  30  minutes.  The 
PaC02  should  be  maintained  at  25  to  30  mm  Hg. 
If  Paco2  decreases  to  less  than  20  mm  Hg,  blood 
flow  may  not  be  sufficient  to  support  brain  me- 
tabolism. Hyperosmolar  agents  are  used  to  set 
up  an  osmotic  gradient  to  drive  water  from  the 
brain  to  plasma,  and  also  to  inhibit  cerebrospinal 
fluid  production.  Mannitol  is  commonly  used,  and 
is  dosed  at  1 to  2 gm/kg  body  weight.  Serum  os- 
molarity  is  monitored  to  guide  therapy.  An  os- 
motic gradient  of  only  10  mosm/L  is  effective  in 
reducing  intracranial  pressure. Since  serum  os- 
molarity  of  350  mosm/L  can  cause  coma  and 
death,  mannitol  administration  is  inadvisable  at 
levels  greater  than  320  mosm/L.  Fluid  restriction 
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is  commonly  used  in  coordination  with  hyper- 
osmolar therapy.  Electrolytes  must  be  monitored 
to  prevent  dehydration  and  hypernatremia  due 
to  osmotic  diuresis.  Barbiturate  coma  is  occa- 
sionally used  if  intracranial  hypertension  is  diffi- 
cult to  control.  Pentobarbital  sodium  is  given  in- 
travenously at  a dose  of  3 to  5 mg/kg  in  divided 
doses  to  reach  a concentration  of  2.5  to  4.0  mg/ 
dl.  Intracranial  pressure  is  maintained  at  less  than 
15  mm  Hg,  and  cerebral  perfusion  pressure  is 
maintained  at  greater  than  50  mm  Hg.  Barbitu- 
rates decrease  cerebral  metabolism,  cerebral 
blood  flow  and  volume,  and  intracranial  pres- 
sure. Arterial  hypotension  is  a potential  side  ef- 
fect, and  can  usually  be  controlled  with  concur- 
rent administrations  of  intravenous  pressor  agents 
such  as  dopamine. 

The  CT  scan  can  be  used  to  diagnose  in- 
creased intracranial  pressure.  The  most  reliable 
sign  is  effacement  of  the  third  ventricle  and  peri- 
mesencephalic  cisterns.  The  CT  scan,  however, 
does  not  give  any  indication  of  the  level  of  the 
pressure.  Intracranial  pressure  monitoring  can 
ensure  adequate  cerebral  perfusion  pressure  by 
giving  accurate  values  for  intracranial  pressure. 
Monitoring  is  appropriate  for  any  head  injury 
patient  who  is  comatose  on  arrival  to  the  emer- 
gency room  and  remains  comatose. 

Steroids  have  also  been  used  in  the  past  to  de- 
crease intracranial  pressure.  Recent  studies,  ^ 
however,  have  not  shown  evidence  of  effective-  I 
ness.  High  dose  dexamethasone  was  found  to  ! 
have  no  more  beneficial  effect  than  placebo  on  . 
intracranial  pressure,  and  it  may  increase  the  risk  ^ 


TABLE  1 

THE  GLASGOW  COMA  SCALE 


Modality 


Response 


fr 

Score  I 


Eye  opening  Spontaneous  4 

To  Speech  3 

To  Pain  2 

None  1 

Best  verbal  response  Oriented  5 

Confused  4 

Inappropriate  words  3 

Incomprehensible  sounds  2 

None  1 

Best  motor  response  Obeys  commands  6 

Localizes  pain  5 

Flexion  withdrawal  4 

Abnormal  flexion  3 

Abnormal  extension  2 

None  1 

Total  response  15 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


4 


of  infection. Sedatives  are  withheld  because  of 
their  dilatory  effect  on  vasculature  and  their  in- 
terference with  the  neurologic  examination.  An- 
esthetics given  to  patients  with  underlying  hypo- 
volemia may  result  in  hypotension  and  further 
insult,  and  paralyzing  agents  should  be  used  with 
caution  during  mechanical  ventilation  since  they 
make  neurologic  examination  impossible  to  per- 
form. Vercuronium  (Norcuron)  is  recommended 
over  pancuronium  (Pavulon)  because  of  its 
shorter  half-life.  Aspirin  is  withheld  to  guard 
against  any  predisposition  to  intracranial  hemor- 
rhage. 

The  above  case  demonstrates  the  importance 
of  rapid  treatment  of  the  patient  with  a head  in- 
jury. The  patient  was  rapidly  moved  from  the  in- 
jury site  by  helicopter  to  a trauma  center,  and 
was  stabilized  by  a systematic  approach.  Hyper- 
ventilation and  hyperosmolar  therapy  with  fluid 
restriction  were  begun  after  a clinical  diagnosis 
of  intracranial  hypertension  was  made.  A multi- 
disciplinary team  of  trauma  surgeons,  orthopedic 
surgeons,  and  neuorosurgeons  was  used  to  eval- 


uate her  injuries.  After  less  than  one  hour  of  hy- 
perventilation and  hyperosmolar  therapy,  her- 
niation was  relieved  as  evidenced  by  equal  and 
reactive  pupils.  The  patient  remained  neurologi- 
cally  stable  throughout  the  remainder  of  her  hos- 
pital course. 
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Diagnosis  of  Acoustic  Neuroma 
By  Magnetic  Resonance  Imaging 


RAYMOND  MASSENGILL,  JR.,  Ed.D.;  WILLIAM  JOHNSTONE,  M.D.;  and 

JEFFREY  ROBBINS,  M.D. 


“The  acoustic  neuroma  represents  between  one 
and  two  percent  of  all  intracranial  tumors.  These 
are  histologically  benign,  and  may  occur  in  any 
portion  of  the  auditory  nerve  . . . With  increas- 
ing growth  there  may  be  involvement  of  the  fa- 
cial nerve  with  ensuing  paralysis,  and  an  increas- 
ing disequilibrium  from  involvement  of  the 
vestibular  nerve. 

In  the  past,  Bekesy  audiometry  has  assisted  the 
otologist  and  audiologist  in  determining  the  site 
of  the  lesion. 2 It  has  been  pointed  out  that  “re- 
cent investigations  have  shown  that  such  tumors 
are  not  associated  with  uniform  audiometric  pat- 
terns as  was  formerly  believed,  particularly  at 
early  stages.”^  A team  approach  utilizing  neuro- 
logic, audiologic,  and  radiographic  information 
can  be  most  useful  in  the  diagnosis  of  these  tu- 
mors.' This  paper  focuses  on  the  radiologic  eval- 
uation of  the  acoustic  neuroma. 

Radiologic  Evaluation 

The  radiologic  evaluation  of  patients  with 
symptoms  referable  to  a potential  posterior  fossa 
lesion  is  now  initiated  with  magnetic  resonance 
imaging  (MRI)  of  the  posterior  fossa  and  supra- 
tentorial structures,  which  is  both  quicker  and 
relatively  less  invasive  than  CT  air  cisternogra- 
phy. Its  sensitivity  is  well  demonstrated  to  be 
greater  than  that  of  CT  in  detecting  pathologic 
lesions'*;  further,  the  absence  of  bone  streak  ar- 
tifact, found  in  CT,  certainly  improves  the  over- 
all soft  tissue  detail.  This  is  true  both  with  intra- 
axial  and  extra-axial  lesions. 

More  recently  the  widespread  availability  of  a 
standard  MR  contrast  agent  (Gadolinium-DTPA) 
has  further  increased  the  sensitivity  for  the  de- 
tection of  abnormal  enhancement  in  normal-sized 
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cranial  nerves. The  standard  advantages  of  MR 
also  include  the  availability  of  multiple  planes  of 
view  and  the  lack  of  ionizing  radiation.  Figures 
1-4  show  aspects  of  the  radiologic  evaluation  for 
the  acoustic  neuroma.  These  figures  dramatically 
demonstrate  the  diagnostic  supremacy  of  MRI 
even  over  the  sophisticated  CT  scan. 

Comment 

Traditional  training  has  taught  us  that  patients 
with  unilateral  sensorineural  hearing  loss,  unilat- 
eral tinnitus,  or  unexplained  dizziness  or  vertigo, 
or  combinations  thereof,  were  deemed  acoustic 
neuroma  suspects.  As  such,  they  were  deserving 
of  neuro-otologic  physical  examination,  audio- 
vestibular  testing,  and  standard  radiologic  views 
of  the  internal  auditory  canals.  If  after  such  test- 
ing, acoustic  neuroma  suspicions  remained  high, 
diagnosticians  turned  to  further  radiologic  eval- 
uations to  confirm  or  refute  one’s  clinical  con- 
cerns. 

In  the  late  1960s  and  early  1970s,  the  hypocy- 
cloidial  polytomographic  examination  of  the  in- 
ternal auditory  canal  was  probably  the  most  fre- 
quently employed  study,  and  for  its  time  offered 
a modest  probability  of  diagnostic  success  with 
absence  of  risk  and  minimal  expenditure;  it  was, 
however,  far  from  definitive.  The  ultimate  study 
of  this  era  was  the  posterior  fossa  myelogram,^ 
which  was  indeed  invasive  and  with  definite  mor- 
bidity, but  it  was  the  only  technique  with  the 
ability  to  demonstrate  small  intracanalicular  tu- 
mors. Pneumoencephalography  and  arteriog- 
raphy were  ancillary  procedures  less  frequently 
employed.  As  we  entered  the  1980s,  CT  rapidly 
usurped  the  role  of  being  the  preeminent  radio- 
logic  diagnostic  modality.  The  basic  study  was  and 
remains  the  high-resolution  CT  of  the  internal 
auditory  canals  using  extended  scale  and  “bone 
algorithm”  techniques.^  To  obtain  greater  defi- 
nition and  increased  accuracy  of  diagnosis,  infu- 
sion studies  of  the  cerebellopontine  cisterns  and 
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Figure  1.  A 10-mm  thick  CT  image  of  the  brain  at  the  level  of  the 
internal  auditory  canal.  Arrow  points  to  the  area  of  nonvisualized 
acoustic  neuroma.  Notice  the  multiple  artifacts  from  the  torcula  and 
from  the  petrous  bones. 


Figure  2.  Unenhanced  Ti-weighted  axial  image  at  the  same  level  as 
the  CT  image.  The  arrow  demonstrates  the  acoustic  neuroma  which 
has  a lower  signal  intensity  than  the  adjacent  pons  and  cerebellum. 


Figure  3.  Axial  Ti-weighted  MR  study  following  the  administration  of 
intravenous  Gadolinium-DTPA. 


Figure  4.  Coronal  Ti-weighted  MR  study  at  the  level  of  the  internal 
auditory  canal,  again  following  intravenous  Gadolinium-DTPA.  The 
distortion  of  the  midbrain  and  the  inferior  extent  of  the  acoustic  neu- 
roma are  well  demonstrated. 
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gaseous  or  opaque  cisternography  were  often 
added  to  the  basic  CT  study.  The  CT  scan  and 
its  several  variations  represented  a noteworthy 
refinement  and  significant  advance  in  our  ability 
to  locate  earlier,  smaller  and  relatively  occult 
neuromas.  CT  scanning  was  indeed  a sophisticat- 
ed diagnostic  tool,  and  it  was  the  best  we  had 
until  the  appearance  and  availability  of  clinical 
MRI.  It  may  be  said  as  a fair  assessment  of  cur- 
rent sentiment  that  the  MRI  performed  with  thin 
and  contiguous  sections  has  replaced  CT  as  the 
study  of  choice  for  the  diagnosis  of  acoustic  neu- 
romas.^ The  overwhelming  attribute  of  MRI  is  its 
ability  to  diagnose  tumors  of  almost  any  size 


without  ionizing  radiation,  in  a noninvasive  man- 
ner, with  multiplanar  display.  A negative  MRI 
study  is  our  most  reliable  reassurance  that  an 
acoustic  neuroma  is  not  present.  r ^ 
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HELP  FOR  IMPAIRED  PHYSICIANS 


Through  its  Committee  on  Impaired  Physicians,  TMA  helps  doctors  who  are  suffer- 
ing from  alcoholism  and  drug  addiction.  The  thrust  of  the  program  is  rehabilitative, 
not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise 
in  these  areas,  some  from  personal  experience.  Effective  treatment  for  these  illnesses 
is  achieved  most  easily  when  the  disease  is  detected  early  and  family,  friends,  and 
associates  are  urged  to  avoid  misguided  sympathy  which  enables  the  condition  to 
deteriorate. 

HELP  US  TO  HELP 

Call  the  TMA  Impaired  Physician  Program  (615)  327-2711;  outside  Nashville  call 
collect.  Phone  service  available  around  the  clock. 
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FAMILY  PRACTICE. 

A REWARDING  EXPERIENCE  IN 
ARMYMEDKINE. 

The  Army  has  more  soh 
diers  with  families  than  ever 
before.  So  when  you  join  the 
Army  Medical  Team  as  a Fam- 
ily  Practitioner,  expect  to 
spend  most  of  your  time  serv- 
ing  not  only  soldiers,  but  their 
spouses  and  children,  too. 

What  s more,  vou  won’t  have 
to  worry  about  the  paperwork, 
malpractice  insurance  pre- 
miums,  or  the  costs  incurred 
in  running  a private  practice. 

Expect  to  work  in  a 
highly  challenging  and  varied 
environment.  Working  with  a 
team  of  highly  trained  profes- 
sionals,  you  can  receive 
assignments  almost  anywhere 
in  the  United  States;  the  Army  offers  the  largest  svstem  of  comprehensive 
health  care  in  the  nation.  Familv  Practice  positions  are  also  available  overseas, 
in  Germany  and  Korea. 

The  benefits  package  available  to  Army  Family  Practitioners  is  quite 
attractive.  You’ll  receive  30  days  paid  vacation,  opportunities  to  continue  edm 
cation  and  conduct  research,  a chance  to  travel,  and  reasonable  work  hours. 

All  in  all,  your  Army  Familv  Practice  will  be  a rewarding  experience.  Not 
only  for  you,  but  for  Army  families,  too.  Talk  to  your  Army  Medical  Depart' 
ment  Counselor  for  more  information. 

ARMY  MEDICINE 
MID-MEMPHIS  TOWER  BUILDING 
1407  UNION  AVENUE.  SUITE  702 
MEMPHIS.  TN  38104 
CALL  COLLECT:  (901 ) 725-585 1 

ARMY  MEDICINE.  BE  AUYOU  CAN  BE. 
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AM  A 1989  Interim  Meeting  Report 


Strengthening  the  American  Medical  Association — 
Fiscal  Responsibility  and  Oversight 


Background.  At  each  meeting  of  the  Board  of 
Trustees,  the  Finance  Committee  reviews  the  financial 
statements,  investment  reports,  membership  of  the 
Association  and  receives  an  economic  status  forecast. 
In  addition,  the  AMA  has  employed  outside  auditors 
who  annually  provide  the  Board  with  an  analysis  of 
AMA  finances  and  financial  transactions  to  assure  that 
financial  policies  and  procedures  are  being  followed 
and  that  controls  are  adequate.  The  Finance  Commit- 
tee reports  its  findings  and  recommendations  to  the 
full  Board.  Similar  information  is  provided  to  Refer- 
ence Committee  F of  the  House  of  Delegates  quar- 
terly. 


See  editorial  comment  in  this  issue. 


The  AMA  received  an  inquiry  from  Chicago  media 
on  Oct.  16,  1989,  concerning  certain  AMA  financial 
matters.  AMA  staff  began  an  investigation  of  the  mat- 
ters. One  of  those  financial  matters  concerned  a 1987 
payment  by  the  AMA  to  Whalen  M.  Strobhar,  then 
AMA  Chief  Operating  Officer.  Strobhar  had  informed 
John  E.  Turner  of  AMA  Advisors  on  Oct.  15,  1987, 
that  money  from  his  Executive  Variable  Benefit  Plan 
(EVBP)  money  market  investment  had  been  trans- 
ferred into  the  stock  market  and  demanded  that  it  be 
returned  to  the  money  market  fund.  The  EVBP  was  a 
deferred  compensation  plan  available  to  senior  AMA 
executives  which  has  since  been  terminated.  Strobhar 
contended  that  the  AMA  had  made  an  error  in  the 
transfer  and  that  he  deserved  to  be  made  whole  for 
losses  he  incurred  in  the  stock  market  decline.  Be- 
cause transfers  were  only  allowed  at  month’s  end, 
Strobhar,  with  Turner’s  support  for  the  claim  of  error, 
sought  and  received  approval  from  Executive  Vice 
President  James  H.  Sammons,  M.D.,  for  a mid-month 


This  is  AMA  Board  of  Trustees  Report  QQ,  submitted  to  the 
House  of  Delegates  at  its  Interim  Meeting  in  Hawaii  in  December 
1989. 
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transfer  and  reimbursement  for  his  losses  based  upon 
the  claim  of  AMA  error.  Strobhar  was  reimbursed 
$353,826  and  the  Board  of  Trustees  was  not  informed 
of  the  transaction. 

The  results  of  the  staff  investigation  of  this  inci- 
dent, including  facts  contradicting  Strobhar’s  claims, 
were  presented  via  conference  call  to  the  Board  of 
Trustees  by  the  Executive  Vice  President  and  the 
General  Counsel  on  Oct.  26,  1989. 

On  Oct.  27,  1989,  Strobhar  resigned,  saying  he 
would  repay  the  $353,826  with  interest.  On  Oct.  28, 
1989  an  article  about  the  Strobhar  matter  appeared  in 
the  Chicago  Sun-Times.  Strobhar  has  not  yet  repaid 
the  funds. 

This  event  focused  the  collective  and  very  substan- 
tial concern  of  the  Board  on  the  adequacy  of  the 
AMA’s  fiscal  policies,  audit  procedures  and  reports, 
financial  information  regularly  available  to  the  Board, 
and  specific  events  reflecting  AMA  financial  transac- 
tions. 

Board  Actions.  On  Oct.  28,  1989,  the  Board  re- 
tained the  firm  of  Jenner  & Block  as  independent  le- 
gal counsel,  directing  that  an  independent  investiga- 
tion be  conducted  and  a report  made  to  the  Board 
concerning  reimbursement  from  the  AMA  Reserve 
Funds  to  the  EVBP  account  of  Whalen  M.  Strobhar 
for  losses  incurred  during  the  period  Oct.  1 through 
Oct.  20,  1987.  The  Chairman  also  called  a special 
meeting  of  the  Board.  Jenner  & Block  began  its  inves- 
tigation the  following  morning. 

A special  meeting  of  the  Board  was  conducted  on 
Nov.  2,  1989,  at  which  time  an  interim  confidential 
report  of  the  independent  legal  counsel  was  presented 
to  the  Board.  The  Board  authorized  Jenner  & Block 
to  continue  its  investigation  and  to  review  all  financial 
information  it  deemed  appropriate.  Further,  the  Board 
authorized  Jenner  & Block  to  retain  the  services  of 
outside  accountants  and  to  undertake  comprehensive 
reviews  of  the  financial  controls  of  the  AMA,  the 
structure,  functions  and  information  systems  needed 
by  the  Board  and  its  committees,  and  the  relationships 
between  the  EVP  and  the  Board  of  Trustees  and  its 
committees. 
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Background.  A Nov.  19,  1989,  Sun-Times  article 
disclosed  the  fact  of  a loan  authorized  by  Dr.  Sam- 
mons to  a deputy  executive  vice  president,  Richard  A. 
Noffke,  for  the  purchase  by  Noffke  of  a home.  The 
AMA  secured  the  loan  with  a mortgage  on  the  home. 
After  Noffke’s  termination  by  the  AMA,  he  failed  to 
pay  the  loan  as  required  and  the  AMA  foreclosed  on 
the  loan.  The  Board  was  not  informed  of  the  loan  or 
the  foreclosure  litigation. 

Board  Actions.  The  Board  directed  a broad  expan- 
sion of  Jenner  & Block’s  investigation  into  the  finan- 
cial affairs  of  the  Association,  including  the  matter  of 
the  AMA  loan  to  Richard  Noffke. 

On  Nov.  20,  1989,  the  Board  directed  that  the  EVP 
enter  into  no  financial  arrangements  or  dealings  on 
behalf  of  the  Association  with  any  employee  or  former 
employee  where  the  arrangement  is  extraordinary  in 
nature  or  involving  a substantial  amount  of  funds 
without  express  consent  of  the  Chairman. 

The  Board  met  in  executive  session  Nov.  29,  1989, 
and  received  Jenner  & Block’s  report  on  its  investiga- 
tion of  the  Strobhar  and  Noffke  matters,  its  conclu- 
sions, and  recommendations.  The  Board  intends  to 
maintain  the  confidential  and  privileged  nature  of  that 
report. 

In  summary,  the  Board  finds  that: 

• The  AMA  personnel  actions  accepting  the  resig- 
nations of  Whalen  M.  Strobhar  as  President  of  AMA 
Services,  Inc.  and  John  E.  Turner  as  Executive  Vice 
President  of  AMA  Advisors  were  appropriate. 

• Dr.  Sammons  authorized  the  transfer  of  AMA 
Reserve  Funds  to  the  EVBP  account  of  Whalen  M. 
Strobhar  and  authorized  a loan  of  AMA  funds  to 
Richard  A.  Noffke. 

• In  engaging  in  financial  transactions  of  this  mag- 
nitude, the  EVP  acted  within  the  scope  of  his  author- 
ity existing  at  the  time  of  his  actions.  In  doing  so, 
however,  in  both  instances  the  EVP  failed  to  follow 
the  usual  fiscal  policies  and  procedures  in  existence  and 
known  to  him  at  the  time  of  his  actions.  The  EVP 
failed  to  assure  that  an  internal  investigation  into  the 
Strobhar  EVBP  error  was  undertaken  in  1987.  The 
EVP  also  failed  to  communicate  both  of  these  extraor- 
dinary financial  decisions  to  the  Board  of  Trustees. 

The  following  actions  have  been  taken  by  the  Board 

to  assure  the  continued  exercise  of  its  fiduciary  re- 
sponsibilities: 

• Jenner  & Block  will  continue  its  broad  investi- 
gation and  expand  it  as  they  recommend  and  the  Board 
deems  necessary,  and  will  report  to  the  Board. 

• AMA  General  Counsel  has  been  directed  to  con- 
tinue to  take  all  appropriate  action  necessary  to  re- 
cover any  and  all  funds  due  the  AMA.  It  is  unlikely 
that  there  will  be  full  recovery  of  funds  lost  from  the 
Noffke  transaction. 

• To  strengthen  Board  oversight  of  the  Association 
and  to  define  limitations  of  EVP  authority,  there  will 


be  a restructuring  of  Board  committees  to  include:  A 
Finance  Committee  with  broad  authority  to  review  and 
monitor  the  fiscal  policies,  procedures,  and  finances  of 
the  Association.  An  Audit  Committee  to  review  and 
monitor  the  auditing  activities  of  the  Association.  A 
Compensation  Committee  to  review  performance  and 
authorize  the  compensation  of  senior  staff. 

• The  Board  directed  that  new  outside  auditors  be 
retained  for  1990. 

• The  Board  recognized  the  strong  leadership  of 
and  contributions  to  the  Association  by  Dr.  James  H. 
Sammons  since  he  became  EVP  in  1974. 

• To  improve  the  operation  of  the  AMA,  the  Board 
will  formulate  and  institute  specifically  defined  limits 
upon  the  authority  of  the  EVP  in  respect  to  monetary, 
compensation,  and  health  policy  matters  to  conform  to 
the  exercise  of  the  Board’s  fiduciary  responsibilities. 

• All  expenditures,  unless  otherwise  budgeted,  in 
excess  of  $100,000  shall  be  approved  by  the  Chairman 
of  the  Board. 

• AMA  policies  on  providing  loans  to  employees 
shall  be  evaluated  and  defined  by  the  Board. 

• The  Board  reaffirmed  the  value  of  the  present 
activity  of  Reference  Committee  F,  a special  reference 
committee  of  the  House  of  Delegates  meeting  quart- 
erly with  the  Finance  Committee,  to  maintain  uniform 
financial  communication  as  previously  directed  by  the 
House. 

Noting  that  Dr.  Sammons  had  previously  planned 
to  retire  from  his  position  as  Executive  Vice  President 
and  leave  the  employment  of  the  AMA  on  March  31, 
1991,  when  his  current  contract  expires,  the  Board  ac- 
cepted his  decision.  To  assure  an  orderly  transition  in 
administrative  leadership,  a search  process  will  imme- 
diately begin  to  identify  a successor  for  the  position  of 
AMA  Executive  Vice  President. 

The  Board  will  continue  the  development  and  re- 
finement of  these  policies  and  will  report  the  findings 
of  its  continuing  investigation  and  its  further  actions  to 
the  House  at  the  1990  Annual  Meeting.  At  the  conclu- 
sion of  the  investigation,  the  Board  will  provide  a full 
accounting  to  the  House  of  Delegates.  r ^ 
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Address  of  the  AMA  Executive  Vice  President 

JAMES  H.  SAMMONS,  M.D. 


For  over  30  years  now  I have  been  in  this  House  in 
one  way  or  another.  I sat  out  there  with  you  for  the 
first  15  of  those  years  in  various  positions,  and  I have 
been  sitting  over  there  next  to  a series  of  chairmen  as 
your  Executive  Vice  President  for  the  last  15  years.  I 
have  enjoyed  every  minute  of  it.  I can  truthfully  say 
that  the  AMA  has  been  my  life. 

We  have  a lot  of  work  to  get  done  this  week,  so  I 
am  going  to  be  very  brief.  But  I would  ask  you  to 
indulge  me  some  deeply  felt  personal  observations. 

I would  like  to  discuss  three  things  in  these  re- 
marks— the  American  health  care  system,  the  Ameri- 
can Medical  Association,  and  myself.  I would  like  those 
of  you  who  may  have  doubts  to  be  reassured  in  all 
three  areas. 


See  editorial  comment  in  this  issue. 


Let’s  take  the  most  important  issue  first — the 

American  health  care  system.  Make  no  mistake  about 
it,  we  are  right  to  defend  our  system.  Here  in  the 
United  States  we  provide  the  highest  level  of  medical 
care  known  anywhere  in  the  world.  To  put  it  very  sim- 
ply, we  save  lives  that  would  be  lost  anywhere  else.  So 
as  we  seek  to  strengthen  our  system’s  ability  to  meet 
the  nation’s  cost  and  access  expectations,  and  we  must 
do  that  with  all  of  our  creative  energies,  we  must  also 
never  lose  sight  of  the  system’s  basic  value,  its  basic 
quality.  And  we  must  be  sure  that  Americans  do  not 
just  take  it  for  granted.  . . . 

Now  let  me  say  something  about  the  AMA,  and  I’ll 

borrow  from  Mark  Twain.  Reports  of  the  demise  of 
the  AMA  influence  are  highly  premature.  We,  the 
AMA,  are  easy  to  criticize  because  we  are  a big 
American  institution  that  has  wielded  great  power,  and 
we  are  operating  in  a climate  that  is  hostile  to  anything 


This  address  was  delivered  to  the  AMA  House  of  Delegates  at  its 
Interim  Meeting  in  Hawaii  in  December  1989. 
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that  is  perceived  to  benefit  physicians.  But  I assure 
you  we  are  still  the  dominant  player  in  health  care  pol- 
itics and  health  care  education  in  this  country.  We  may 
not  like  the  package  of  Medicare  reforms  that  has  just 
been  passed  but  it  would  have  been  a heck  of  a lot 
worse  without  the  AMA.  The  compromise  that  passed 
Congress,  no  matter  what  you  are  told,  does  not  in- 
clude the  punitive  expenditure  targets  that  were  origi- 
nally proposed.  It  does  not  include  mandatory  assign- 
ment, and  it  does  not  turn  physicians  into  employees 
of  the  government.  AMA  lobbying,  including  the  or- 
ganized grass  roots  support  from  physicians  all  over 
this  country — counties,  states,  specialty  societies — that’s 
what  made  the  difference. 

Washington  insiders  recognize  that  difference  in  our 
effectiveness.  It  was  just  a year  ago  that  an  inside 
Washington  political  journal — The  Washington  Report 
on  Medicine  and  Health — said  this,  and  I quote: 
“Things  may  be  splintered  in  the  hinterlands,  but  in 
Washington,  AMA  still  enjoys  a decided  advantage. 
Smaller  groups  have  their  own  agendas  and  lobbyists, 
but  AMA  is  the  big  dog  in  the  policy-influencing 
block.”  In  a poll  of  congressional  staffers  this  year,  a 
leading  political  pollster  found  that  the  AMA  is  again 
considered,  and  I quote:  “one  of  the  top  five  organi- 
zations most  effective  in  achieving  legislative  goals.” 

We  have  to  be  realistic  about  all  this,  and  it  is  tough 
when  you  have  to  measure  your  victories  in  terms  of 
the  “worse  things  that  might  have  happened.”  But  that 
is  the  environment  we  are  living  in  now.  At  some  point 
we  hope  to  turn  that  around.  I believe  the  pendulum 
will  swing  back.  Don’t  give  up. 

And  take  heart  in  the  fact  that  AMA  influence  is 
felt  outside  of  the  Washington  beltway  in  ways  that 
may  be  even  more  important.  Another  story  in  the 
paper  last  week — this  one  the  lead  story  on  the  front 
page  of  the  New  York  Times — told  of  the  break- 
through discovery  that  certain  vitamins  can  help  pre- 
vent birth  defects.  And,  as  is  frequently  the  case,  in 
the  second  paragraph  of  the  story  it  was  noted  that  the 
discovery  had  been  reported  in  an  article  in  the  Jour- 
nal of  the  American  Medical  Association.  This  kind  of 
medical  education  is  provided  by  AMA  every  week  of 
every  year. 
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Now  and  of  least  importance,  let  me  talk  about  me. 

One  of  our  Chicago  papers  has  reported  within  the 
last  month  on  two  AMA  incidents,  both  of  which  in- 
volve payments  to  key  AMA  employees  which  I au- 
thorized without  informing  the  Board.  The  first  in- 
volved an  act  of  what  we  now  believe  may  have  been 
deception  by  a former  trusted  AMA  executive.  The 
other  payment  was  a short-term  loan  secured  by  prop- 
erty requested  by  a senior  executive  who  needed  to 
relocate. 

The  manner  in  which  I carried  out  these  decisions 
was  wrong.  I want  to  make  it  absolutely,  perfectly  clear 
that  these  decisions  were  mine  alone.  I accept  the  re- 
sponsibility for  the  errors  and  the  changes  that  are 
needed  to  prevent  their  recurrence.  I deeply  regret  the 
distress  and  concern  that  this  has  caused.  I endorse  the 
creation  of  the  new  Board  committees  outlined  in  Re- 
port QQ  and  the  closer  communication  and  control 
they  will  provide.  I know  many  of  you  have  questions 
that  you  do  not  yet  consider  have  been  answered.  I 
will  be  available  in  Reference  Committee  F for  as  long 
as  it  lasts  to  answer  all  the  questions  you  choose  to 
put  to  me  to  the  very  best  of  my  ability  and  the  best 
of  my  knowledge. 

In  retrospect,  I clearly  recognize  that  I failed  to  fol- 
low appropriate  procedures  in  these  two  incidents. 
There  is  no  question  about  that  whatsoever.  However, 
in  my  15  years  as  Executive  Vice  President,  I have 
made  many  difficult  decisions  that  I believe  were  cor- 
rect. I believe  they  were  correct  because  together  dur- 
ing those  15  years  we,  all  of  us,  have  made  this  Asso- 
ciation grow  from  a $25  million  organization  that  could 
not  meet  its  payroll  to  an  organization  with  total  assets 
of  over  $193  million,  including  $125  million  in  re- 
serves. I am  pleased  that  together  we  turned  around 
the  U.S.  Congress  on  the  ET  issue  and  now  have 
congressional  approval  for  the  RBRVS.  I am  pleased 
that  our  AMA  journals  are  now  published  around  the 


world  in  13  languages.  That  makes  us  the  largest  med- 
ical educator  on  earth.  I am  pleased  that  the  AMA 
continues  to  be  cited  as  the  authority  on  medical  treat- 
ment and  physician  issues,  and  that  the  AMA  is  con- 
sidered by  government  officials  in  the  last  analysis  as 
the  representative  of  medicine  on  legislative  issues. 

I hope  that  on  balance  my  contributions  outweigh 
my  mistakes.  In  16  months  my  contract  expires.  Al- 
most a year  ago  now,  I informed  the  Board  of  Trust- 
ees that  I would  not  seek  a new  contract  and  that  I 
intended  to  give  up  active  day-to-day  management  of 
the  Association  on  Dec.  31,  1990,  and  would  spend 
the  following  three  months  of  my  contract  making  a 
smooth  transition  to  my  successor. 

I would  like  to  leave  my  tenure  at  the  AMA  having 

helped  forge  over  the  next  year  a better  understanding 
about  health  care  in  this  country.  The  elements  of  that 
understanding  really  are  not  new  but  their  reaffirma- 
tion in  these  times  is  absolutely  critical. 

First,  physicians  are  above  all  else  professionals  who 
can  be  trusted  to  put  their  patients’  best  interests  above 
their  own. 

Secondly,  health  care  costs  in  this  country  will  con- 
tinue to  increase  if  the  health  of  our  citizens  is  to  con- 
tinue to  improve,  but  if  the  payors  in  this  country  will 
permit  a genuine  partnership  with  the  profession,  we 
can  greatly  enhance  the  cost  effectiveness  of  our  sys- 
tem. 

Third  and  last,  the  profession  must  absolutely  re- 
main unified  on  the  central  issues  of  patient  and  phy- 
sician autonomy.  AMA’s  role  is  not  to  dictate  but  to 
coordinate  and  to  build  a true  consensus  which  does 
reflect  the  best  thinking  of  all  of  the  profession. 

The  business  you  have  before  this  House  the  next 
few  days  will  get  us  started  in  achieving  that  under- 
standing. r'  ^ 
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AM  A 1989  Interim  Meeting  Report 


Address  of  the  Chairman 
AMA  Board  of  Trustees 

JOHN  R.  RING,  M.D. 


As  all  of  you  know  by  now,  the  Board  of  Trustees 
recently  learned  of  two  unusual  incidents  involving  the 
funds  of  the  Association.  A description  of  these  events 
and  your  Board’s  response  to  them  is  before  you  in 
Report  00. 


See  editorial  comment  in  this  issue. 


However,  I believe  it  is  necessary  for  the  Chairman 
of  your  Board  of  Trustees  to  speak  to  you  briefly  about 
this  situation.  And  I want  to  give  you  some  of  my  per- 
sonal thoughts. 

The  Board  acted  promptly  to  investgate  these  inci- 
dents by  retaining  independent  counsel.  The  investi- 
gation is  continuing.  I believe  that  we  have  confronted 
the  situation  directly,  and  we  are  continuing  this  thor- 
ough, in-depth  investigation  of  the  AMA’s  finances, 
not  because  we  have  any  reason  to  believe  that  other 
problems  will  be  revealed,  but  simply  because  it  is 
prudent  to  do  so.  I want  to  say  that  in  this  investiga- 
tion the  Board  and  its  legal  counsel  have  had  the  com- 
plete cooperation  of  the  AMA  staff. 

As  you  have  read  in  Report  QQ,  a number  of  ac- 
tions are  being  taken  to  ensure  the  Board’s  fiduciary 
responsibilities.  These  actions  range  from  restructur- 
ing the  Board’s  Finance  Committee — increasing  the 
Committee’s  ability  to  monitor  fiscal  policies  and  giv- 
ing it  new  ability  to  review  the  performance  and  com- 


This  address  was  delivered  to  the  AMA  House  of  Delegates  at  its 
Interim  Meeting  in  Hawaii  in  December  1989. 
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pensation  of  senior  staff — to  specifically  define  the  au- 
thority of  the  Executive  Vice  President  in  respect  to 
monetary  matters. 

The  Board  will  continue  the  development  of  policies 

to  strengthen  the  AMA  organizationally  and  to  pre- 
vent repetition  of  these  occurrences.  Members  of  the 
Board  of  Trustees  will  be  happy  to  respond  to  any 
questions  that  you  may  have  at  the  reference  commit- 
tee tomorrow.  Don’t  be  confused  about  the  “confi- 
dential report.’’  That  is  solely  the  lawyers  protecting 
their  work  product  from  discovery  if  there  is  litigation 
by  anyone  who  is  discussed  in  it.  We  will  provide  you 
in  the  reference  committee  with  anything  you  want  to 
know  about  any  of  these  events  whether  it  is  in  the 
report  or  not. 

On  a personal  note,  a number  of  you  have  asked 
me  about  my  feelings  regarding  these  events.  My  feel- 
ings are  regret  and  determination. 

I regret  that  while  I served  as  your  trustee  in  1987, 
when  the  first  of  these  incidents  occurred,  I did  not 
have  the  information  I needed  to  do  my  job  properly. 

And  I am  determined  that  no  Chairman  who  suc- 
ceeds me  will  ever  be  faced  with  the  frustrations  that 
I have  experienced  in  the  past  four  or  five  weeks.  It 
will  not  happen  again. 

It  is  our  plan  and  intent  to  complete  the  investiga- 
tion and  to  make  a complete  report  to  this  House  as 
quickly  as  we  can.  We  must  be  thorough — but  we  must 
also  get  on  with  our  business  of  addressing  the  chal- 
lenges facing  our  profession  and  our  patients  to  make 
sure  that  quality  care  continues  for  our  patients. 

I ask  you  to  study  Report  QQ  carefully — And  I ask 
you  to  regard  these  events  not  as  a disaster  but  as  an 
opportunity — Not  as  a threat,  but  as  a challenge — Not 
as  the  end,  but  as  a beginning.  r 
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THE  UNITED  STATES  ARMY  RESERVE 

HEALTH  CARE  PROFESSIONALS 
BONUS  TEST  PROGRAM 

$10,000  - $20,000  - $30,000 

The  1989  National  Defense  Authorization  Act  requires  that  the  Department  of 
Defense  conduct  a test  to  determine  the  effectiveness  of  a recruitment  bonus  to  attract 
health  care  professionals  to  the  Selective  Reserve  of  the  Army. 

The  Bonus  Test  Program  is  scheduled  to  begin  on  or  about  August  1,  1989  and  will  be 

offered  to  physicians  in  the  following  specialties; 

ANESTHESIOLOGY 
ORTHOPAEDIC  SURGERY 
and 

GENERAL  SURGERY 

(Including  selected  subspecialties) 

f 

I Applicants  must  be  board  certified  or  meet  all  requirements  for  board  candidacy  in  one 
' of  the  above  specialties. 

BONUS  ELIGIBILITY:  In  addition  to  meeting  all  criteria  for  appointment  as  a medical 
corps  officer  in  the  US  Army  Reserve,  Bonus  Test  applicants  must  be  civilians  and  if 

prior  service,  discharged  before  28  April  1989. 

I 

BONUS  AMOUNTS:  The  test  will  offer  $10,000  bonus  for  each  year  of  affiliation  with 
the  Selected  Reserve  of  the  Army,  up  to  a maximum  of  3 years.  Physicians  must 
!i:  choose  1,  2,  or  3 years  of  affiliation  at  time  of  application.  Bonuses  will  be  paid  annually 

at  the  beginning  of  each  year  of  agreed  affiliation. 

TEST  PARAMETERS:  The  design  of  the  test  stipulates  that  bonuses  be  offered  in 
certain  geographic  areas.  To  qualify,  applicants  must  reside  within  those  areas  at  the 

time  of  accession. 


TO  FULLY  DETERMINE  YOUR  ELIGIBILITY  FOR  THIS  PROGRAM 

PLEASE  CONTACT: 

ARMY  RESERVE  HEALTH  CARE  TEAM 
3606  AUSTIN  PEAY,  SUITE  313,  MEMPHIS,  TN  38128-3755 
OR  CALL:  (901)  388-9876  or  9877  COLLECT 


Trauma  Rounds 


Inverse  Ratio  Ventilation  for  Posttraumatic 
Respiratory  Failure 

BLAINE  L.  ENDERSON,  M.D. 


Acute  respiratory  failure  is  a common  complication 
that  may  occur  when  patients  sustain  significant  trau- 
ma. It  is  manifested  by  poor  oxygenation  and  de- 
creased pulmonary  compliance.  There  is  no  “cure”  for 
acute  respiratory  failure,  so  management  of  these  pa- 
tients consists  of  pulmonary  support  until  their  lungs 
heal.  Support  techniques  include  mechanical  ventila- 
tion and  increased  inspired  oxygen  concentrations,  both 
of  which  further  injure  the  lungs.  This  paper  presents 
a form  of  ventilatory  support,  inverse  ratio  ventilation 
(IRV),  that  may  provide  support  for  the  trauma  pa- 
tient with  acute  respiratory  failure  while  minimizing 
secondary  injury  to  the  lungs. 

Case  Report 

A 32-year-old  white  man  fell  from  a motor  vehicle  trav- 
eling at  approximately  60  mph.  He  was  taken  initially  to  a 
nearby  hospital  where  his  blood  pressure  was  84/70  mm  Hg, 
pulse  98/min,  and  respirations  22/min.  He  was  combative. 
After  resuscitation  was  begun  he  was  transferred  to  the  Uni- 
versity of  Tennessee  Medical  Center  via  helicopter.  Obvious 
injuries  included  a basilar  skull  fracture  and  bilateral  forearm 
fractures.  Upon  arrival  at  the  emergency  department  his  blood 
pressure  was  118  mm  Hg  systolic,  but  rapidly  fell  to  90  mm 
Hg.  Heart  rate  was  120/min.  He  was  breathing  20  times  per 
minute  and  moving  all  extremities,  but  he  was  combative  and 
uneooperative.  He  was  intubated,  paralyzed  with  Pavulon, 
and  rapidly  examined.  His  abdomen  was  distended  and  tense, 
and  his  blood  pressure  remained  low  despite  rapid  fluid  re- 
suscitation and  MAST  trousers.  Peritoneal  lavage  was  grossly 
positive  for  blood,  and  he  had  gross  bleeding  from  his  Foley 
catheter.  He  was  taken  immediately  to  the  operating  room 
for  exploration. 

There  were  multiple  lacerations  in  the  right  lobe  of  his 
liver  and  an  extraperitoneal  bladder  rupture.  The  liver  injury 
was  packed  and  the  bladder  rupture  was  repaired  and  drained. 
Blood  lost  during  the  procedure  was  replaced  by  15  liters  of 
lactated  Ringer’s  solution,  10  units  of  PRBCs,  10  units  of 
platelets,  and  4 units  of  FFP.  Postoperatively  he  was  trans- 
ferred to  the  critical  care  unit  with  a rapidly  deteriorating 
pulmonary  status.  Initial  ventilator  settings  included  a respi- 
ratory rate  of  12/min,  tidal  volume  of  800  cc,  inspired  oxygen 
concentration  of  100%,  and  positive  end  expiratory  pressure 
(PEEP)  of  15  cm  H2O.  His  peak  airway  pressures  were  68 
cm  H2O.  Despite  this,  his  blood  gases  revealed  a pH  of  7.08, 


From  the  Division  of  Trauma/Critical  Care,  University  of  Tennes- 
see Medical  Center  at  Knoxville. 


PCO2  of  49  mm  Hg,  Pa02  of  62  mm  Hg,  with  an  O2  saturation 
of  82%.  His  Pa02  to  Fi02  ratio  was  62. 

At  this  point  pressure  control  ventilation  was  started  with 
a set  peak  pressure  of  55  cm  H2O  to  achieve  a tidal  volume 
of  700  ce.  The  rate  was  increased  to  18/min.  The  I:E  ratio 
was  reversed  and  set  at  2.6:1,  and  the  PEEP  was  set  at  8 em 
H2O.  Over  the  next  five  hours  his  pulmonary  status  stabilized 
and  his  inspired  oxygen  coneentration  was  decreased’ to  50%. 
Despite  the  lower  Fi02  and  PEEP,  his  blood  gases  improved 
to  a pH  of  7.43,  PCO2  of  34  mm  Hg,  a PaOj  of  101  mm  Hg, 
with  98%  saturation.  He  remained  on  IRV  for  six  days.  On 
the  third  day  he  was  returned  to  the  operating  room  for  re- 
moval of  packs  and  placement  of  a feeding  tube.  After  six 
days  his  I:E  ratio  had  been  weaned  to  a 1:1  ratio  and  he  was 
converted  to  pressure  support  ventilation.  He  continued  to 
require  ventilatory  support,  and  underwent  a tracheostomy 
ten  days  later  to  assist  management.  Other  complications  in- 
cluded a wound  infection  with  abdominal  wall  necrosis  and 
necrotizing  pseudomonas  pneumonia  with  bacteremia.  He  was 
eventually  removed  from  the  ventilator  24  days  after  admis- 
sion. He  was  transferred  to  the  floor  the  next  day  and  was 
discharged  home  from  the  hospital  one  week  later. 

Discussion 

This  patient  had  a number  of  risk  factors  that  have 
been  described  as  predisposing  to  acute  respiratory 
failure.'  He  suffered  severe  injuries,  including  injuries 
to  both  the  abdominal  and  thoracic  cavities,  he  had  a 
period  of  shock  despite  resuscitation,  he  had  massive 
fluid  and  blood  resuscitation,  and  he  had  sepsis.  By 
the  time  he  arrived  in  the  critical  care  unit  he  had  clas- 
sic findings  of  acute  respiratory  failure,  including  poor 
oxygenation  despite  inspired  oxygen  concentration  of 
100%  and  a PEEP  of  15  cm  H2O  and  poor  pulmonary 
compliance  as  evidenced  by  his  high  peak  airway  pres- 
sures despite  relatively  small  tidal  volumes.  The  use  of 
PEEP  was  originally  described  by  Ashbaugh  in  1969, 
and  since  then  has  been  the  mainstay  of  treatment  of 
the  poor  oxygenation  associated  with  acute  respiratory 
failure.^ 

Unfortunately,  the  commonly  used  support  tech- 
niques have  also  been  shown  to  injure  the  lungs  in 
both  experimental  models  and  in  humans.  High  in- 
spired oxygen  concentrations  can  produce  a micro- 
scopic picture  in  the  lungs  identical  to  that  seen  in 
people  with  acute  respiratory  failure.^  High  airway 
pressures  have  also  shown  similar  pulmonary  injury.^ 
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Another  complication  of  high  airway  pressures  and 
PEEP  is  hemodynamic  compromise  due  to  decreased 
venous  return  to  the  heart.  These  pressures  may  also 
play  a role  in  the  pulmonary  barotrauma  that  may  be 
seen  in  these  patients. 

IRV  has  been  shown  in  studies  in  animals  and  in 
neonates  to  improve  oxygenation  while  simultaneously 
decreasing  inspired  oxygen  concentrations  and  peak 
airway  pressures. ^ It  has  been  used  previously  in  adults 
with  ARDS.^  IRV  is  a pressure  controlled  form  of 
ventilation  in  which  the  normal  I:E  ratio  is  reversed. 
By  limiting  the  amount  of  pressure  that  can  be  gener- 
ated, the  peak  airway  pressures  are  automatically  low- 
ered. However,  since  IRV  is  pressure  limited,  any  fac- 
tor that  decreases  pulmonary  compliance,  such  as  a 
change  in  position,  can  decrease  the  tidal  volume  de- 
livered. Therefore,  we  commonly  paralyze  and  sedate 
these  patients  to  prevent  changes  in  compliance  due  to 
the  patient  fighting  the  ventilator. 

Oxygenation  is  improved  initially  with  IRV  by  the 
increased  I:E  ratio.  The  prolonged  inspiratory  time 
helps  to  open  collapsed  alveoli,  probably  by  increasing 
mean  airway  pressure.  The  shortened  expiratory  phase 
prevents  unstable  alveoli  from  collapsing  prior  to  de- 
livery of  the  next  breath.  One  can  also  increase  peak 
airway  pressure  and  increase  PEEP.  All  three  of  these 
factors  will  have  the  overall  effect  of  increasing  mean 
airway  pressure.  The  overall  effect  is  seen  in  this  pa- 
tient— within  a matter  of  hours  inspired  oxygen  con- 
centration can  be  decreased  while  the  patient  has  a 
simultaneous  increase  in  arterial  PaOj. 

To  change  ventilation,  or  PCO2,  while  on  IRV,  one 
can  adjust  the  rate,  the  level  of  PEEP,  or  the  peak 
airway  pressure,  while  watching  the  effect  on  minute 
ventilation.  Frequently  with  IRV  one  will  find  that  by 
increasing  the  rate  there  is  actually  a decrease  in  min- 
ute ventilation  because  there  is  less  time  available  for 
the  patient  to  expire,  thus  the  Pco,  rises.  A decrease 
in  PEEP  will  allow  expiration  to  a lower  pressure,  in- 
creasing minute  ventilation,  however;  this  may  lead  to 
a worsening  of  oxygenation. 

We  use  a Siemens-Elema  900c  ventilator.  For  IRV 
the  patient  should  be  paralyzed  and  sedated;  the  I:E 
ratio  should  be  set  initially  at  a 1:1  ratio,  and  the  ven- 
tilator placed  on  pressure  control  mode.  The  peak  in- 
spiratory pressure  should  then  be  set  at  whatever  pres- 
sure is  desired  to  achieve  a given  minute  ventilation, 
preferably  at  a lower  peak  pressure  than  that  achieved 
on  conventional  volume  ventilation.  The  next  step  is 
to  decrease  the  inspired  oxygen  concentration  as  rap- 
idly as  possible  to  50%  or  less.  This  is  accomplished 
by  increasing  the  I:E  ratio  in  increments  while  contin- 
uously monitoring  oxygen  saturation.  As  long  as  O2 
saturation  remains  above  90%,  the  inspired  oxygen 
concentration  can  be  decreased  until  the  desired  Fi02 
is  achieved. 

Once  the  patient  has  become  stable,  he  is  weaned 
from  IRV  by  gradually  decreasing  the  I:E  ratio  until  it 
reaches  a 1:1.  At  that  point  muscle  relaxants  can  be 


reversed  while  monitoring  the  effects  on  respiratory 
and  hemodynamic  parameters.  The  ventilation  can  then 
be  converted  to  pressure  support  ventilation  and  the 
patient  gradually  weaned  by  decreasing  the  amount  of 
pressure  support  while  the  respiratory  rate  is  moni- 
tored, to  be  kept  at  less  than  25  to  30/min. 

This  form  of  ventilation  is  not  without  its  compli- 
cations. First,  it  is  fairly  time  and  labor  intensive  to 
apply.  It  is  best  done  using  the  computer  assisted  ven- 
tilation package  to  allow  continuous  monitoring  of  various 
respiratory  parameters  and  changes  in  pressure  and 
flow.  As  noted  above,  changes  in  common  parameters 
such  as  rate  do  not  always  have  the  expected  effect 
with  IRV.  It  is  also  a more  stable  form  of  ventilation 
when  the  patient  is  paralyzed  and  sedated,  which  makes 
it  difficult  to  monitor  neurologic  status.  In  two  of  our 
patients  who  have  required  prolonged  paralysis  for  IRV 
(a  month  or  more),  we  have  noted  the  development 
of  heterotopic  ossification  around  joints  despite  the  use 
of  passive  range  of  motion. 

The  other  complication  that  we  have  seen  in  these 
patients  is  development  of  barotrauma,  including  mul- 
tiple pneumothoraces.  These  pneumothoraces  appear 
insignificant  on  chest  x-ray  (i.e.,  loculated  anterior  or 
subpulmonic  pneumothoraces),  but  are  significant  from 
a hemodynamic  and/or  pulmonary  point  of  view  be- 
cause they  develop  tension  that  compromises  hemo- 
dynamic return  or  pulmonary  function. 

We  believe  this  barotrauma  is  related  to  one  of  two 
things.  First,  it  may  be  due  to  the  increase  in  mean 
airway  pressure,  which  is  achieved  on  IRV,  and  which 
we  feel  is  necessary  for  the  improvement  in  oxygena- 
tion. A more  likely  scenario,  however,  is  that  it  is  re- 
lated to  auto-PEEP,  which  may  develop  using  this  form 
of  ventilation.  Auto-PEEP  is  defined  as  “the  sponta- 
neous development  of  PEEP  at  the  alveolar  level  dur- 
ing mechanical  ventilation  due  to  insufficient  expira- 
tory time.”^  This  is  not  determined  by  the  level  of 
PEEP  dialed  in  on  the  machine,  but  rather  is  related 
to  the  expiratory  time.  When  IRV  is  begun  at  high  I:E 
ratios  (such  as  4:1)  and  high  respiratory  rates  (25  or 
30/min)  there  is  a decrease  in  expiratory  time  and 
probably  the  development  of  significant  auto-PEEP, 
which  is  not  easily  determined  from  the  machine.  Our 
current  protocol,  as  noted  above,  calls  for  starting  pa- 
tients on  an  I:E  ratio  of  1:1  and  gradually  increasing  it 
rather  than  beginning  at  a ratio  of  4:1  and  decreasing 
it.  We  also  begin  with  more  conventional  rates  of  ven- 
tilation, ranging  from  12  to  20.  Since  beginning  this 
protocol  we  have  seen  a decrease  in  barotrauma. 

IRV  offers  another  therapeutic  modality  that  may 
be  used  to  support  the  patient  with  acute  respiratory 
failure.  As  illustrated  here  it  provides  one  further  step 
that  can  be  used  to  keep  the  patient  alive  when  con- 
ventional mechanical  ventilation  fails,  while  stabilizing 
him  from  other  points  of  view  so  that  he  can  eventu- 
ally recover.  It  can  provide  improved  oxygenation  at 

(Continued  on  page  139) 
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Fever  and  Foot  Drop  in  a 61 -Year-Old  Man 


Case  Report 

A 61-year-old  man  with  chronic  low  back  pain  had  been 
doing  well  since  a lumbar  laminectomy  one  year  ago.  Three 
months  earlier  he  developed  dull,  aching  pain  in  his  lower 
extremities,  and  over  the  ensuing  weeks  had  fever,  malaise, 
anorexia,  and  weight  loss.  During  this  time,  he  also  had  tes- 
ticular pain  and  abrupt  onset  of  parasthesias  and  weakness  in 
the  right  foot,  left  foot,  and  right  hand.  On  the  day  of  ad- 
mission, he  experienced  acute  severe  epigastric  pain. 

On  admission  physical  examination  he  had  fever  of  101°F, 
mild  epigastric  tenderness,  and  livedo  reticularis.  Neurologic 
examination  revealed  bilateral  peroneal  nerve  palsy  and  right 
median  nerve  palsy.  Admission  laboratory  data  showed  PCV 
27%,  platelets  643,000/cu  mm,  WBC  count  10,000/cu  mm, 
albumin  2.8  gm/dl,  total  protein  6.3  gm/dl,  creatinine  1.3  mg/dl, 
urinalysis  1 -t-  protein,  erythrocyte  sedimentation  rate  (ESR) 
110  mm/hr.  Chest  radiograph  and  electrocardiogram  were 
normal. 

After  a thorough  diagnostic  search  for  occult  infection  or 
malignancy  failed  to  yield  a diagnosis,  the  patient  underwent 
gastrocnemius  muscle  biopsy,  which  was  diagnostic  for  poly- 
arteritis nodosa  (PAN). 

Discussion 

PAN  is  a systemic  disease  characterized  by  necro- 
tizing inflammation  of  small-  and  medium-sized  mus- 
cular arteries.  Although  the  pathogenesis  remains  un- 
clear, it  is  hypothesized  that  antigen-antibody 
complexes  either  circulate  and  are  deposited  in  vessel 
walls,  or  are  formed  in  situ,  thereby  initiating  an  in- 
flammatory response.  The  damaged  vessel  exhibits 
areas  of  necrosis  and  intimal  proliferation,  which  lead 
to  thrombosis  and  ischemia. Virtually  any  organ  can 
be  affected,  but  the  most  commonly  involved  are  the 
kidney,  gastrointestinal  tract,  peripheral  nerves,  mus- 
cles, and  skin. 

The  clinical  presentation  of  PAN  ranges  from  mild 
limited  disease  to  a fulminant,  rapidly  fatal  course. 
Most  patients  experience  constitutional  symptoms  such 
as  weakness,  malaise,  myalgias,  headache,  fever,  an- 
orexia, and  weight  loss.  The  remaining  clinical  picture 
is  dependent  upon  the  extent  of  involvement  of  var- 
ious organ  systems  in  the  individual  patient. 

Gastrointestinal  manifestations  are  common.  Al- 
though symptoms  may  be  limited  to  abdominal  pain, 
nausea,  vomiting,  or  diarrhea,  more  severe  cases  re- 
sult in  bowel  hemorrhage,  infarction,  or  perforation. 
Hepatic  involvement,  though  a common  pathologic 
finding,  is  not  usually  detected  clinically  unless  the  pa- 
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tient  has  concomitant  hepatitis  B surface  antigenemia. 
Up  to  30%  of  patients  with  PAN  test  positive  for  hep- 
atitis B surface  antigen.  The  kidney  is  clinically  in- 
volved in  up  to  70%  of  cases.  Mild  to  moderate  renal 
insufficiency,  abnormal  urine  sediment  and  protein- 
uria are  common,  but  acute  renal  failure  is  unusual. 
Hypertension,  at  times  severe,  usually  accompanies 
renal  disease.'  ^ 

Peripheral  nerve  involvement  due  to  lesions  of  the 
vasa  nervorum  is  common,  mononeuritis  multiplex 
being  the  pattern  most  frequently  found.  Less  com- 
monly, PAN  can  be  manifested  as  a slowly  evolving 
distal  sensory  neuropathy.  Central  nervous  system  in- 
volvement is  much  less  common,  but  does  occur. ^ 

Skin  involvement  is  apparent  in  40%  to  60%  of 
cases.'  - This  is  manifested  as  palpable  purpura,  livedo 
reticularis,  ulcerations,  or  digital  infarction.  Joint  pain 
is  common,  though  frank  arthritis  is  unusual.  Testicu- 
lar pain  is  frequently  seen.  Skeletal  muscle  involve- 
ment can  cause  intermittent  pain  and  claudication.' 
When  the  heart  is  involved  myocardial  infarctions  can 
occur. 

Laboratory  abnormalities  in  PAN  are  nonspecific 
and  reflect  the  inflammatory  nature  of  the  disease.' 
Common  findings  include  anemia,  elevated  ESR,  hy- 
poalbuminemia,  and  thrombocytosis.  The  urinalysis 
findings  range  from  simple  proteinuria  to  active  sedi- 
ment with  cellular  casts. 

The  mainstay  of  diagnosis  is  demonstrating  charac- 
teristic histopathology  in  tissue  from  patients  with 
compatible  clinical  findings.  Common  sites  for  biopsy 
are  skin,  sural  nerve,  muscle,  testicle,  and  kidney.  The 
diagnostic  yield  is  highest  when  clinically  involved  tis- 
sues are  sampled.  If  biopsy  of  easily  accessible  tissue 
is  nondiagnostic,  a visceral  arteriogram  should  be  per- 
formed. The  presence  of  fusiform  or  saccular  aneu- 
rysms up  to  1 cm  in  size  in  medium-sized  visceral  ar- 
teries is  virtualy  pathognomonic  for  PAN.^^ 

Without  treatment,  the  five-year  survival  rate  is 
13%. 2 Most  deaths  occur  within  the  first  year  of  dis- 
ease, usually  from  renal,  cardiovascular,  or  gastroin- 
testinal complications;  involvement  of  these  organ  sys- 
tems at  diagnosis  portends  a poorer  prognosis. With 
corticosteroid  therapy,  the  five-year  survival  rate  rises 
to  48%  to  57%.^  Recent  reports  suggest  that  the  ad- 
dition of  cyclophosphamide  in  combination  with  cor- 
ticosteroids may  improve  outcome  even  further,  but 
further  studies  are  needed  before  this  treatment  can 
be  recommended  for  all  patients. ^ 
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A Case  of  Abdominal  Pain  and  Diarrhea 


Case  Report 

A previously  healthy  61-year-old  woman  was  admitted  to 
the  hospital  for  epigastric  abdominal  pain  associated  with  nau- 
sea, vomiting,  and  diarrhea.  Physical  examination  was  positive 
only  for  severe  epigastric  tenderness  without  peritoneal  signs  or 
organomegaly.  Amylase,  hepatic  transaminases,  urinalysis,  ser- 
um calcium,  and  CBC  were  normal,  as  were  abdominal  radi- 
ographs, ultrasound,  and  CT  scan.  An  upper  GI  endoscopy  re- 
vealed a large  ulcer  in  the  duodenal  bulb.  She  was  treated  with 
ranitidine,  and  her  symptoms  improved  but  recurred  two  weeks 
later.  A serum  gastrin  level  was  33,500  pg/ml  (normal  <100  pg/ 
ml)  and  a gastric  pH  was  less  than  one.  A diagnosis  of  Zollin- 
ger-Ellison  syndrome  (ZES)  was  made,  and  she  was  initially 
treated  with  famotidine  and  omeprazole  with  symptomatic  im- 
provement. Abdominal  angiography  and  CT  scan  were  unsuc- 
cessful in  localizing  a gastrinoma. 

Discussion 

ZES  is  characterized  by  persistent  basal  acid  hy- 
persecretion due  to  hypergastrinemia,  which  is  due  to 
gastrin  secretion  from  an  adenoma.  Most  gastrinomas 
occur  near  the  head  of  the  pancreas  in  an  area  de- 
scribed as  the  gastrinoma  triangle,  which  is  bounded 
by  the  junction  of  the  cystic  and  common  bile  ducts 
superiorly,  the  junction  of  the  head  and  body  of  the 
pancreas  medially,  and  the  junction  of  the  second  and 
third  parts  of  the  duodenum  inferiorly.' 

High  levels  of  serum  gastrin  stimulate  acid  output 
by  the  gastric  parietal  cells  and  increase  the  parietal 
cell  mass,  resulting  in  elevated  acid  output,  causing 
peptic  ulceration.  The  large  volume  of  gastric  secre- 
tions leads  to  watery  diarrhea.  The  excess  acid  also 
causes  mucosal  injury  to  the  small  intestine,  inacti- 
vates pancreatic  lipase,  and  precipitates  bile  salts,  all 
of  which  contribute  to  malabsorption  and  diarrhea.- 

The  clinical  presentation  varies,  but  most  patients 
complain  of  the  typical  abdominal  pain  associated  with 
peptic  ulcer  disease.  Up  to  60%  of  patients  have  diar- 
rhea. Up  to  25%  of  patients  with  ZES  will  have  evidence 
of  the  multiple  endrocrine  neoplasia-type  I (MEN-I). 

There  are  several  clinical  features  that  warrant  an  in- 
vestigation for  ZES:  peptic  ulceration  associated  with 
diarrhea;  recurrent  postoperative  peptic  ulceration,  ul- 
ceration of  the  diastal  duodenum  or  jejunum,  or  multi- 
focal peptic  ulceration;  peptic  ulceration  associated  with 
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hypercalcemia  or  any  of  the  other  manifestations  of 
MEN-I;  gastric  rugal  hypertrophy  on  radiography  or  by 
endoscopy;  and  prolonged  unexplained  diarrhea. - 

The  fasting  serum  gastrin  level  is  the  screening  test 
for  ZES.  Most  patients  will  have  levels  greater  than 
200  pg/ml  associated  with  elevated  gastric  acid  output. 
The  combination  of  elevated  gastric  acid  output  and  a 
gastrin  level  greater  than  1,000  pg/ml  is  diagnostic  of 
ZES.  Patients  with  intermediate  gastrin  levels  (be- 
tween 100  and  1,000  pg/ml)  and  an  acid  gastric  pH 
should  be  further  investigated  with  a secretin  test.  In- 
travenous secretin  causes  a rise  in  the  serum  gastrin  in 
patients  with  ZES,  but  not  in  those  without.^ 

Abdominal  CT  scanning,  abdominal  ultrasound,  and 
abdominal  angiography  are  helpful  in  localizing  the 
gastrinoma  and  in  the  detection  of  hepatic  metastases. 
Currently,  35%  to  60%  of  gastrinomas  can  be  local- 
ized preoperatively.- 

Gastric  acid  hypersecretion,  diarrhea,  and  ulcer 
symptoms  can  be  controlled  medically  with  high  dose 
H2  antagonists  and  omeprazole.  Omeprazole,  a hydro- 
gen-potassium ATPase  inhibitor,  may  be  the  drug  of 
choice  because  of  its  potency  and  long  duration  of  ac- 
tion.-' The  use  of  somatostatin  analogs  in  the  treatment 
of  ZES  is  currently  under  investigation.-^ 

In  recent  studies  the  five-year  survival  rate  is  62% 
to  75%.  With  the  ability  to  control  gastric  acid  medi- 
cally, the  malignant  potential  of  the  tumor  is  an  im- 
portant determinant  of  survival.  Surgical  resection  of 
the  gastrinoma  should  be  considered  in  patients  with- 
out evidence  of  metastatic  disease;  cure  rates  approach 
20%.  The  role  of  surgery  in  patients  with  ZES  associ- 
ated with  MEN-I  is  not  clear  because  the  patients  typ- 
ically have  multiple  small  tumors,  making  surgical  re- 
section difficult.'  r ^ 
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Adolescent  Pregnancy  in  Tennessee 

WENDY  McCURDY,  M.D. 


Statistics 

Despite  declining  birth  rates  since  1970,  adolescent 
pregnancy,  abortion,  and  childbearing  have  remained 
considerably  higher  in  the  United  States  than  in  the 
majority  of  other  developed  countries,  even  though  the 
age  of  initiation  and  rates  of  sexual  activity  are  com- 
parable. The  most  striking  contrast  is  among  the 
youngest  teenagers.  U.S.  girls  under  age  15  are  at  least 
five  times  as  likely  to  give  birth  as  young  adolescents 
in  any  other  developed  country  for  which  data  are 
available. 

Within  the  United  States,  the  ten  states  with  the 
highest  percentages  of  births  to  teenagers  are  in  the 
South.  In  1986  Tennessee  ranked  eighth  in  the  nation, 
with  17%  of  all  births  occurring  in  women  under  the 
age  of  20.  The  teen  pregnancy  rate  in  Tennessee  was 
relatively  stable  from  1980  to  1984,  but  has  increased 
each  year  from  1985  to  1988.  The  vast  majority  of  the 
increase  has  been  among  nonwhite  girls  between  the 
ages  of  15  and  17. 

In  1988,  7,129  Tennessee  girls  ages  10  to  17,  or  one 
in  every  40  girls  in  this  group,  become  pregnant;  ap- 
proximately two-thirds  of  these  pregnancies  resulted  in 
live  births,  and  one-third  were  aborted.  The  teen 
pregnancy  rate  varies  considerably  within  the  state,  but 
is  generally  higher  in  the  major  metropolitan  areas  and 
the  western  portion  of  the  state. 

Risk  Factors 

At  a meeting  of  the  southern  strategic  planning 
group  on  adolescent  pregnancy  prevention  sponsored 
by  the  Southern  Governors’  Association,  state  family 
planning  experts  and  other  individuals  working  in  the 
area  of  maternal  and  child  health  discussed  at  length 
those  characteristics  that  increase  a child’s  risk  of  be- 
coming a teen  parent.  Poverty  and  family  history  of 
teen  pregnancy  were  considered  the  strongest  predic- 
tors of  the  risk  of  early  childbearing.  Approximately 
20%  of  teenage  fathers  and  15%  of  teenage  mothers 
had  at  least  one  teenage  parent. 

Lack  of  basic  skills/poor  school  function  was  also 
considered  to  be  a strong  predictor  of  the  risk  of  ado- 
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lescent  pregnancy.  This  risk  is  closely  related  to  pov- 
erty, as  teens  who  live  in  poverty  are  four  times  as 
likely  as  teens  with  family  incomes  above  poverty  to 
have  poor  basic  educational  skills.  Becoming  a mother 
by  the  age  of  16  is  five  times  as  likely  for  adolescents 
with  poor  basic  educational  skills  as  for  those  with  av- 
erage basic  skills.  Young  women  between  the  ages  of 
16  and  19  with  poor  basic  educational  skills,  whether 
white,  black,  or  Hispanic,  are  more  than  three  times 
as  likely  to  be  parents  as  those  with  average  or  better 
basic  skills. 

Consequences 

There  are  many  negative  consequences  of  adoles- 
cent pregnancy  and  childbearing.  Adolescents  who  give 
birth  place  themselves  and  their  babies  at  risk  of  nu- 
merous health,  educational,  and  social  disadvantages. 

Adolescents  are  more  likely  than  older  pregnant 
women  to  receive  inadequate  prenatal  care,  and  as  a 
result,  there  is  an  increased  chance  of  complications 
during  pregnancy  and  labor  and  delivery,  including 
more  than  average  toxemia,  anemia,  bleeding,  cervical 
trauma,  and  premature  delivery.  Younger  mothers  are 
also  more  likely  to  have  closely  spaced  births,  which 
further  increases  the  likelihood  of  low  birthweight. 
These  small  babies  are  40  times  as  likely  to  die  in  the 
first  four  weeks  of  life  and,  if  they  do  survive  the  first 
four  weeks,  they  are  still  five  times  as  likely  as  normal 
weight  babies  to  die  during  their  first  year.  It  is  also 
important  to  note  that  those  low  birthweight  infants 
who  do  survive  the  first  year  are  more  likely  to  suffer 
from  chronic  disabilities  such  as  mental  retardation  and 
cerebral  palsy. 

Educational  and  social  disadvantages  for  the  teen 
parent  are  also  significant.  In  a follow-up  of  women 
aged  20  to  29,  68%  who  had  their  first  baby  before 
age  15,  and  51%  who  had  their  first  birth  between  15 
and  17,  had  not  completed  12  years  of  schooling. 

Similarly,  a study  of  17  southern  states  showed  that 
40%  fewer  boys  who  became  fathers  before  the  age  of 
18  finished  high  school  than  boys  who  postponed  fa- 
therhood. 

In  Tennessee,  almost  50%  of  white  teen  births  and 
98%  of  nonwhite  teen  births  occur  out  of  wedlock. 
National  data  indicate  that  the  divorce  rate  among 
married  teen  parents  is  three  times  that  of  married 
parents  who  have  their  first  child  after  age  20. 
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As  a result  of  these  factors  and  others,  teenage  par- 
ents are  more  likely  than  those  who  delay  childbearing 
to  experience  chronic  unemployment  and  inadequate 
incomes.  Because  these  young  people  often  fare  poor- 
ly in  the  workplace,  they  and  their  children  are  highly 
likely  to  become  dependent  on  public  assistance  and 
to  remain  dependent  longer  than  those  who  delay 
childbearing  until  their  20s.  Society’s  economic  burden 
in  sustaining  these  families  is  substantial. 

In  a single  year  (FY  1986-87)  in  the  Southern  Re- 
gion, $3.57  billion  was  spent  on  welfare,  medical  care, 
and  food  assistance  costs  for  families  begun  by  a girl 
under  the  age  of  20.  In  the  same  fiscal  year  in  Tennes- 
see, the  cost  of  providing  services  to  families  begun  by 
a teenage  mother  was  estimated  to  be  $203,994,000  in 
AFDC,  Food  Stamps,  and  Medicaid.  This  is  a con- 
servative cost  figure  in  that  other  public  costs  that  can 
result  from  teenage  pregnancy,  such  as  public  housing, 
child  protective  services,  and  foster  care,  are  not  in- 
cluded. While  public  costs  can  be  estimated,  it  is  not 
possible  to  put  a price  tag  on  the  overall  economic 
losses  that  occur  when  teenagers  and  their  children  fail 
to  recover  from  the  setback  of  an  early  pregnancy. 

Tennessee  Legislation 

The  problem  of  teen  pregnancy  in  this  state  has  been 
a specific  concern  and  focus  of  attention  for  several 
years.  The  1986  Tennessee  General  Assembly  ap- 
pointed a special  legislative  task  force  to  review  and 
document  the  extent  of  the  problem  and  draft  legisla- 
tion addressing  the  issue.  As  a result,  numerous  bills 
have  been  passed  by  the  Legislature  during  the  1988 
and  1989  sessions.  These  have  included  the  creation  of 
the  Model  Teen  Pregnancy  Program  Recognition 
Awards,  the  establishment  of  the  Informational  Clear- 
inghouse on  Adolescent  Pregnancy  for  professionals 


across  the  state,  the  creation  of  the  Family  Life  Edu- 
cation Materials  Advisory  Council,  and  provision  of 
technical  assistance  to  local  education  agencies  and 
others. 

Funding  has  been  appropriated  to  establish  com- 
munity-based programs  designed  to  prevent  teen  preg- 
nancy and  help  teen  parents  by  providing  needed 
health,  educational,  vocational,  and  social  services. 
Other  legislation  has  been  aimed  at  increasing  public 
awareness  of  the  social,  financial,  and  economic  im- 
pact of  teen  pregnancy.  Money  has  also  been  allocated 
for  the  development  of  teen  peer  counseling  groups 
dealing  with  the  prevention  of  student  behavioral 
problems  that  jeopardize  physical  and  mental  health, 
and  which  hamper  social,  educational,  and  personal 
development. 

Finally,  legislation  has  required  an  Interdepartmen- 
tal Coordinating  Council  to  develop  a statewide  plan 
addressing  problems  associated  with  teen  pregnancy. 
The  plan  focuses  on  three  primary  areas:  community 
involvement,  prevention  of  teen  pregnancy,  and  ser- 
vices to  pregnant  and  parenting  teens  and  their  chil- 
dren. The  plan  is  based  on  a concept  that  strongly  en- 
courages abstinence,  but  also  stresses  the  need  to  make 
available  counseling  and  contraceptive  serv  ices  for  teens 
at  risk  for  pregnancy. 

A primary  premise  of  the  plan  is  that  the  problem  of 
adolescent  pregnancy  can  be  best  addressed  at  the  local 
level  through  initiatives  involving  all  sectors  of  the  com- 
munity. Staffing  of  a statewide  adolescent  pregnancy  in- 
itiative will  be  phased  in  over  a three-year  period  with 
appointment  of  a state  director  and  13  regional  coordi- 
nators and  adolescent  pregnancy  councils. 

There  is  no  “quick  fix”  to  this  disturbing  problem 
in  our  state,  but  by  working  together  we  can  make  the 
future  better  for  Tennessee’s  children.  /~ 


Trauma  Rounds  . . . 

(Continued  from  page  135) 

lower  inspired  oxygen  concentrations  and  lower  peak 
airway  pressures,  which  may  decrease  the  amount  of 
secondary  injury  to  the  lungs  resulting  from  current 
support  techniques.  It  is,  however,  a complicated  form 
of  support  that  is  not  without  significant  risks,  and 
should  therefore  be  used  selectively.  /~ 
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Loss  Prevention  Case  of  the  Month 


I Thought  I Saw  That  Report 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

At  age  45,  our  patient  began  to  experience  severe  hot 
flushes  associated  with  sweats,  sensation  of  rapid  heartbeat, 
fluttering  in  the  chest,  and  so  on.  The  patient  stated  that  these 
episodes  were  much  more  common  and  much  more  severe 
following  or  during  exercise  and/or  eating. 

It  was  in  1983  that  these  symptoms  began.  A routine 
physical  examination  was  nonrevealing,  and  laboratory  work, 
including  a packed  cell  volume,  white  blood  cell  count,  and 
urinalysis  was  likewise  negative.  A Papanicolaou  smear 
showed  no  significant  abnormality. 

The  diagnosis  of  menopausal  syndrome  was  made,  and 
the  patient  was  treated  with  supplemental  estrogens. 

The  patient  continued  to  complain  of  excessive  “meno- 
pausal” symptoms,  and  in  1986  her  physician  ordered  a fol- 
licle-stimulating hormone  (FSH)  assay  and  a luteinizing  hor- 
mone (LH)  assay;  both  were  found  to  be  within  normal  limits. 
Throughout  1986  her  symptoms  continued,  and  she  also  com- 
plained of  some  irregular  bleeding.  Physical  examination  again 
was  within  normal  limits,  and  the  pelvic  examination  showed 
no  significant  abnormality  of  the  uterus  or  adnexa. 

Because  of  the  irregular  bleeding  which  began  some  three 
years  after  onset  of  the  severe  menopausal  symptoms,  a dila- 
tation and  curettage  (D  & C)  was  done  with  negative  find- 
ings, and  following  the  D & C,  a CT  of  the  abdomen  and 
pelvis  was  also  done.  The  report  was  never  seen  by  the  at- 
tending physician.  We  presume  that  it  had  been  lost  in  the 
mail  or  in  his  office. 

The  patient’s  symptoms  continued,  and  sometimes  in  the 
two  years  following  the  CT  the  patient  felt  a “knot”  in  her 
stomach.  At  this  point,  the  CT  examination  of  two  years  be- 
fore was  reviewed.  At  that  time  a mass  had  been  present  in 
the  liver,  and  a repeat  CT  at  this  time  showed  a significant 
growth  of  the  mass. 

With  respect  to  the  evaluation  that  followed  the  D & C, 
the  patient  had  been  informed  repeatedly  by  the  physician 
that  “everything  was  all  right.”  The  patient  had  not  specifi- 
cally inquired  as  to  what  the  CT  showed,  but  thought  that 
since  her  physician  said  “everything  was  all  right”  that  the 
CT  examination  must  have  shown  normal  findings.  She  was 
not  told  that  the  report  had  been  lost. 

The  patient  was  admitted  to  the  hospital  for  elective  sur- 
gery to  biopsy  and/or  remove  the  mass  in  the  liver.  At  sur- 
gery, the  mass  was  located  without  difficulty.  It  was  of  tennis 
ball-size,  and  was  removed  without  significant  difficulty.  It 
had  the  clinical  appearance  of  a carcinoid  tumor,  and  indeed 
pathology  confirmed  that  clinical  impression. 

In  the  course  of  the  workup  that  showed  that  the  CT  ex- 
amination two  years  before  had  not  been  taken  into  account, 
the  patient  became  angry  and  filed  a lawsuit.  In  the  discovery 
process,  it  was  apparent  that  the  tumor  had  grown  on  CT 
examination  comparing  the  one  two  years  prior  to  surgery 
and  the  one  immediately  before  surgery. 


Dr.  Avery  is  chairman  of  the  Loss  Prevention  Committee,  State 
Volunteer  Mutual  Insurance  Company,  Brentwood,  and  medical  di- 
rector for  Ambulatory/Outpatient  Services,  St.  Thomas  Hospital, 
Nashville. 
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Although  expert  testimony  was  available  to  discount  the 
importance  of  the  two-year  delay  as  far  as  definitive  surgery 
was  concerned,  experts  on  the  other  side  were  willing  to  say 
that  the  patient’s  prognosis  was  not  as  good  because  of  the 
two-year  delay.  It  proved  to  be  impossible  to  defend  the  at- 
tending physician,  and  a large  settlement  was  required. 

Loss  Prevention  Comments 

Some  way  we  must  develop  systems  in  our  practice 
that  prevent  “lost  reports.”  This  is  a common  occur- 
rence regardless  of  practice  discipline.  It  would  seem 
relatively  simple  to  develop  an  office  system  where  if 
a report  was  not  returned  within  a certain  period  of 
time,  inquiry  could  be  made  of  the  laboratory  and/or 
radiologist  as  to  what  the  report  said.  However,  the 
frequency  of  claims  of  this  type  indicates  that  this  must 
be  an  exceedingly  difficult  thing  to  do. 

There  are  many  systems  in  offices  across  Tennessee 
that  are  designed  to  prevent  this  kind  of  occurrence. 
In  none  of  the  offices  where  such  a system  is  in  place 
am  I aware  of  a suit  like  this  having  occurred.  The 
most  frequent  system,  I believe,  is  the  maintaining  of 
a separate  file  for  the  medical  record  of  a patient  for 
whom  tests  have  been  ordered  or  surgery  done.  This 
file  is  not  reentered  into  the  routine  filing  system  until 
all  of  the  reports  ordered  by  the  physician  are  present 
in  the  file  and  have  been  initialed  by  him.  In  other 
words,  if,  when  our  patient  had  the  D & C two  years 
before  the  definitive  surgery  and  the  first  CT  was  done, 
the  patient’s  file  in  the  physician’s  office  would  have 
remained  in  the  “waiting  for  report”  file  until  that  CT 
report  had  been  returned.  It  does  complicate  the  sys- 
tem to  some  degree  when  diagnostic  tests  are  done 
while  the  patient  is  in  the  hospital  and  the  physician  is 
not  aware  of  the  report  while  his  patient  is  hospital- 
ized. However,  in  almost  all  of  the  areas  of  the  state 
with  which  I am  familiar,  an  additional  copy  of  the 
x-ray  or  laboratory  report  is  sent  to  the  physician’s  of- 
fice when  a hospital  test  is  done.  Since  this  is  true, 
such  a system  would  protect  the  physician  from  an  in- 
cident of  this  type. 

An  additional  safeguard  is  to  routinely  put  all  test 
reports  that  come  to  the  physician’s  office  on  his  desk 
to  be  read  and  initialed  by  him  before  they  are  made 
a part  of  the  file.  In  our  case,  there  was  no  report  in 
the  office  file  because,  our  physician  alleged,  none  had 
been  sent.  However,  in  the  development  of  the  case, 
records  were  available  in  the  radiologist’s  office  that 
showed  that  the  report  had  been  dictated  and  mailed. 
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From  previous  experience  the  defense  knew  that  if  this 
case  went  to  court,  the  attitude  of  the  jury  could  be 
negative  as  far  as  our  doctor  was  concerned  because 
of  the  repeatedly  stated  position  that  the  physician  who 
orders  a test  is  responsible  for  making  sure  that  the 
test  is  done  and  reported  properly.  In  other  words,  a 
layman  would  ask,  “If  the  test  is  important  enough  to 
order  in  the  first  place,  doctor,  you  should  make  sure 
that  you  have  the  results  in  hand  at  an  appropriate 
time!” 

The  other  inescapable  finding  in  this  case  that  made 
settlement  absolutely  necessary  was  that  the  diagnosis 
here  had  been  delayed  at  least  two  years,  delaying  de- 
finitive treatment  by  that  same  period  of  time.  It’s  very 
difficult  to  convince  a lay  jury  that  the  two  years  did 
not  make  any  difference,  when  one  would  have  to  say 
that  had  the  report  been  acknowledged  two  years  pre- 
viously, the  surgery  would  have  been  done  at  that  time 
rather  than  waiting  the  two  years. 

Again,  look  at  the  systems  in  your  office  that  could 
protect  you  from  this  kind  of  lawsuit.  Make  sure  that 
all  reports  ordered  by  you,  whether  outpatient  or  in 
the  hospital,  become  a part  of  your  patient’s  office 
record.  Assign  a responsible  employee  to  the  specific 
task  of  ensuring  that  this  is  done,  and,  if  necessary, 
develop  written  protocols  as  to  how  this  task  should 
be  carried  out. 

All  would  agree  that  this  should  never  happen,  and 
yet  it  very  frequently  does.  F ^ 
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PRACTICE  OPPORTUNITIES 

The  Tennessee  Physician  Piacement  Service  acts 
as  a clearinghouse  for  private  practice  physicians 
seeking  a Tennessee  community  in  which  to  establish 
a practice,  whether  solo,  partnership,  group  or  salar- 
ied position  is  your  preference.  This  is  accomplished 
by  allowing  physicians  seeking  associates  and  com- 
munities seeking  a physician  to  list  their  opportunity. 
We  then  disseminate  this  information  to  inquiring  phy- 
sicians. Our  service  also  assists  physicians  interested 
in  public  health,  mental  health  or  physicians  with  a 
National  Health  Service  Corps  obligation.  There  is  no 
charge  for  this  service. 

For  further  information,  please  contact: 
Physician  Placement  Service 
Tennessee  Department  of  Health  and  Environment 
100  9th  Avenue  North 
Nashville,  Tennessee  37219 
(615)  741-7308 
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Odds  Are 
Against  You... 

. . . when  you  take  a chance  on  disability 
without  disability  insurance.  A disability  can 
strike  without  warning.  In  fact,  you  are  three 
times  more  likely  to  be  disabled  this  year 
than  to  die!*  You  can  protect  your  ability  to 
practice  medicine  through  the  Tennessee 
Medical  Association’s  plan  of  disability 
coverage. 

Fill  out,  clip  and  return  the  coupon  below. 
We  will  send  you  information  on  a disability 
plan  that’s  a sure  winner.  Or,  call  us  toll  free 

at  1-800-347-1109. 

•Journal  of  the  American  Society  ot  Chanered  Life  Underwriters.  Vol  VIll.  No  I (Based  on 
persons  between  the  ages  of  ^2  and  ~2) 

Yes,  send  me  information  on  TMA’s  non- 
cancellabie  disability  insurance  plan. 


Name 


Date  of  Birth 


Spouse  Date  of  Birth 


Firm  name 


Address 


City 


State 

Smoker  yes  Cl  no  C 


Zip 

Spouse  yes  C no  C 


Mail  to  Plan  Administrator 
The  TMA  Association  Insurance  Agency,  Inc. 

P.O.  Box  1109,  Chattanooga,  TN  37401 
Sponsored  by  the  Tennessee  Medical  Association! 


Charles  M.  Cooper,  M.D.  Morgan  E.  Scott,  M.D.  Neil  P.  Dubner,  M.D.  Arthur  E.  Kelley,  M.D.  Basil  E.  Roebuck,  M.D. 


Don  L.  Weston,  M.D.  Orren  LeRoyce  Royal,  M.D.  G.  Paul  Hlusko,  M.D.  D.  Wilfred  Abse,  M.D.  Ronald  L.  Myers,  M.D.  Hal  G.  Gillespie,  M.D. 


Greek  poet  Theocritus  said  it.  The  eleven  men 
who  comprise  the  Active  Medical  Staff  of  Saint 
Albans  Hospital  practice  it.  Every  day. 

They  combine  years  of  study  and  experience 
to  bring  patients  the  best  available  care  for  emo- 
tional and  psychological  troubles.  Their  special 
interests  cover  the  broadest  spectrum  of  psychiatric 
treatment,  resulting  in  both  adult  and  adoles- 
cent programs  for  chemical  dependency,  eating 


disorders,  phobias  and  anxieties,  and  pain 
management. 

Our  doctors  lead  a large  group  of  professiona 
and  volunteers  who  make  compassion  and  exp€ 
care  a way  of  life.  Saint  Albans. Today  and  for  the 
past  74  years  we  are  r-  • a ii  i 

concerned,  above  Soiflt  AlbOflS 

Radford,  Virginia  (703)  639*248. n 


Growing  Pains 

I have  now  been  a member  of  the  Tennessee  Medical  Association  for  27 
years,  and  have  always  considered  it  very  beneficial  to  me  in  my  profession- 
al life  and  very  rewarding  in  the  acquisition  of  long-term  friends  in  the  As- 
sociation. 

During  this  period  I have  come  to  know  the  staff  of  our  Association  quite 
well.  We  are  fortunate  to  have  people  who  are  not  only  loyal  and  dedicated 
to  protecting  and  advocating  the  finest  of  medical  care  for  the  citizens  of 
Tennessee,  but  who  are  also  staunch  advocates  of  the  Tennessee  Medical 
Association  and  its  members.  Their  flexibility  in  planning  meetings  and  ac- 
tivities and  in  working  at  our  convenience  is  remarkable.  The  needs  and  the 
work  of  our  Association  are  continuously  expanding,  requiring  additional 
support  personnel  and  meeting  space.  The  present  headquarters  building 
was  constructed  on  Louise  Avenue  in  1955;  it  served  us  well  until  1971, 
when  growth  and  expansion  required  additional  office  space,  meeting  space, 
and  conference  areas  to  be  added.  Now  the  meeting  areas  and  the  confer- 
ence room  have  had  to  be  pressed  into  use  as  office  space  and  support  fa- 
cilities. The  personnel,  who  to  accommodate  the  instructions  of  the  House 
of  Delegates  resolutions  for  increased  programs  and  membership  needs,  have 
grown  from  seven  in  1971  to  21  at  present.  It  is  obvious  that  with  the  grow- 
ing, vital,  and  productive  Association  that  we  have,  the  Board  of  Trustees 
for  the  past  two  years  has  had  to  look  into  the  feasibility  of  either  expanding 
the  present  facility  or  finding  appropriate  alternatives. 

In  January  1990,  the  Board  authorized  the  purchase  of  property  for  a new 
headquarters  site  and  constructing  a new  building.  This  expenditure  will  de- 
plete our  necessary  reserves,  so  we  are  facing  a dues  increase  to  cover  the 
cost  of  this  acquisition  and  construction. 

As  you  already  know,  our  annual  dues  are  $255.  This  is  among  the  lowest 
in  the  nation,  and  while  this  is  commendable  and  a tribute  to  our  executive 
director,  it  is  not  a figure  that  cannot  be  changed.  Of  that  amount,  $75  has 
been  specifically  earmarked  by  the  House  of  Delegates  for  the  Student  Ed- 
ucation Fund,  Impaired  Physician  Program,  and  the  CARE  Project.  That 
leaves  $180  per  year  per  member  to  maintain  the  administrative  and  support 
activities  of  the  Association.  Purchase  and  construction  of  a new  headquar- 
ters building  cannot  be  funded  with  the  present  level  of  financial  support. 

A resolution  will  be  introduced  by  the  Board  into  the  House  of  Delegates 
in  April  1990,  asking  that  your  dues  be  increased  by  $100.  I would  ask  you 
to  consider  the  past  diligent  work  of  our  members  who  have  brought  us  to 
this  high  level,  and  the  continuing  present  work  of  the  membership  and 
staff,  and  share  in  the  vision  for  the  future  of  this  Association. 
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Money,  Money  Everywhere 

The  Phoenecians  are  widely  credited  with  in- 
venting money,  which,  despite  such  allegations, 
they  didn’t.  That  myth  is  at  least  partly  attribut- 
able to  Mr.  George  Bernard  Shaw,  who  indicat- 
ed to  a lady  wanting  to  show  her  appreciation 
that  means  to  that  end  had  never  been  wanting 
ever  since  the  Phoenecians  invented  money. 


There  is  money,  money  everywhere.  In  one  of 
the  Pacific  islands,  for  example,  money  consists 
of  large  round  flat  stone  artifacts  as  much  as  10 
feet  in  diameter  and  up  to  a foot  thick,  with  a 
central  hole  as  much  as  a foot  in  diameter.  They 
are  not  very  portable,  but  they  are  money  in  that 
they  can  be  used  to  buy  such  things  as  brides  and 
so  on.  It  is  doubtful  they  could  be  traced  to  the 
Phoenecians.  It  was  not  money  that  the  Phoene- 
cians invented;  what  the  Phoenecians  (Lydians) 
appear  to  have  invented  was  metallic  coinage. 
The  notion  of  money  has  been  around  a long 
time.  Indeed,  one  would  think  that  there  has  been 
money  as  long  as  there  have  been  people,  but 
such  is  not  necessarily  the  case.  Charles  Darwin 
found  in  his  travels  on  the  Beagle  that  the  Terra 
del  Fuegans  had  no  concept  of  personal  proper- 
ty; they  also  had  no  thieving  or  murder  (or  much 
of  anything  else,  lest  you  become  envious). 

However  any  of  that  may  be,  money  seems  to 
be  with  us  to  stay,  and  as  a necessary  commodi- 
ty. And  it  is  indeed  everywhere — everywhere, 
that  is,  except  much  of  the  time  where  you  want 
it  to  be.  Where  everybody,  and  by  extension  all 
of  everybody’s  extensions,  wants  it  to  be  is  in  his 
pocket,  if  not  literally  then  by  implication;  when 
he  wants  it  there  is  whenever  he  needs  it  there. 
How  much  he  wants  there  is  however  much  he 
needs  there  at  the  moment.  This  can  lead  to  all 
sorts  of  complications  and  conflicts,  such  as  envy, 
thieving,  and  murder.  I think  one  would  have  to 
consider,  then,  that  money  is  not  an  unmixed 
blessing.  Notwithstanding  that,  it  is,  in  this  day 
and  age,  absolutely  necessary;  that  can  lead  to  all 
sorts  of  conflicts  and  complications,  such  as  envy, 
thieving,  and  even  murder. 

What  brought  all  this  on  is  that  your — your — 
Tennessee  Medical  Association  (TMA)  needs 
some  more  of  your  money,  money  that  I am  sure 
you  also  need,  or  at  least  think  you  also  need. 
The  particulars  of  those  needs  (the  Associa- 
tion’s, not  yours;  I assume  you  know  yours)  are 
spelled  out  in  Dr.  Miller’s  President’s  Page  just 
preceding  this  piece.  Briefly,  first,  the  TMA 
needs  a new  building;  the  particular  reason  that 
the  TMA  needs  the  new  building  is  that  the 
building  it  presently  occupies  is  no  longer  ade- 
quate. Second,  the  Association  is  presently  run- 
ning in  the  red  to  the  tune  of  about  $35  per 
member  per  year,  and  would  need  more  money 
even  without  the  building.  The  reason  the  build- 
ing is  no  longer  adequate  and  the  budget  is  defi- 
cient is  that  you  have  kept  asking  the  Associa- 
tion to  add  programs;  those  programs  require 
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personnel,  and  personnel  have  to  be  put  some- 
where. The  last  place  they  were  put — the  last 
place  they  could  be  put — is  the  conference  room. 
Well,  you  say,  who  needs  it?  That  might  not  be 
such  a bad  question,  except  that  the  conference 
room  was  already  doubling  as  a room  of  other 
sorts,  such  as,  for  example,  membership  mailings 
are  prepared  there  and  committee,  counsel  and 
Board  meetings  are  held  there,  too.  It  is  also  the 
place  where  the  delegates’  handbooks  are  collat- 
ed. You  might,  in  ignorance,  to  be  sure,  say, 
“Well,  Big  Deal!”  Well,  come  around  when  all 
that  is  going  on  and  you  will  find  what  a sure 
enough  big  deal  it  is! 

What  really  is  a big  deal  is  that  there  is  no 
place  to  put  all  the  cars,  and  a city  ordinance 
requires  a place  to  put  all  the  cars.  Digging  such 
a place  would  cost  more  than  a new  building. 

So,  you  say,  use  the  reserves  for  the  building. 
Why  do  we  need  all  that  money  sitting  around, 
anyway?  In  the  first  place,  it  isn’t  just  sitting 
around.  It  is  making  money  for  you,  which  is  one 
reason  your  state  medical  association  dues  are  the 
lowest  in  the  United  States.  About  half  of  our 
reserves  will  indeed  go  as  a cash  payment  for  the 
land  on  which  to  build  the  building,  further  con- 
tributing to  the  budget  deficit.  That’s  in  the  first 
place.  In  the  second  place,  sound  association 
management  principles  recommend  a reserve  of 
one  and  a half  years’  budget.  Our  reserves  are 
currently  just  at  one  year’s,  and  that  has  been 
built  up  over  about  20  years  of  saving,  a tribute 
to  the  sound  management  our  Association  has 
enjoyed.  The  land  purchase  itself  will  cut  that  re- 
serve in  half. 

I have  just  come  from  a meeting  of  the  Board 
of  Trustees.  I can  assure  you  that  the  Board  is 
sensitive  to  your  wishes  and  needs.  The  Board 
is,  after  all,  made  up  exclusively  of  members  like 
yourself,  who  have  the  same  foreign,  grasping 
hands  in  their  pockets  that  you  have  in  yours. 
The  Board  is  convinced  that  without  a doubt  we 
need  a new  building,  and  that  we  desperately 
need  it  as  soon  as  yesterday,  if  not  sooner.  The 
Board  believes  a dues  increase  is  the  way  to  fi- 
nance it.  The  Board  has  recommended  a $100  a 
year  increase  for  five  years,  at  which  time  the 
whole  dues  structure  will  be  restudied.  The  Board 
urges  each  of  you  to  instruct  your  delegates  to 
support  this  necessary  addition  to  the  Associa- 
tion’s facilities. 

It  is  not  for  “them”;  “them”  is  you,  individ- 
ually and  collectively. 

J.B.T. 


The  Use  and  Abuse  of  Power 

Nobody  would  seriously  propose  Mary  Shel- 
ley’s story  about  the  monster  created  by  Dr. 
Frankenstein  as  proper  fare  for  a child’s  bed- 
time. Those  same  people,  though,  will  read  their 
children — or  used  to,  anyway — the  fairy  tales 
compiled  by  the  brothers  Grimm  and  expect  their 
charges  to  be  lulled  to  sleep.  More  likely,  when 
the  lights  go  out  little  heads  will  be  found  under 
the  covers.  Bible  stories  are  little  better  as  sooth- 
ers. Bedtime  is  no  time  for  impressing  morals 
upon  pliable  little  minds,  despite  ail  the  good  in- 
tentions of  would-be  impressors;  the  stories  tend 
to  give  the  impressees  nightmares,  and  such  an 
endeavor  may  actually  prove  counterproductive. 
There  is  a time  and  place  for  everything — or  al- 
most everything,  limited  by  the  bounds  of  reason 
and  good  taste. 

Though  this  little  story  may  give  you  night- 
mares, I hope  it  will  do  the  opposite,  since  some 
of  you  already  have  been  having  them  on  ac- 
count of  the  episode;  for  those  of  you  who  may 
have  been  having  gastric  hyperacidity,  I hope  this 
expose  will  prove  an  acceptable  substitute  for 
Rolaids.  Though  the  subject  it  addresses  has  been 
billed  in  some  circles  as  a horror  story,  with  a 
protagonist  closely  akin  to  Dracula,  I hope  to 
show  you  it  isn’t.  On  the  other  hand,  it  isn’t  a 
fairy  tale,  either,  nor  is  it  something  out  of  the 
world  of  Christopher  Robin.  It  is  something  more 
in  the  domain  of  Chairman  Malcolm.  Though  not 
everybody  believes  it,  according  to  the  Board  of 
Trustees  of  the  American  Medical  Association 
(AMA),  which  has  explored  the  subject  thor- 
oughly through  independent  legal  counsel  and 
accountants,  our  protagonist,  or  “heavy,”  if  that 
is  more  to  your  taste,  did  nothing  dishonest,  or 
even  anything  that  exceeded  his  prerogatives  un- 
der his  charge  by  the  Board.  And  that.  Dear 
Readers,  is,  in  my  view,  the  crux  of  the  matter. 

Ignoring  all  the  political  implications  and  com- 
plications of  the  matter,  at  least  partly  because  I 
don’t  understand  them  all,  or  maybe  even  most- 
ly, and  furthermore  doubt  that  anyone  does  al- 
together, I have  laid  before  your  wondering  eyes 
elsewhere  in  this  issue  of  the  Journal  the  details 
as  proffered  by  the  Board  of  Trustees  in  their 
Report  QQ,  1-89,  and  since  I have.  I’ll  not  bur- 
den you  further  with  them  here.  The  report  also 
prescribes  some  prophylactic  measures  against  a 
repeat  performance.  My  only  comment  is  that  it’s 
high  time. 
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Before  I go  further,  I need  to  enter  a personal 
disclaimer,  since  as  a former  chairman  of  an 
AMA  council  and  of  an  AMA  advisory  commit- 
tee the  influence  of  The  Front  Office,  a ubiqui- 
tous euphemism  around  the  AMA  for  James  H. 
Sammons,  M.D.,  has  at  times  weighed  heavily 
on  my  brow.  There  have  been  occasions,  many 
occasions  in  fact,  that  I,  like  others  in  similar  po- 
sitions to  mine,  would  cheerfully  have  done  the 
man  in.  He  is  on  occasion  a tyrant  with  a — I was 
about  to  say  Napoleonic — Jehovah  complex.  That 
is  of  course  a situation  not  without  precedent 
among  individuals  in  such  exalted  positions.  It  can 
sometimes  be  tolerated,  sometimes  maybe  even 
excused,  depending  upon  the  performance  of  the 
individual  generally. 

That  was  the  situation  in  the  case  of  Dr.  Sam- 
mons, and  that  is  largely  what  caused  his  down- 
fall. For  that  I blame  the  Board  of  Trustees — not 
this  particular  Board,  but  generally;  not  only  that, 
the  blame  probably  rests  as  well  with  the  House 
of  Delegates — not  this  particular  House,  but  also 
generally — for  not  requiring  that  adequate  checks 
and  controls  be  placed  upon  the  powers  of  the 
executive  vice-president  (EVP).  Such  checks  and 
controls  are  now  in  place,  and  are  detailed  in 
Report  QQ.  The  barn  door  has  been  locked,  but 
not  before  the  horse  was  stolen — sort  of  literally, 
since  the  AMA — you — will  be  out  several  thou- 
sand dollars  that  will  never  be  recovered.  I has- 
ten to  add,  though,  that  most  of  the  money  has 
been  recovered.  The  whole  mess  has  been  exten- 
sively covered  in  AM  News  and  elsewhere.  In 
case  you  missed  it,  though,  and  for  the  record, 
we  also  carry  Dr.  Sammons’  statement  and  the 
Board’s  response,  delivered  by  John  Ring,  M.D., 
Chairman. 

The  question  I hear  most  is  how  come  the 
AMA  let  itself  get  in  that  fix  in  the  first  place? 
That  is  both  easy  and  hard  to  answer.  You  know 
the  old  saw  that  for  every  question  there  is  an 
answer  that  is  simple,  and  easy,  and  also  wrong. 
An  adequate  answer  here  is  tied  up  in  corporat- 
ed  perceptions,  in  the  personalities  of  the  partic- 
ipants, both  present  and  previous,  and  in  politi- 
cal activities  within  the  Association — and  not  just 
at  the  national  level,  either;  it  filters  back  to  the 
leadership  of  the  members  of  the  federation.  It 
is  all  very  murky,  not  to  say  devious  in  spots. 

Corporations  elect  boards  of  directors,  much 
less  democratically,  in  fact,  than  the  AMA  does, 
and  the  Board  appoints  a chief  executive  officer 
(CEO).  The  Board  generally  lets  the  CEO  run 
things  until  things  get  out  of  hand,  and  then  he 
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is  dumped — often  unceremoniously.  The  CEO 
generally  has  broad  latitude,  particularly  if  he  has 
performed  well. 

Having  already  unburdened  myself  of  my  neg- 
ative feelings  about  James  H.  Sammons,  M.D., 
EVP  and  CEO  of  the  AMA — and  those  really 
boil  down  to  only  one,  which  is  despotism — I shall 
turn  now  to  the  positive  ones,  which  are  greater 
in  number.  Everywhere  you  go  at  meetings  of 
the  House  of  Delegates  or  other  gatherings  of 
the  AMA  “family”  you  hear  comments  like, 
“You  have  to  admire  the  little  bastard”  or  “you 
have  to  like  him.”  And  you  do;  and  I do — both. 
Though  like  any  forceful  leader  he  has  detractors 
and  implaccable  enemies,  Jim  Sammons  has  been 
an  effective  spokesman  for  medicine,  particularly 
in  Washington,  and  has  overall  run  the  Associa- 
tion well — in  short,  a benevolent  despot  (used  in 
contrast  to  malevolent).  Taken  on  balance,  he  has 
done  a good  job,  and  has  made,  I think,  a tre- 
mendous contribution  to  the  practice  of  medicine 
in  the  United  States;  moreover,  his  recognition 
and  his  influence  are  worldwide. 

Despite  eating  humble  pie  in  public,  it  is  the 
nature  of  the  beast  to  take  the  private  view  that 
in  his  15  years  as  EVP  a man  ought  to  be  al- 
lowed one  “screw-up.”  There  is  some  merit  in 
that,  certainly.  There  are  at  least  three  things, 
though,  that  keep  this  event  from  being  a minor 
one.  The  first  is  that  the  dereliction  was  far  from 
minor.  It  was  instead  a deplorable  breach  of 
sound  judgment.  The  second  is  that  I doubt  there 
are  many  other  people,  if  any,  who  would  accept 
his  view  that  this  was  his  only  deviation  in  his  15- 
year  tenure.  Those  two  things,  though,  might  be 
excused  except  for  the  third,  which  is  that  re- 
gardless of  what  Dr.  Sammons  may  think,  his  ef- 
fectiveness in  Washington  is  destroyed.  This  view 
comes  from  some  of  our  highly  placed  military 
doctors  who  are  stationed  in  Washington  and  who 
are  astute  observers  of  the  Washington  scene. 
This  calamity  is  directly  derivative  from  the  cur- 
rent overweening  preoccupation  of  our  politi- 
cians with  ethics.  What  Dr.  Sammons  did  is  per- 
ceived there  not  only  as  fiscally  unsound,  but  also 
as  a breach  of  trust,  and  as  such  fits  right  in  with 
their  own  current  witch  hunt.  Dr.  Sammons  is 
therefore  in  their  view  not  to  be  trusted. 

The  whole  matter  of  Dr.  Sammons’  actions  and 
prophylaxis  against  recurrence  of  the  malady  was 
extensively  and  thoroughly  aired  at  the  Interim 
Meeting  of  the  House  of  Delegates  in  December 
(last  month  as  I write).  Though  not  to  every- 
body’s satisfaction,  it  was  handled  much  more 
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expeditiously  and  with  less  mess  than  most  of  us 
had  feared.  The  House  was  spared  most  of  the 
bloodletting,  which  took  place  in  the  reference 
committee.  The  House  was  able,  therefore,  to 
spend  most  of  its  time  considering  the  multitude 
of  other  important  items  presented  to  it,  but  that’s 
a story  for  another  day. 

However  any  of  that  may  be,  the  Board  has 
the  urgent  matter  of  Dr.  Sammons’  successor 
facing  it,  and  it  had  better  get  on  with  resolving 
it.  Though  Dr.  Sammons  had  already  announced 
his  retirement  when  his  current  contract  expires 
next  year,  he  is  now,  regardless  of  how  he  may 
perceive  himself,  a lame  duck  EVP,  and  as  such 
cannot  be  effective.  We  are  at  a time  in  history 
when  medicine  can  ill  afford  to  be  without  an 
official  spokesman.  Notwithstanding  the  skills  of 
the  officers  and  Board  members,  the  CEO  is 
looked  to  by  the  public  to  speak  for  medicine. 
The  Board  cannot  allow  itself  to  be  seduced  into 
thinking  that  American  medicine  is  not  at  the 
moment  a ship  drifting  rudderless  in  a hostile  sea. 

Neither,  though,  can  the  membership  allow  it- 
self to  be  disillusioned  into  thinking  the  AMA  is 
a foundering  hulk  that  is  obsolete  and  irrelevant. 
There  is  in  medicine  no  entity  more  indispensa- 
ble to  our  welfare  than  the  AMA  as  we  go  about 
the  practice  of  medicine.  There  is  only  one  thing 
that  can  render  it  ineffective:  loss  of  interest  in 
and  abandonment  of  it  by  its  members.  The  fu- 
ture of  the  AMA  is  in  your  hands,  not  the  hands 
of  the  Board  of  Trustees.  They  have  now  taken 
appropriate  remedial  steps,  even  granting  they  are 
long  overdue.  Where  we  go  from  here  depends 
on  you,  the  members.  It  would  be  too  bad  for 
that  vital  ship  to  be  repaired  and  then  moulder 
in  dry-dock  for  want  of  fuel  and  a crew. 

J.B.T. 


Rewriting  History: 

A Correngendum 

The  late  John  Shapiro  used  to  say  it’s  amazing 
how  much  misinformation  you  can  pick  up  just 
by  reading.  Some  of  it  stems  from  ignorance,  but 
more  of  it  from  faulty  memory  and  failure  to 
check  sources.  Whatever  the  cause,  history  gets 
rewritten  probably  as  much  by  carelessness  as  by 
design,  though  that  is  now  and  likely  always  has 
been  frequent. 


Ferdinand  and  Isabella  might  well  have  liked 
to  have  been  occupying  the  throne  of  Portugal  in 
AD  1492,  but  in  addition  to,  and  certainly  not  in 
lieu  of,  the  throne  of  Spain.  They  did  indeed  back 
Columbus  in  his  new  world  venture,  as  I stated 
in  an  editorial  (“Looking  Back — and  Forth”)  in 
the  January  issue  of  the  Journal,  but  contrary  to 
what  I said,  they  did  it  from  the  Spanish  and  not 
the  Portugese  throne.  The  Spanish  throne  also 
did,  as  I said,  sure  enough  turn  him  down — 
twice — but  with  Ferdinand  and  Isabella,  and  not 
Philip,  on  it.  King  John  II  of  Portugal  also  turned 
him  down,  period.  King  Philip — of  Spain — didn’t 
get  into  the  act  until  later.  (Philip  II  is  the  one  I 
had  in  mind.  The  first  was  around  then,  but  not 
king  of  Spain,  yet.  He  was  king  of  Castile.  The 
Spanish  throne  was  a confusing  place  in  them 
days.  No  wonder  I was  confused.)  The  main  rea- 
son for  writing  this,  other  than  to  set  the  record 
straight,  is  to  apologize  to  King  Philip  for  bad- 
mouthing  him,  this  time  unjustifiably.  Since  his 
galleons  and  his  corsairs  and  conquistodores  sub- 
sequently terrorized,  raped,  and  pillaged  two 
continents  and  swept  bare  the  high  seas  for  years, 
all  in  the  name  of  God  and  his  Catholic  Majesty, 
I really  don’t  feel  too  bad  about  that. 

What  I do  feel  bad  about  is  the  slippage  in  my 
gears.  I’ve  already  taken  to  writing  myself  notes. 
I guess  the  time  has  come  for  me  to  start  check- 
ing up  on  myself. 

An  alternative  reading  of  the  situation  might 
be;  so  I got  a few  minor  details  wrong.  My  con- 
cern is  only  with  the  big  picture;  I leave  to  ped- 
ants such  trivia  as  who  was  on  what  throne  and 
when.  That  explanation  is  certainly  acceptable  to 
me,  and  you  can  accept  it  if  you  want.  Besides, 
I always  thought  who  was  on  first. 

J.B.T. 


memofkim 


T.  Crowder  Chapman,  age  98.  Died  December  25, 
1989.  Graduate  of  Vanderbilt  University  School  of 
Medicine.  Member  of  Consolidated  Medical  Assembly 
of  West  Tennessee. 

Philip  Lee  Fuson,  age  64.  Died  November  21,  1989. 
Graduate  of  University  of  Louisville  School  of  Medi- 
cine. Member  of  Lakeway  Medical  Society. 
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William  Roy  Janzen,  age  44.  Died  December  25,  1989. 
Graduate  of  University  of  Pittsburgh  School  of  Medi- 
cine. Member  of  Knoxville  Academy  of  Medicine. 

Hollis  Eugene  Johnson,  age  96.  Died  January  5,  1990. 
Graduate  of  Vanderbilt  University  School  of  Medi- 
cine. Member  of  Nashville  Academy  of  Medicine. 

Charles  Wallace  Marsh,  Jr.,  age  75.  Died  January  4, 
1990.  Graduate  of  New  York  Medical  College.  Mem- 
ber of  Coffee  County  Medical  Society. 

Hazel  Marie  Nichols,  age  85.  Died  December  18,  1989. 
Graduate  of  Medical  College  of  Pennsylvania.  Mem- 
ber of  Knoxville  Academy  of  Medicine. 


neuj  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

BLOUNT  COUNTY  MEDICAL  SOCIETY 

Alan  Jackson  Grimes,  M.D.,  Maryville 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

John  P.  Hendrick,  M.D.,  Cleveland 

CAMPBELL  COUNTY  MEDICAL  SOCIETY 

David  E.  McRay,  M.D.,  Jellico 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Jonathan  Stuart  Cohen,  M.D.,  Chattanooga 
Daniel  Eranklin  Fisher,  M.D.,  Chattanooga 
Michael  Scott  Hertzog,  M.D.,  Chattanooga 
James  P.  Little,  M.D.,  Chattanooga 
Thomas  Little,  M.D.,  Chattanooga 
Stephen  H.  Yood,  M.D.,  Chattanooga 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

David  W.  Underwood,  M.D.,  Jackson 

CUMBERLAND  COUNTY  MEDICAL  SOCIETY 

Charles  Adrian  Larson,  M.D.,  Crossville 
Larry  E.  Patterson,  M.D.,  Crossville 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Russell  R.  Blakeley,  M.D.,  Knoxville 
David  Allan  Cox,  M.D.,  Knoxville 
Daniel  S.  Ely,  M.D.,  Knoxville 
Paul  B.  Googe,  M.D.,  Knoxville 
Daniel  M.  Green,  M.D.,  Knoxville 
Daryl  L.  Harp,  M.D.,  Knoxville 
E.  Michael  Holt,  M.D.,  Knoxville 
Elizabeth  W.  Hubbard,  M.D.,  Knoxville 
Kenneth  R.  O’ Kelley,  M.D.,  Knoxville 
Timothy  P.  Powers,  M.D.,  Knoxville 
Gregg  M.  Rader,  M.D.,  Knoxville 

150 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

The  following  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during 
December  1989.  This  list,  supplied  by  the  AMA, 
does  not  include  members  who  reside  in  other 
states. 

Physicians  can  receive  the  PRA  certificate 
valid  for  one,  two,  or  three  years.  For  the  one- 
year  award,  physicians  report  50  hours  of  con- 
tinuing medical  education,  including  20  hours  of 
Category  1;  for  the  two-year  award,  physicians 
report  100  hours  of  CME,  including  40  hours  of 
Category  1;  for  the  three-year  award,  physicians 
report  150  hours  of  CME,  60  of  which  are  Cat- 
egory 1. 

William  E.  Feist,  M.D.,  Chattanooga 
James  V.  Ferguson,  M.D.,  Knoxville 
Merrill  D.  Moore,  M.D.,  Louisville 
Loren  D.  Nelson,  M.D.,  Nashville 
Steven  W.  Neubauer,  M.D.,  Nashville 
H.  Clay  Newsome,  III,  M.D.,  Nashville 
Patrick  J.  O’Sullivan,  M.D.,  Memphis 
Reinaldo  A.  Olaechea,  M.D.,  Crossville 
Burton  Silbert,  M.D.,  Nashville 


Karen  T.  Rader,  M.D.,  Knoxville 
Paul  A.  Thomas,  M.D.,  Knoxville 

LAKEWAY  MEDICAL  SOCIETY 

Peter  Francis  Ballard,  M.D.,  Morristown 

LAWRENCE  COUNTY  MEDICAL  SOCIETY 

Frances  A.  Berry,  M.D.,  Lawrenceburg 

MAURY  COUNTY  MEDICAL  SOCIETY 

Jerry  M.  Brown,  M.D.,  Columbia 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Raymond  Brewer,  M.D.,  Memphis 
Thomas  H.  Crenshaw,  M.D.,  Memphis 
Edwin  Cunningham,  M.D.,  Memphis 
John  Downs,  M.D.,  Memphis 
Cary  Martin  Finn,  M.D.,  Memphis 
Robert  W.  Greene,  Jr.,  M.D.,  Memphis 
Mark  S.  Harriman,  M.D.,  Memphis 
Michael  G.  Hartman,  M.D.,  Memphis 
Barbara  Kay  Jackson,  M.D.,  Memphis 
Janet  Johnson,  M.D.,  Memphis 
George  Jones,  Jr.,  M.D.,  Memphis 
Ishmael  S.  Reid,  M.D.,  Memphis 
Roger  B.  Vogelf anger,  M.D.,  Memphis 
Albert  E.  Weeks,  M.D.,  Memphis 
Beverly  D.  Williams,  M.D.,  Memphis 

NASHVILLE  ACADEMY  OF  MEDICINE 

Ralph  C.  Benson,  Jr.,  M.D.,  Nashville 
Christopher  W.  Fletcher,  M.D.,  Nashville 
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J.  Harold  Helderman,  M.D.,  Nashville 
Laura  A.  Mitchell,  M.D.,  Nashville 
Glynis  Ann  Sacks,  M.D.,  Nashville 
William  Garrison  Strickland,  M.D.,  Nashville 

(Students) 

Stephen  B.  Cantrell,  Nashville 
Julie  Marie  Liposky,  Nashville 
John  J.  Ryu,  Nashville 

OVERTON  COUNTY  MEDICAL  SOCIETY 

Albert  A.  Jones,  III,  M.D.,  Livingston 

PUTNAM  COUNTY  MEDICAL  SOCIETY 

James  L.  Breyer,  M.D.,  Cookeville 
Walter  D.  Moss,  M.D.,  Cookeville 

RUTHERFORD  COUNTY/STONES  RIVER 
ACADEMY  OF  MEDICINE 

Thomas  A.  Turner,  M.D.,  Murfreesboro 

WARREN  COUNTY  MEDICAL  SOCIETY 

Frederick  Aptowitz,  M.D.,  McMinnville 

WASHINGTON-UNICOI-JOHNSON  COUNTY 
MEDICAL  SOCIETY 

Robert  C.  Bowman,  M.D.,  Johnson  City 
Michael  Spady,  M.D.,  Johnson  City 


pcr/OACil  ncui/ 


Charles  Cox,  M.D.,  Etowah,  has  been  certified  as  a 
Diplomate  of  the  American  Board  of  Surgeons. 

Blair  D.  Erb,  Sr.,  M.D.,  Jackson,  has  been  elected 
president  of  the  Wilderness  Medical  Society.  The  So- 
ciety is  composed  of  professionals  and  students  in  the 
fields  of  science  and  public  service  who  share  medical, 
conservation,  and  recreational  interests  in  wilderness 
activities. 

Paul  B.  Googe,  M.D.,  Knoxville,  has  been  elected  a 
Fellow  of  the  College  of  American  Pathologists. 


onnouAcemcAl/ 


CALENDAR  OF  MEETINGS 

NATIONAL 

April  1-5  American  Association  of  Pathologists — 

Hyatt,  Washington,  D.C. 

April  1-5  American  Physiological  Society — Hyatt  Re- 

gency, Washington,  D.C. 


April  2-6 

American  Society  for  Pharmacology  and 
Experimental  Therapeutics — Washington, 
D.C. 

April  3-7 

American  Association  of  Orthopaedic  Med- 
icine— Howard  Johnson’s,  Boston 

April  4-6 

American  Group  Practice  Association — 
Hyatt  Regency  Capitol  Hill,  Washington, 
D.C. 

April  5-7 

American  Surgical  Association — Shoreham, 
Washington,  D.C. 

April  7 

American  College  of  Utilization  Review 
Physicians — Marriott,  Richmond,  Va. 

April  14-18 

American  Fracture  Association — The  Pointe 
at  Squaw  Peak,  Phoenix 

April  17-19 

National  Managed  Health  Care  Congress 
Program — World  Trade  Center,  Boston 

April  18-22 

Society  for  Pediatric  Radiology — Westin, 
Cincinnati 

April  19-21 

Virginia  Society  of  Otolaryngology — Head 
and  Neck  Surgery — Radisson  Mark  Plaza 
Hotel,  Alexandria,  Va. 

April  19-22 

American  College  of  Preventive  Medicine — 
Westin  Peachtree  Plaza,  Atlanta 

April  21-25 

American  Radium  Society — Registry  Re- 
sort, Scottsdale,  Ariz. 

April  25-29 

American  Medical  Society  on  Alcoholism 
and  Drug  Dependencies — Hyatt  Regency, 
Phoenix,  Ariz. 

April  26-28 

Eastern  Allergv  Conference — Bal  Harbour, 
Fla. 

April  26-29 

American  College  of  Physicians — Fairmont, 
Chicago 

April  28 

American  Rhinologic  Societv — Palm  Beach, 
Fla. 

April  28-May  4 

American  College  of  Occupational  Medi- 
cine— Westin,  Houston 

April  29-May  4 

American  Society  of  Colon  and  Rectal  Sur- 
geons— Adam’s  Mark,  St.  Louis 

April  30-May  4 

American  Society  for  Head  and  Neck  Sur- 
gery— The  Breakers,  Palm  Beach,  Fla. 

May  1-2 

American  Broncho-Esophagological  Asso- 
ciation— Breakers,  Palm  Beach,  Fla. 

May  1-5 

American  Group  Practice  Association — 
Hvatt  Regency  Capitol  Hill,  Washington, 
G.C. 

May  2-4 

Society  of  General  Internal  Medicine — 
Gateway  Marriott,  Arlington,  Va. 

May  2-6 

American  Society  of  Head  and  Neck  Ra- 
diology— Hilton  International,  New'  Orleans 

May  3-5 

American  Cancer  Society — Fairmont  Hotel, 
San  Francisco 

May  3-10 

Association  for  the  Advancement  of  Medi- 
cal Instrumentation — Marriott,  Anaheim, 
Calif. 

May  4-6 

International  College  of  Surgeons — United 
States  Section — Hilton,  San  Antonio,  Tex. 

May  4-7 

American  Federation  for  Clinical  Re- 
search— Sheraton,  Washington,  D.C. 

May  4-7 

Association  of  American  Physicians — Sher- 
aton, Washington,  D.C. 

May  6-10 

American  Trauma  Society — Washington, 
D.C. 

May  7-11 

Ambulatory  Pediatric  Association — Hilton, 
Anaheim,  Calif. 

May  9-13 

American  Psychoanalytic  Association — 
Waldorf  Astoria,  New  York 

May  10-13 

American  Academy  of  Psychoanalysis — 
Halloran  House,  New  York 

May  10-13 

American  Association  for  the  History  of 
Medicine — Sheraton  Inner  Harbor  Hotel, 
Baltimore 

May  10-13 

American  Society  for  Adolescent  Psychia- 
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May  12-16 
May  12-18 
May  13-17 
May  13-18 
May  13-18 
May  13-18 
May  16-19 

May  17-20 

May  18-24 
May  20-22 


try — New  York 

American  Gastroenterological  Associa- 
tion— Convention  Center,  San  Antonio,  Tex. 
American  Society  for  Gastrointestinal  En- 
doscopy— San  Antonio,  Tex. 

Aerospace  Medical  Association — Marriott, 
New  Orleans 

American  Cleft  Palate-Craniofacial  Associ- 
ation— Adam’s  Mark,  St.  Louis 
American  Roentgen  Ray  Society — Shera- 
ton, Washington,  D.C. 

American  Society  for  Microbiology — Con- 
vention Center,  Anaheim,  Calif. 

American  College  of  Physician  Execu- 
tives— Marriott  Rivercenter,  San  Antonio, 
Tex. 

American  Geriatrics  Society  and  the  Amer- 
ican Federation  for  Aging  Research — Mar- 
riott Marquis,  Atlanta 
Medical  Library  Association — Westin  Ren- 
aissance, Detroit 

American  Society  of  Clinical  Oncology — 
Grant  Hyatt  Hotel,  Washington,  D.C. 


May  20-23 
May  20-23 

May  20-24 
May  22-25 

May  27-31 

May  29-June  2 


American  Thoracic  Society — Boston 
Society  of  Neurological  Surgeons — Ann  Ar- 
bor, Mich. 

American  Lung  Association — Boston 
American  College  of  Sports  Medicine — Salt 
Palace  Convention  Center,  Salt  Lake  City 
American  Association  of  Mental  Retarda- 
tion— Hilton,  Atlanta 

American  College  Health  Association — 
Marriott  Rivercenter,  San  Antonio,  Tex. 


STATE 

April  4-7  Tennessee  Medical  Association.  155th  An- 

nual Meeting — Hyatt  Regency  Hotel, 
Knoxville 

April  5-7  American  Society  for  Laser  Medicine — Op- 

ryland  Hotel,  Nashville 

April  28-May  3 American  Association  of  Neurological  Sur- 
geons— Opryland  Hotel,  Nashville 


We're  making  Porsches 
faster  than  ever. 


0 to  60  in  5. 5 seconds 

Introducing  the  all  new  Porsche  911  Carrera  2.  Although  we  still 
build  each  one  slowly  by  hand,  it’s  the  fastest  Porsche  we  make.  Call 
and  arrange  your  test  drive  today.  After  all,  they  will  go  fast. 


PREMIER 


Porsche 


660  Lafayette  Street 

'c,  1990  Porsche  Cars  North  America.  Inc  (across  from  Sears) 

Porsche  does  not  recommend  exceeding  speed  limits.  (615)  742-8000 
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On  the  Role  of  Alcohol  in 
Nonvehicular  Unintentional 
Injuries  Among  Adolescents 

IAN  R.  H.  ROCKETT,  Ph.D.,  M.P.H.  and  SANDRA  L.  PUTNAM,  Ph.D. 


Adolescence  and  health-risk  taking  behavior 
are  intimately  entwined.  lessor’  contends  that: 
“What  singles  out  adolescence  as  a time  of  rela- 
tively high  risk  is  that  it  is  a key  stage  in  which 
risk-related  learning  takes  place — learning  of  new 
risk  behaviors,  of  risk-prone  personality  disposi- 
tions, and  of  risk-enhancing  opportunities  in  the 
environment.”  He  also  stresses  its  importance  as 
a time  for  implementing  risk-reducing  and  health- 
enhancing interventions. 

With  a view  to  fostering  primary  prevention, 
this  paper  examines  the  relationship  between  two 
manifestations  of  adolescent  health  risk-taking 
behavior;  namely,  alcohol  use  and  unintentional 
non-motor  vehicular  injuries.  In  the  interests  of 
verbal  economy,  this  class  of  injuries  will  be  re- 
ferred to  as  nonvehicular  injuries.  We  know  of 
no  published  studies  to  date  where  the  relation- 
ship between  adolescent  alcohol  use  and  nonve- 
hicular injuries  has  been  documented  or  analyzed. 
There  is,  however,  compelling  circumstantial  evi- 
dence that  the  two  phenomena  are  etiologically 
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linked.  This  evidence  forms  the  centerpiece  of  the 
paper.  We  shall  also  consider  impediments  to  re- 
search, and  the  related  topics  of  appropriate 
medical  education  and  clinical  intervention. 

Since  most  adolescent  trauma  patients  are  un- 
der the  minimum  legal  drinking  age,  any  alcohol 
use  by  them  is  illegal  behavior  and  could  be  con- 
sidered problem  drinking  or  substance  abuse. 
Moreover,  that  minimum  drinking  age  legislation 
is  universal  in  this  country  attests  to  societal  ac- 
knowledgment that  alcohol  ingestion  by  adoles- 
cents and  children  poses  potentially  serious  health 
risks.  The  foregoing  buttresses  a case  for  clinical 
intervention,  extending  beyond  immediate  treat- 
ment where  alcohol  use  is  directly  implicated  in 
adolescent  injury. 

Drinking  Prevalence 

Survey  data  indicate  that  American  adoles- 
cents are  extensive  users  of  alcohol;  according  to 
results  of  the  National  Adolescent  Student  Health 
Survey ,2  administered  in  1987  to  over  11,000  stu- 
dents in  those  two  grades  in  20  states,  77%  of 
8th  graders  and  89%  of  10th  graders  admitted 
using  alcohol.  Other  findings  were  that  nearly 
one-third  of  the  respondents  reported  alcohol  use 
before  entering  or  while  in  the  6th  grade,  and 
38%  of  10th  graders  and  26%  of  8th  graders  stat- 
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ed  that  they  had  consumed  five  or  more  alcohol- 
ic drinks  within  two  weeks  of  the  survey  date. 

A statewide  survey  conducted  in  1988  re- 
vealed extensive  alcohol  use  by  students  in  Ten- 
nessee public  schools.^  Thirty-eight  percent  of  6th 
graders  admitted  to  experimenting  with  alcohol; 
the  figure  rose  to  86%  for  12th  graders.  With  re- 
gard to  current  use,  defined  as  drinking  an  alco- 
holic beverage  within  30  days  of  the  survey,  the 
respective  figures  for  the  6th  and  12th  grades  were 
9%  and  45%.  The  patterns  of  drinking  behavior 
of  10th  graders  approached  those  of  12th  grad- 
ers. The  survey  also  indicated  that  at  least  for 
Tennessee  public  school  students,  alcohol  was 
clearly  the  drug  of  choice,  if  not  the  most  acces- 
sible illegal  mood-altering  drug. 

Comparisons  of  self-reported  alcohol  con- 
sumption data  for  adults  with  beverage  tax  data 
indicate  that  true  consumption  was  underesti- 
mated by  50%  or  more.'^  Self-report-based  esti- 
mates of  adolescent  drinking  prevalence  are  also 
likely  to  be  conservative,  especially  since  they  re- 
flect illegal  behavior. 

Alcohol  and  Physiology 

Waller^  discusses  metabolic  and  physiologic 
factors  stemming  from  alcohol  ingestion,  which 
increase  the  risk  of  personal  injury.^  He  notes  that 
judgment  is  significantly  impaired  by  the  equiv- 
alent of  “only  one  or  two  drinks,”  that  is,  by  a 
blood  alcohol  concentration  (BAC)  of  .05%  (50 
mg/dl),  which  is  well  below  the  .10%  BAC  that 
is  typically  used  to  distinguish  intoxicated  from 
sober  drivers. 

Physiologic  impairment,  which  increases  with 
dose,  is  associated  with  loss  of  inhibition  and 
concentration,  nervousness,  irritability,  and  mis- 
perception. All  of  these  consequences  of  alcohol 
use  promote  injury  risks.  Studies  of  motor  vehi- 
cle drivers  indicate  that  teenagers,  as  well  as 
young  adults  and  the  elderly,  are  more  adversely 
affected  than  the  middle-aged  by  alcohol  at  a 
given  dose.^^  Concerning  teenagers,  there  is  a 
question  whether  this  reflects  greater  inexperi- 
ence in  using  alcohol  and  coping  with  its  physio- 
logic impact,  or  developmental  immaturity  with 
its  implications  for  lower  body  weight  and  dimin- 
ished tolerance. 

Contrary  to  a popular  misconception  that 
drinkers  are  afforded  some  protection  by  being 
relatively  sedated,  experimental  studies  suggest 
that  alcohol  renders  tissue  more  sensitive  to  in- 
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jurious  agents. These  findings  have  been  rein- 
forced in  a study  of  motor  vehicle  drivers.  It  is 
also  plausible  that  impairment,  and  hence  injury 
susceptibility,  are  magnified  through  a synergis- 
tic or  additive  relationship  between  alcohol  and 
other  psychoactive  drugs. ^ 

Research  Obstacles 

A vast  literature  exists  on  the  adverse  rela- 
tionship between  alcohol  ingestion  and  motor  ve- 
hicular injuries.  Adolescents  have  also  been  the 
target  of  such  research. ^ Ubiquitous  personal 
experience  with  drunk-driving  injuries,  and  a high 
degree  of  media  exposure  to  the  problem,  have 
fueled  in  the  last  decade  or  so  an  impressive  so- 
cietal response,  including  stricter  drunk-driving 
legislation  and  enforcement,  and  the  formation 
of  concerned  citizens’  organizations,  e.g..  Moth- 
ers Against  Drunk  Driving  (MADD),  Students 
Against  Drunk  Driving  (SADD),  and  Reduce 
Intoxicated  Driving  (RID).  These  organizations 
serve  valuable  public  education  and  advocacy 
functions,  and  SADD  has  a specific  adolescent 
orientation.  On  a more  personal  level,  some 
schools  have  instituted  student  assistance  pro- 
grams based  on  the  model  of  employee  assis- 
tance programs, and  have  incorporated  the  top- 
ic of  substance  abuse  into  their  health  education 
curricula. 

If  physiologic  impairment  by  alcohol  ingestion 
increases  adolescent  injury  risks  on  public  roads, 
it  should  do  the  same  in  other  arenas.  Moreover, 
nonvehicular  injury  is  not  a trivial  matter.  For 
example,  in  a hospital  emergency  department- 
based  study  of  unintentional  injuries  conducted 
in  connection  with  the  Massachusetts  Statewide 
Childhood  Injury  Prevention  Program,  motor 
vehicle  crashes  were  found  to  account  for  less 
than  10%  of  these  injuries  to  children  aged  13  to 
19  years.  The  four  major  external  causes  of  in- 
jury in  this  age  group  were  sports,  cutting  and 
piercing,  being  struck  by  an  object,  and  falls;  col- 
lectively, they  produced  approximately  70%  of 
cases. 

Why  is  so  little  known  about  the  relationship 
between  adolescent  alcohol  use  and  nonvehicular 
injury?  A plausible  explanation  inheres  largely  in 
a combination  of  the  sensitive  nature  of  ascer- 
taining and  quantifying  alcohol  use,  with  associ- 
ated fears  of  legal  liability,  and  denial  and  lack 
of  knowledge  on  the  part  of  many  physicians  and 
other  health  care  providers  about  the  deleterious 
effects  of  alcohol.  Physicians  and  ancillary  staff, 
therefore,  rarely  screen  their  trauma  patients  for 
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alcohol  or  other  drug  use,  and  in  addition,  police 
rarely  compile  alcohol  data  about,  or  conduct  on- 
scene investigations  of,  external  causes  of  unin- 
tentional injury  morbidity  beyond  that  sustained 
in  motor  vehicle  crashes. 

Epidemiologists  soliciting  federal  funds  to 
study  the  alcohol  and  injury  relationship  are  con- 
fronted by  formidable  human  subject  considera- 
tions. The  Office  for  Protection  from  Research 
Risks  requires  that  investigators  be  able  to  satis- 
fy institutional  review  boards  (IRBs)  that  sub- 
jects under  the  legal  age  of  consent  actively  af- 
firm their  participation  in  a research  project,  and 
that  parents  or  guardians  give  their  consent.'^ 
Demands  become  even  more  stringent  when  pro- 
posed research  poses  other  than  “minimal”  risks 
to  these  subjects.  Since  adolescent  alcohol  con- 
sumption typically  qualifies  as  illicit  behavior, 
which,  if  the  knowledge  became  public,  could 
stigmatize  those  individuals  and  their  families, 
IRBs  might  be  reluctant  to  approve  alcohol-re- 
lated injury  projects  that  utilize  individual  level 
data  on  adolescents. 

Alcohol  and  Mortality 

Most  of  the  epidemiologic  studies  examining 
the  relationship  between  alcohol  and  nonvehicu- 
lar  injury  have  pertained  to  mortality,  and  none 
has  specifically  identified  adolescents.  Neverthe- 
less, in  light  of  the  documented  adverse  physio- 
logic impact  of  alcohol,  and  its  pervasive  use 
among  adolescents,  the  results  have  important 
implications  for  this  population.  Data  for  these 
studies  generally  emanate  from  offices  of  medi- 
cal examiners  or  coroners;  control  groups  are 
frequently  absent,  measurement  of  BAG  is  often 
tenuous  and  poorly  recorded,  and  sample  sizes 
are  usually  small.  There  is  also  a question  with  a 
number  of  these  studies  whether  there  was  ad- 
herence to  a six-hour  cutoff  point  after  the  time 
of  the  injury  incident  and  the  measurement  of 
BAG.  Six  hours  is  deemed  to  be  the  maximum 
period  for  obtaining  significant  data  on  injury  and 
alcohol. Despite  these  deficiencies,  the  evi- 
dence implicating  alcohol  as  a key  determinant 
of  nonvehicular  injuries  is  strong. 

In  a study  conducted  in  the  District  of  Golum- 
bia  55%  of  nonvehicular  injury  deaths  were 
linked  to  alcohol  ingestion.*^  In  a New  York  Gity 
study,  70%  of  fatal  falls  involved  alcohol, and 
in  60%,  including  half  of  the  drowning  victims, 
the  BAG  was  equal  to  or  exceeded  .10%.  In  a 
Fulton  Gounty,  Georgia  study,  in  which  a six-hour 
cutoff  point  was  employed,  69%  of  the  drowning 


victims  aged  24  to  62  years  for  whom  a BAG  was 
available  had  such  a level;  there  was  no  evidence 
of  alcohol  ingestion  in  victims  under  age  24. In 
a Sacramento  Gounty,  Galifornia  study  of 
drownings,  however,  where  again  there  was  ad- 
herence to  the  six-hour  limit,  at  least  38%  of  el- 
igible male  victims  aged  15  to  19  years  had  posi- 
tive BAGs.^°  Seventy-seven  percent  of  fire 
fatalities  in  the  Fulton  Gounty  study  had  positive 
BAGs,  63%  of  them  at  or  above  .10%.^‘^ 

In  a controlled  study  in  Sacramento  Gounty 
on  a population  over  age  14,  there  was  evidence 
of  alcohol  ingestion  in  42%  of  nonvehicular  in- 
jury fatalities.*^  Among  the  control  group,  com- 
prising fatal  nontraumatic  illness  cases,  the  figure 
was  only  18%.  The  magnitude  of  this  differential 
was  considered  by  the  investigator  to  causally 
implicate  alcohol  in  injuries  even  though  coro- 
ners’ cases,  the  pool  for  the  study  group,  are  more 
likely  than  non-coroners’  cases  to  overrepresent 
the  poor,  homeless,  anomic,  and  alcoholic. 

In  a San  Francisco  study  of  fatal  injuries  in  the 
12  through  24  year  group,  a BAG  of  .10%  or 
higher  served  as  evidence  of  alcohol  intoxication^*; 
half  of  the  victims  were  intoxicated  at  time  of 
injury,  the  same  proportion  as  among  the  motor 
vehicular  victims.  While  these  proportions  are 
high,  the  investigator  recognized  that  the  role  of 
alcohol  may  have  been  understated  because  of 
the  absence  of  information  on  surviving  drivers 
or  passengers.  To  a much  lesser  extent,  perhaps, 
the  same  limitation  also  applies  in  nonvehicular 
injury  deaths. 

Alcohol  and  Morbidity 

Fatalities  represent  only  the  tip  of  the  injury 
iceberg. Nevertheless,  irrespective  of  quali- 
ty, examples  of  hospital-based  studies  on  alco- 
hol-related nonvehicular  injury  morbidity  are 
rare,  and  none  specifically  identified  adolescent 
injury  cases.  There  is  only  one  published  con- 
trolled study  on  the  relationship, one  conducted 
in  a large  Boston  hospital  during  the  late  1960s 
at  a time  when  researchers  were  less  constrained 
than  currently  by  human  subjects  requirements 
and  stringent  IRB  review.  Study  and  comparison 
groups  were  selected  from  patients  over  15  years 
of  age  who  visited  the  emergency  department 
during  the  course  of  a year.  BAGs  were  mea- 
sured principally  with  a breathalyzer.  Where  this 
technique  was  infeasible,  efforts  were  made  to 
draw  venous  blood  samples  or  obtain  evidence  of 
“alcohol  on  breath.”  No  alcohol  information  was 
available  for  10%  of  the  8,461  patients  included 
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in  the  study. 

Twenty-two  percent  of  breath-tested  home  in- 
jury cases  manifested  positive  BACs,  compared 
with  less  than  10%  of  controls,  which  were  non- 
injury cases.  Although  samples  were  smaller,  the 
differential  was  even  greater  when  cases  were 
compared  for  which  alcohol  status  was  measured 
by  either  of  the  alternative  methods.  Occupa- 
tional injury  cases  manifested  less  evidence  of  al- 
cohol ingestion  than  home  injury  cases,  but  the 
proportion  still  substantially  exceeded  that  for 
noninjury  cases.  These  basic  findings  persisted  in 
the  face  of  controls  for  such  variables  as  drinking 
after  the  injury,  sex,  age,  marital  status,  social 
class,  and  time  between  injury  or  illness  and  the 
emergency  department  visit;  race  and  ethnicity 
were  not  controlled. 

Clinical  Intervention  and 
Medical  Education 

Adolescents  represent  a high-risk  population 
with  respect  to  both  drinking  behavior  and  inju- 
ry. A causal  relationship  has  not  been  estab- 
lished between  these  two  variables.  Neverthe- 
less, despite  the  absence  of  controlled,  targeted 
studies,  the  circumstantial  evidence  is  strong 
enough  to  warrant  clinicians,  especially  those  in 
primary  care,  considering  the  role  of  alcohol  in 
individual  adolescent  trauma  cases.  In  certain 
cases,  such  as  head  trauma,  toxicologic  screening 
for  alcohol  (and  other  drugs)  use  should  be  a part 
of  routine  medical  care.^^  In  less  serious  cases  in 
the  short  term,  and  more  serious  cases  in  the 
longer  term,  questionnaires  could  be  valuable  in 
screening2^-^°;  along  with  observation,  they  should 
be  regarded  as  complimenting  toxicologic  screens. 

Objective  quantifiable  measures  of  alcohol 
ingestion  by  patients  are  superior  to  observation 
or  self-reports,  although  where  feasible  there  are 
advantages  to  compiling  information  from  all  of 
these  sources.  In  addition  to  venous  blood  sam- 
pling and  breath-testing,  a third  quantifiable 
measure  is  now  available  for  research  use.  Known 
as  the  dipstick,  it  detects  alcohol  in  saliva,  urine 
or  serum, 31-32  though  unless  it  is  used  with  a mass 
spectrometer,  measurement  is  less  accurate  than 
with  other  quantitative  measures;  the  technology 
is  still  undergoing  refinement.  Since  the  dipstick 
is  less  invasive  than  the  other  procedures,  it 
should  prove  invaluable  both  clinically  and  epi- 
demiologically. 

There  are  barriers  to  alcohol  testing  and  his- 
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tory  taking,  some  of  which  have  previously  been 
broached.  Aside  from  physician  preoccupation  j 
with  treating  the  injury  in  question,  they  include  | 
denial  and  lack  of  knowledge,  concern  about  lit-  1 
igation,  and  the  perceived  sensitivity  of  adoles-  ■ 
cents  and  their  families  towards  the  admission  of  | 
illicit  behavior.  Most  of  these  barriers  can  be  sur-  | 
mounted  through  education.  Relevant  to  medical  | 
education,  analysis  of  a health  promotion  survey  j 
of  primary  care  physicians  showed  that  85%  of  | 
respondents  routinely  asked  their  patients  about  j 
alcohol  use33;  their  confidence  in  dealing  with  the  | 
information  was  negligible,  however.  One-third  | 
of  the  respondents  expressed  willingness  to  take 
a course  in  health  promotion,  and  17%  demon- 
strated particular  interest  in  alcohol  abuse  and 
alcoholism.  These  survey  results  suggest  that 
there  is  a market  for  appropriate  continuing  | 
medical  education  courses. 

Substance  abuse  is  expected  to  assume  much  I 
greater  importance  in  medical  school  curricula  } 
than  it  has  in  the  past,  and  an  organization  called  i 
the  Association  for  Medical  Education  and  Re- 
search in  Substance  Abuse  (AMERSA)  has  been 
created  to  promote  it.3^^  In  medical  education  i 
courses  that  focus  on  substance  abuse,  injury 
should  be  acknowledged  as  an  important  conse- 
quence of  abuse  of  alcohol  and  other  substances 
by  adolescents  and  the  population  at  large. 

Although  substance  abuse  is  not  solely  a med- 
ical problem  with  medical  solutions,  injury  and 
its  antecedents  can  represent  in  the  life  of  an  ad- 
olescent a crisis  that  creates  a unique  opportuni- 
ty for  clinical  intervention  beyond  immediate 
treatment.  Where  alcohol  (or  other  drugs)  is  im- 
plicated in  an  injury,  the  connection  should  be 
authoritatively  communicated  to  the  patient  in 
order  to  minimize  chances  of  a subsequent  epi- 
sode, with  its  possible  fatal  consequences.  There 
is  preliminary  evidence  that  an  appeal  to  fear 
fortifies  adolescent  intentions  to  eschew  alco- 
hol,3^  and  that  it  is  likely  to  be  most  effective 
when  the  fear  is  founded  upon  personal  injury 
and  medical  counsel.  Ideally,  it  requires  follow- 
up, and  mechanisms  should  exist  for  referring 
patients  to  self-help  groups,  such  as  Alcoholics 
Anonymous,  and  to  alcohol  detoxification  and 
rehabilitation  programs  where  appropriate,  as 
when  screening  produces  evidence  of  depen- 
dence. It  is  also  relevant  that  children  of  alco- 
holics, particularly  adolescent  boys  with  alcohol- 
ic fathers,  demonstrate  an  increased  risk  of 
injury. 36  Parents  in  recovery  from  alcoholism 
should  be  made  acutely  aware  of  this,  and  have 
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their  children  screened  for  alcohol  and  other  drug 
problems.  In  addition,  incentives  and  rewards 
should  be  used  to  buttress  efforts  by  adolescents 
to  avoid  alcohol  and  to  resist  pressure  generated 
by  drinkers  and  the  mass  media. 

Besides  increasing  personal  injury  risk,  the  al- 
cohol-impaired simultaneously  increase  the  prob- 
ability that  they  will  be  instrumental  in  injuring 
others,  whether  on  or  off  the  road.  Thus,  there 
is  a persuasive  argument  for  making  injury  by  and 
to  intoxicated  persons  reportable.  Such  was  re- 
cently proposed  with  respect  to  drivers^^  with  a 
BAC  of  .10%  or  higher,  aimed  specifically  at  en- 
couraging physicians  to  refer  patients  with  high 
BACs  to  treatment  and  rehabilitation  programs. 
In  trauma  cases  involving  individuals  under  the 
minimum  legal  drinking  age,  consideration  should 
be  given  to  requiring  that  any  evidence  of  con- 
comitant impairment  by  alcohol  is  grounds  for 
confidential  notification.  Coupled  with  referral  as 
needed,  this  would  both  constitute  sound  medi- 
cal practice  and  enhance  injury  prevention. 
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Obstetrics  and  Obstetrical  Care 

Providers  in  Rural  East  Tennessee  ! 
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Introduction 

This  study  examines  availability  and  accessi- 
bility of  obstetrical  care  services  in  small  rural 
hospitals  of  East  Tennessee  and  identifies  provi- 
ders of  the  care.  Additionally,  it  projects  a de- 
mand for  family  practitioners  to  become  more 
involved  in  providing  obstetrical  care  in  the  rural 
community,  particularly  at  an  advanced  surgical 
intervention  level,  e.g.,  cesarean  section,  tubal 
ligation. 

Rationale 

Basic  obstetrical  training  is  a requirement  in 
accredited  family  practice  residency  programs 
throughout  the  country.  Training  guidance  is 
available  in  a core  curriculum,  developed  through 
the  joint  efforts  of  the  American  Academy  of 
Family  Physicians  and  the  American  College  of 
Obstetrics  and  Gynecology. ^ The  curriculum  sug- 
gests that  two  levels  of  training  may  be  appropri- 
ate for  family  practice  residents  planning  to  prac- 
tice obstetrics.  Those  completing  the  first  level  of 
training  would  work  in  close  proximity  to  obste- 
trician/gynecologist (OB/GYN)  specialists  who 
can  provide  readily  accessible  backup  for  neces- 
sary interventions.  The  more  advanced  level 
would  include  those  family  practice  residents 
planning  to  practice  in  areas  where  specialty  con- 
sultation may  not  be  available.  Such  individuals 
would  need  more  comprehensive  training  in  cer- 
tain procedures  (i.e.,  cesarean  sections,  bilateral 
tubal  ligations,  and  dilatation  and  curettage).  It 
was  the  stated  intent  of  the  core  curriculum  au- 
thors that  the  referenced  training  occur  during 
the  standard  three  years  of  family  practice  resi- 
dency. At  many  locations,  however,  such  as  the 
University  of  Tennessee  Medical  Center  at 


From  the  Department  of  Family  Medicine,  University  of  Tennes- 
see Medical  Center  at  Knoxville.  Dr.  Clapp  is  a family  practice  (ob- 
stetrics) fellow. 

Reprint  requests  to  Department  of  Family  Medicine,  UT  Medical 
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Knoxville  (UTMC-K),  it  is  difficult  timewise  to 
schedule  sufficient  advanced  obstetrical  training 
in  the  three-year  curriculum;  consequently,  ad- 
ditional training  beyond  three  years  may  be  nec- 
essary if  one  desires  to  acquire  these  surgical 
skills.  One  option  is  a fourth  year  of  family  prac- 
tice fellowship  with  emphasis  on  obstetrics. 

Method 

A survey  form  with  a cover  letter  explaining  the 
purpose  of  the  study  was  mailed  to  administrators 
at  21  rural  hospitals  (fewer  than  200  beds  as  of 
1987)  served,  at  least  in  part,  by  the  perinatal  serv- 
ice of  the  UTMC-K.  Two  to  four  weeks  later,  an 
on-site  interview  was  conducted  with  19  of  the  21 
administrators.  Two  of  the  administrators  did  not 
have  on-site  interviews  due  to  scheduling  conflicts 
and  were  interviewed  by  telephone.  A follow-up 
telephone  call  was  made  to  confirm  responses  after 
the  interview.  The  administrators  were  assured  that 
responses  would  be  confidential  as  to  identification 
of  the  hospital.  The  survey  in  final  form  is  con- 
tained in  Fig.  1. 

Results 

As  of  December  1988,  13  of  the  21  hospitals 
in  the  perinatal  service  area  of  the  UTMC-K  were 
providing  obstetrical  care.  Eleven  of  the  13  hos- 
pitals had  family  physicians  on  staff  actively  in- 
volved in  providing  obstetrical  care.  The  eight 
hospitals  that  were  not  currently  providing  ob- 
stetrics gave  several  reasons  for  not  doing  so.  The 
absence  of  physicians  qualified  and  willing  to  do 
obstetrics  was  a major  reason  for  lack  of  obstet-~ ' 
rical  care  cited  by  three  administrators.  Concern 
about  financial  loss  was  a frequent  justification 
(only  four  administrators  claimed  that  obstetrics 
is  of  itself  profitable)  as  were  inadequate  facili- 
ties and  perceived  absence  of  need  for  and  desire 
to  provide  the  service.  Overwhelmingly,  admin- 
istrators interested  in  continuing  or  reestablish- 
ing obstetrical  care  cited  community  service  as 
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the  primary  motivation. 

Each  administrator  was  asked  to  provide  the 
distance  to  the  nearest  hospital  offering  substan- 
tial obstetrical  care.  For  purposes  of  the  survey, 
substantial  obstetrical  care  was  defined  as  “avail- 
ability of  the  services  of  two  or  more  OB/GYN 
specialists.”  This  was  considered  important  be- 
cause of  the  attrition  rate  of  these  specialists  in 
nonsubstantial  obstetrical  service  centers.  Of  the 
21  hospitals,  fewer  than  one-third  (six)  had  two 
or  more  OB/GYN  specialists  on  staff  or  were  lo- 
cated in  a town  with  two  or  more  OB/GYN  spe- 
cialists. Generally,  hospitals  providing  basic  ob- 
stetrical care  were  within  20  to  29  miles  of 
hospitals  with  two  or  more  OB/GYN  specialists 
on  the  staff.  For  hospitals  where  obstetrical  ser- 
vices were  not  available,  proximity  to  facilities 
providing  substantial  obstetrical  care  varied  con- 
siderably; in  four  instances  distance  exceeded  40 
miles. 

Most  of  the  hospitals  desired  a variety  of  spe- 
cialists, and  considered  that  obstetrics,  and  even 
more  so  gynecology,  could  be  an  excellent  source 
of  income,  as  well  as  an  image-enhancing  entity 
for  the  hospital  in  the  community.  Fourteen  ad- 
ministrators expressed  interest  in  recruiting  an 
OB/GYN  specialist.  Twelve  indicated  they  would 
welcome  a family  physician  with  fellowship  train- 
ing in  obstetrics. 

Backup  for  surgical  intervention  (i.e.,  cesare- 
an section)  for  non-OB  specialists  providing  ob- 
stetrical care  varied  considerably.  Nine  of  the  13 
hospitals  had  obstetrical  backup  provided  by 
OB/GYN  specialists.  In  nine  of  the  hospitals  ce- 


FIGURE 1 
SURVEY  QUESTIONS 

1 . Are  you  providing  OB  care  at  your  hospital? 

2.  If  not,  why  are  you  not  doing  OB? 

3.  Are  PR’s  doing  OB  at  your  hospital? 

4.  Are  PR's  doing  C-sections  at  your  hospital? 

5.  Would  you  recruit  a PR  with  fellowship  training? 

6.  How  far  is  the  closest  substantial  hospital? 

7.  What  are  your  reasons  to  do  OB? 

8.  Is  OB  a money  maker  for  your  hospital? 

9.  Do  you  desire  to  recruit  an  OB  GYN  physician? 

10.  How  many  deliveries  at  your  hospital  in 
the  last  year? 

1 1 . What  is  your  current  backup  for  C-section? 

12.  How  many  OB/GYN’s  have  practiced  in  your  hospital  in 
the  last  10  years? 

13.  Where  are  they  now? 


sarean  sections  were  performed  by  general  sur- 
geons, and  in  five  they  were  performed  by  family 
physicians. 

The  number  of  deliveries  in  the  hospitals  ac- 
tively involved  in  obstetrical  care  varied.  All  hos- 
pitals with  two  or  more  OB/GYN  specialists  on 
the  staff  were  doing  at  least  400  deliveries  per 
year.  Five  hospitals  were  doing  200  to  399  deliv- 
eries a year,  and  four  less  than  200. 

Discussion 

Rural  hospitals  have  traditionally  provided 
obstetrical  care,  as  have  all  hospitals  included  in 
the  survey  at  one  time;  recent  pressures,  how- 
ever, have  forced  many  hospitals  to  discontinue 
obstetrical  services  or  to  modify  them  significant- 
ly. These  pressures  include,  but  may  not  be  lim- 
ited to,  the  loss  of  the  general  practitioner  who 
provided  much  of  the  obstetrical  care  in  the  past, 
the  high  cost  of  liability  insurance,  inadequate 
Medicaid  reimbursement,  and,  in  some  in- 
stances, an  improved  transportation  system  that 
allows  patients  to  travel  to  larger  centers.  Some 
hospital  administrators  believed  that  close  prox- 
imity to  other  centers  makes  it  unnecessary  for 
them  to  provide  obstetrical  care. 

If  it  is  desirable  that  certain  hospitals,  based 
on  their  distance  from  substantial  and  nonsub- 
stantial hospitals,  provide  obstetrical  care,  what 
are  the  options  in  meeting  the  needs  for  care  in 
the  rural  community?  The  public  health  service 
has  been  used  as  one  way  of  placing  physicians 
in  underserved  areas  to  provide  obstetrical  care, 
but  retention  is  difficult.  Experience  in  East  Ten- 
nessee is  that  these  physicians  usually  leave  the 
area  after  “serving  their  time.”  Long-term  reten- 
tion is  important,  consequently  selective  recruit- 
ing is  essential.  With  this  in  mind,  should  the  ru- 
ral areas  focus  on  recruiting  nurse  midwives, 
family  physicians,  family  physicians  with  addi- 
tional obstetrical  training  and  skills,  or  OB/GYN 
specialists? 

The  preferred  option  might  be  to  recruit 
OB/GYN  specialists,  but  it  appears  that  rural  areas 
have  significant  difficulties  in  retaining  them.  In 
the  last  10  years,  only  four  of  the  11  OB/GYN 
specialists  who  have  practiced  in  this  area  away 
from  “substantial  centers”  continue  to  do  so. 
Furthermore,  only  one  of  them  has  been  in  a 
current  location  for  more  than  four  years.  Most 
of  the  locations  have  inadequate  numbers  of  de- 
liveries to  support  more  than  one  OB/GYN  spe- 
cialist. Recruitment/retention  is,  therefore,  com- 
promised by  the  prospect  of  solo  practice.  The 
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average  number  of  deliveries  noted  by  the 
American  College  of  Obstetrics  and  Gynecology 
for  each  OB/GYN  specialist  is  166  per  year.^  This 
would  require  that  approximately  332  deliveries, 
on  average,  be  performed  at  a hospital  to  sup- 
port two  OB/GYN  specialists;  this  number  would 
exclude  patients  who  require  transfer  to  high-risk 
centers.  A significant  number  of  patients  with 
private  insurance  routinely  bypass  local  hospitals 
to  deliver  at  large  medical  centers,  which  further 
reduces  the  number.  In  addition  to  insufficient 
numbers  of  deliveries  to  support  an  OB/GYN 
specialist,  there  would  be  competition  with  the 
general  surgeon  for  gynecologic  surgery  cases; 
traditionally,  these  cases  are  the  province  of  the 
surgeon  in  small  rural  hospitals,  and  most  admin- 
istrators would  contend  that  the  general  surgeon 
is  necessary  for  financial  viability  of  the  hospital. 

A second  option  would  be  family  physicians 
trained  in  typical  fashion,  using  the  UTMC-K 
residency  program  as  an  example.  The  basic  lev- 
el of  obstetrical  training  of  family  practice  resi- 
dents (three  months  required,  three  months  op- 
tional) may  not  ensure  physician  competence  to 
practice  without  readily  accessible  backup.  In 
many  training  programs,  family  practice  resi- 
dents are  not  encouraged  to  acquire  surgical  ob- 
stetrical skills.  This  results  in  reliance  on  surgical 
backup,  and  means  that  to  provide  obstetrical 
services,  a rural  hospital  must  have  both  a family 
physician  and  a general  surgeon  or  OB/GYN 
specialist  readily  available. 

Still  a third  option  for  obstetrical  care  delivery 
would  be  nurse  midwives.  In  the  East  Tennessee 
region,  two  freestanding  birthing  centers  have 
been  developed.  One  is  currently  functional,  and 
is  backed  up  by  family  physicians.  Except  for  the 
delivery  of  prenatal  care,  the  second  is  nonfunc- 
tional due  to  the  lack  of  physician  backup.  One 
of  the  difficulties  with  nurse  midwives  is  that  they 
require  both  surgical  backup  for  cesarean  sec- 
tions, and  family  physician  or  OB/GYN  special- 
ist backup  for  any  complications  during  delivery. 
Consequently,  this  does  not  decrease  the  need 
for  physicians.  Also,  the  freestanding  birthing 
center  concept  might  create  a problem  for  rural 
hospitals  in  that  it  draws  uncomplicated  cases 
away  from  the  hospitals,  and  gives  the  hospitals 
the  complicated  (less  profitable)  deliveries.  Hos- 
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pitals  must  have  a certain  number  of  deliveries 
to  financially  justify  the  provision  of  obstetrical 
care.  It  may  be  more  desirable  for  smaller  hos- 
pitals to  allow  nurse-midwives  to  practice  within 
the  hospital  under  physician  supervision  than  to 
have  them  practice  in  competition  with  already 
established  hospital  obstetrical  care. 

Finally,  there  are  family  practice  physicians 
who  have  obtained  surgical  training  in  obstetrics 
during  their  residency,  or  who  have  participated 
in  obstetrical  fellowship  training.  Either  form  of 
additional  training  could  allow  them  to  provide 
surgical  intervention,  as  is  the  case  in  five  hospi- 
tals where  family  physicians  perform  cesarean 
sections.  But  where  do  family  physicians  with  ad- 
vanced, surgically  oriented  obstetrical  training  fit 
into  the  scheme  of  delivering  obstetrical  care  in 
East  Tennessee?  First,  there  is  little  need  for  such 
physicians  to  practice  at  “substantial”  centers  of- 
fering obstetrical  care,  since  readily  available 
backup  is  present  there.  There  are,  however, 
suitable  practice  opportunities,  which  could  in- 
clude surgical  backup  for  family  physicians  who 
provide  routine  obstetrics;  call  partner  for  cesar- 
ean section;  practice  with  other  family  physicians 
who  are  surgically  trained  in  obstetrics;  or  prac- 
tice in  smaller  towns  as  backup  for  the  OB  gen- 
eralists, allowing  smaller  communities  the  advan- 
tages of  an  OB/GYN  physician. 

Conclusion 

Lack  of  available  and  accessible  obstetrical 
care  is  apparent  at  several  rural  locations 
throughout  East  Tennessee.  According  to  many 
administrators  obstetrics  is  not  a profitable  ven- 
ture, and  at  most  hospitals  included  in  this  sur- 
vey carries  the  reputation  of  poor  profits  and  high 
liability  risk.  This  study  reflects  some  resistance 
to  reestablishing  or  maintaining  obstetrical  ser- 
vices in  some  communities.  Appropriately  trained 
family  physicians,  however,  can  do  much  to  es- 
tablish, provide,  and  augment  services  in  these 
rural  settings  if  they  are  willing  to  accept  the 
challenges  and  restrictions  of  rural  obstetrical 
care.  r ^ 
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The  Birth,  Childhood  and  Early 
Adolescence  of  SVMIC 

WILLIAM  H.  EDWARDS,  M.D. 


There  is  an  aspect  of  the  practice  of  medicine  that 
concerns  us  all,  and  involves  us  financially  as  well  as 
emotionally.  The  word  “malpractice”  creates  appre- 
hension and  negative  feelings  for  each  of  us.  It  implies 
that  we  have  deliberately  performed  some  act  or  in- 
tentionally omitted  something  and  that  a patient  was 
harmed  thereby.  M.  Stuart  Miller,  owner  and  CEO  of 
Piper  Aircraft  Company,  said,  “One  of  the  very  great 
changes  in  the  last  50  years  is  the  growth  of  the  idea 
that  says  that  death  is  unnatural;  it  must  be  some- 
body’s fault.”  He  was  of  course  referring  to  product 
liability  but  we  in  the  practice  of  medicine  face  the 
same  public  philosophy.  The  cost  for  malpractice  in- 
surance in  1988  in  the  United  States  was  $3.9  billion, 
this  within  a total  health  care  cost  for  hospitals  and 
doctors  of  over  $541  billion.  About  50%  of  these  pre- 
miums are  paid  within  five  states. 

This  paper  will  discuss  the  tumultuous  courtship  in 
the  early  1970s  between  the  medical  profession  and 
the  insurance  industry  that  led  to  the  birth  of  an  ille- 
gitimate infant  company,  which  was  labeled  a “bedpan 
mutual”  and  now  has  grown  into  a teenager,  the  State 
Volunteer  Mutual  Insurance  Company  (SVMIC).  I shall 
review  the  events  of  those  early  years  when  physicians, 
abandoned  by  commercial  carriers,  had  to  provide  their 
own  solutions  to  the  “malpractice  crisis.”  SVMIC  to- 
day insures  about  6,900  physicians  in  Tennessee. 

At  its  1969  Annual  Meeting,  the  AMA  House  of  Del- 
egates received  a report  entitled  “Medical  Professional 
Liability.”  This  report,  based  upon  financial  data 
available,  showed  a total  in  premiums  paid  for  profes- 
sional liability  insurance  by  physicians  in  1968  of 
$75  million.  The  report  also  stated  that  since  World 
War  II,  premium  rates  had  risen  at  more  than  three 
times  the  cost  of  living. 

In  1979,  the  Health  Care  Financing  Administration 
(HCFA)  reported  a survey  of  premium  rates  for 
professional  liability  for  the  years  1947  through  1977, 
showing  that  financially  many  insurance  companies 
were  weak  during  the  early  1970s.  Unanticipated  in- 
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creases  in  the  number  of  claims  filed  and  the  size  of 
awards  caused  a number  of  companies  to  draw  on  their 
reserve  funds.  Coupled  with  a sharp  decline  in  their 
investment  portfolios  in  1974,  this  caused  many  compa- 
nies to  declare  bankruptcy  or  withdraw  from  the  profes- 
sional liability  insurance  market,  resulting  in  a crisis  in 
availability  of  coverage  for  physicians  and  hospitals. 

This  was  the  situation  that  existed  in  Tennessee  in 
1975.  Shelby  Mutual  Insurance  Company  of  Ohio,  the 
largest  medical  malpractice  writer  in  the  state,  de- 
clared that  it  would  no  longer  offer  malpractice  insur- 
ance to  physicians,  having  found  itself  in  the  same  sit- 
uation as  many  other  commercial  carriers  in  the  early 
1970s.  Rates  had  not  been  raised  sufficiently  to  cover 
the  mounting  losses,  and  the  investment  income,  which 
the  companies  both  then  and  now  depend  upon  to  build 
up  reserves,  had  not  increased.  The  St.  Paul  Insurance 
Company,  another  major  commercial  carrier  in  this 
state,  refused  to  insure  new  physicians  entering  prac- 
tice. There  was  no  source  for  malpractice  insurance. 

The  physicians  of  Tennessee  believed  that  House 
Bill  1035  introduced  in  1975  offered  hope  for  the 
availability  of  insurance,  and  we  therefore  organized, 
and  descended  on  Capitol  Hill  in  a “march”  to  voice 
our  support.  The  lawmakers  heard  us,  and  HB  1035 
became  law. 

Following  are  the  provisions  of  HB  1035,  adopted 
by  the  89th  Tennessee  General  Assembly. 

Malpractice  Review  Boards  Created: 

(1)  Review  boards  will  be  established  in  each  grand  divi- 
sion of  the  state,  to  hear  all  cases  relating  to  claims  against  a 
health  care  provider  whether  based  upon  tort  or  contract  law. 
The  membership  of  these  boards  will  vary  from  case  to  case. 
No  action  shall  be  filed  in  any  court  prior  to  a review  of  the 
claim  by  a review  board. 

(2)  Each  review  board  will  be  composed  of  six  persons — 
a judge,  one  (1)  attorney,  two  (2)  physicians,  and  tw'o  (2) 
members  of  the  general  public.  In  cases  involving  a health 
care  provider  other  than  a physician,  a member  of  that 
profession  would  replace  one  physician.  Members  shall  serve 
without  compensation  other  than  expenses  and  a $50  per  day 
allowance. 

(3)  All  hearings  before  the  review  boards  will  be  informal 
and  without  stenographic  record.  No  statement  or  expression 
of  opinion  made  in  the  course  of  the  hearing  will  be  admis- 
sible as  evidence  in  any  trial  action;  however,  the  board  shall 
prepare  a formal  statement  of  its  recommendations  which  shall 
be  admissible  in  any  trial  action,  but  such  statements  shall 
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not  be  binding  upon  the  jury.  No  board  member  shall  partic- 
ipate in  the  trial  action  either  as  counsel  or  witness. 

Burden  of  Proof:  In  any  malpractice  action,  the  claimant 
shall  have  the  burden  of  proving  by  evidence  as  provided  in 
the  Act:  (a)  The  recognized  standard  of  acceptable  profes- 
sional practice  in  the  profession  and  the  specialty  thereof,  if 
any,  that  the  defendant  performs  in  the  community  in  which 
he  practices  or  in  a similar  community  at  the  time  the  alleged 
injury  occurred;  and  (b)  That  the  defendant  acted  with  less 
than  or  failed  to  act  with  ordinary  and  reasonable  care  in 
accordance  with  such  standard;  and  (c)  As  a proximate  result 
of  the  defendant's  act  or  omission,  the  plaintiff  suffered  in- 
juries which  would  not  otherwise  have  occurred. 

Expert  Testimony:  No  person  in  a health  care  profession 
requiring  licensure  under  Tennessee  law  shall  be  competent 
to  testify  in  any  court  to  establish  facts,  unless  he  was  li- 
censed to  practice  in  Tennessee  or  a contiguous  bordering 
state,  a profession  or  specialty  which  would  make  his  expert 
testimony  relevant  to  the  issues  in  the  case,  and  has  practiced 
the  profession  in  one  of  these  states  during  the  year  preced- 
ing the  date  the  alleged  injury  occurred.  The  court  may  waive 
this  requirement  when  it  determines  that  the  appropriate  wit- 
ness otherwise  would  not  be  available. 

Presumption  of  Negligence:  There  shall  be  no  presumption 
of  negligence  on  the  part  of  the  defendant  in  any  malpractice 
action.  The  jury  shall  be  instructed  that  the  claimant  has  the 
burden  of  proving,  by  a preponderance  of  the  evidence,  the 
negligence  of  the  defendant  and  that  injury  alone  does  not 
raise  a presumption  of  the  defendant’s  negligence. 

Statute  of  Limitations:  Notwithstanding  current  law,  a 
malpractice  action  shall  be  commenced  within  one  (1)  year 
from  the  date  of  the  alleged  injury  or  wrongful  act  provided, 
however,  that  in  the  event  the  alleged  injury  is  not  discov- 
ered within  the  one  year  period,  the  period  of  limitation  shall 
be  one  (1)  year  from  the  date  of  discovery,  but  in  no  event 
shall  action  be  brought  more  than  three  (3)  years  from  the 
date  of  the  alleged  injury  except  where  there  has  been  fraud- 
ulent concealment  on  the  part  of  the  health  care  provider,  in 
which  case  the  action  shall  be  commenced  within  one  year 
from  the  date  of  discovery.  In  cases  where  a foreign  body  has 
been  negligently  left  in  a patient’s  body,  action  shall  be  com- 
menced within  one  (1)  year  after  discovery. 

Counterclaim:  A counterclaim  for  damages  for  malicious 
prosecution,  on  the  ground  that  the  principal  action  was  in- 
stituted with  improper  intent  or  without  probable  cause,  may 
be  filed  and  litigated  in  the  action  brought  against  the  health 
care  provider,  provided,  however,  that  the  counterclaim  shall 
be  based  upon  substantial  allegations. 

Ad  Damnum  Rule:  In  a malpractice  action,  the  pleading 
filed  by  the  claimant  may  state  a demand  for  a specific  amount 
of  monetary  relief,  but  such  demand  shall  not  be  disclosed  to 
the  jury  during  a trial  of  the  case. 

Informed  Consent:  In  a malpractice  action,  there  shall  not 
be  submitted  to  the  jury  the  issue  of  whether  or  not  the  pa- 
tient who  suffered  the  personal  injury  gave  an  informed  con- 
sent to  the  procedure  out  of  which  such  personal  injury  arose, 
unless  the  claimant  shall  have  proven  by  evidence  as  provid- 
ed in  this  Act  that  the  defendant  did  not  supply  appropriate 
information  to  the  patient  in  obtaining  his  informed  consent 
in  accordance  with  the  recognized  standard  of  acceptable, 
professional  practice  in  the  profession  and  in  the  specialty 
thereof,  if  any,  that  the  defendant  performs  in  the  commu- 
nity in  which  he  practices  or  in  a similar  community. 

Collateral  Source  Rule:  In  a malpractice  action  in  which 
liability  is  admitted  or  established,  the  damages  awarded  may 
include  (in  addition  to  other  elements  of  damage  authorized 
by  law)  actual  economic  losses  suffered  by  the  claimant  by 
reason  of  the  personal  injury,  including,  but  not  limited  to, 
cost  of  reasonable  and  necessary  medical  care,  rehabilitation 
services  and  custodial  care,  loss  of  services  and  loss  of  earned 
income,  but  only  to  the  extent  that  such  costs  are  not  paid  or 
payable  and  such  losses  are  not  replaced,  or  indemnified  in 
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whole  or  in  part,  by  insurance  provided  by  an  employer,  either 
governmental  or  private,  by  Social  Security  benefits,  or  ser- 
vice benefit  programs,  unemployment  benefits,  or  from  any 
other  source  except  the  assets  of  the  claimants  or  of  the 
members  of  the  claimant’s  immediate  family  and  insurance 
purchased  in  whole  or  part,  privately  and  individually. 

Contingency  Fees  of  Attorneys:  Compensation  for  reason- 
able attorneys’  fees  in  the  event  an  employment  contract  ex- 
ists between  the  claimant  and  his  attorney  on  a contingent 
fee  arrangement  shall  be  awarded  to  the  claimant’s  attorney 
in  an  amount  to  be  determined  by  the  court  on  the  basis  of 
time  and  effort  devoted  to  the  litigation  by  the  claimant’s 
attorney,  complexity  of  the  case  and  other  pertinent  matters 
in  connection  therewith,  not  to  exceed  33 'A  percent  of  all 
damages  awarded  to  the  claimant. 

Administration  of  the  Act:  An  executive  secretary  shall  be 
employed  with  the  duty  to  see  that  the  boards  operate  and 
function  according  to  the  provisions  of  the  Act.  A fee  not  to 
exceed  $100  shall  be  assessed  every  physician  and  a fee  not 
to  exceed  $50  shall  be  assessed  all  other  health  care  providers 
except  RNs,  physical  therapists,  physician  assistants,  nurse 
anesthetists,  and  emergency  medical  technicians,  who  shall 
be  charged  an  annual  fee  not  to  exceed  $10.  An  annual  fee 
not  to  exceed  $250  shall  be  assessed  all  hospitals  with  250 
beds  or  more  and  an  annual  fee  not  to  exceed  $100  shall  be 
charged  all  other  hospitals,  nursing  homes,  and  extended  care 
facilities. 

Effective  Date:  The  Act  shall  take  effect  July  1,  1975. 

A portion  of  the  legislation  of  HB  1035  created  a 

Joint  Underwriting  Association  (JUA)  for  the  writing 
of  medical  malpractice  insurance  for  Tennessee  physi- 
cians. A JUA,  similar  to  the  assigned  risk  plans  for 
automobile  insurance,  was  a “pooling”  arrangement 
whereby  each  insurance  company  doing  casualty  busi- 
ness in  the  state  was  required  to  participate  in  the  mal- 
practice insurance  business  of  the  JUA.  The  purpose 
of  the  JUA  was  to  provide,  for  a limited  time,  a mar- 
ket for  medical  malpractice  insurance  on  a self-support- 
ing basis  without  subsidy  from  its  members.  The  mem- 
bers of  the  JUA  were  approximately  300  insurance 
companies  writing  casualty  insurance  in  Tennessee. 

The  JUA  was  created  after  determining  that  no 
voluntary  market  for  writing  medical  malpractice  in- 
surance was  available  in  the  state.  The  JUA  was  to 
remain  in  force  no  longer  than  July  1,  1977,  and  could 
be  terminated  at  any  time  upon  approval  by  the  com- 
missioner of  insurance.  Should  a voluntary  market  be- 
come available,  the  commissioner  had  to  terminate  the 
JUA.  It  was  not  only  a temporary  measure,  but  a meas- 
ure of  last  resort.  The  JUA  was  the  exclusive  writer  for 
malpractice  insurance  in  Tennessee  for  all  physicians,  and 
was  soon  to  be  made  available  for  hospitals  as  well. 

The  rates  approved  by  the  Tennessee  State  Depart- 
ment of  Insurance  for  the  JUA  reflected  a 200%  in- 
crease over  that  year’s  Insurance  Service  Office  (ISO) 
rates.  Each  physician  was  required  to  pay  an  addition- 
al one-third  of  this  premium  each  year  to  a Stabiliza- 
tion Reserve  Fund,  which  would  act  as  a “cushion”  in 
the  event  losses  exceeded  the  level  anticipated  by  the 
rate  calculations.  Therefore,  the  total  rate  increase  for 
the  JUA  was  300%  (i.e.,  a rate  four  times  that  year’s 
ISO  rates).  Also,  those  physicians  who  were  members 
of  a multi-doctor  corporation  or  partnership  were  re- 
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quired  to  pay  an  additional  20%  of  total  premium  as 
a corporation  charge  to  protect  the  corporation  or 
partnership  in  the  event  of  litigation. 

The  premium  paid  under  the  JUA  was  equal  to  the 
sum  of  administrative  expenses,  loss  and  loss  adjust- 
ment expenses  (LAE),  taxes,  and  a reasonable  allow- 
ance for  contingencies  and  servicing.  Although  the  JUA 
was  set  up  as  a “non-profit”  program,  it  should  be 
pointed  out  that  investment  income  on  claim  reserves 
reverted  to  the  participating  insurers.  Investment  in- 
come on  any  unused  premiums  and  stabilization  funds 
reverted  to  the  policyholders.  The  management  com- 
pany for  the  JUA  was  Shelby  Mutual  Insurance  Com- 
pany, an  Ohio  chartered  company. 

Suddenly  the  crisis  of  availability  had  become  a cri- 
sis of  affordability.  Insurance  was  available,  but  the  cost, 
combined  with  the  state’s  administering  of  the  insur- 
ance pool,  necessitated  exploration  of  alternatives. 

During  the  development  of  this  crisis,  another  se- 
ries of  events  was  occurring  that  would  eventually  lead 
to  the  birth  of  SVMIC. 

J.  Bransford  (Jake)  Wallace  and  John  Gilbert,  both 
insurance  professionals,  were  the  two  individuals  most 
responsible  for  the  conception  and  prenatal  nurturing 
of  the  embryo  to  be  born  SVMIC. 

John  Gilbert,  the  person  most  involved  with  the 
physicians  of  Tennessee  in  obtaining  malpractice  in- 
surance, saw  the  need  for  a solution  to  the  crisis.  He 
went  to  work  with  Jake  to  lay  the  foundation  for  an 
insurance  company.  If  the  commercial  carriers  were 
not  going  to  participate,  and  the  JUA  was  unaccepta- 
ble to  the  physicians,  where  did  we  go? 

The  insurance  executives  decided  that  Tennessee 
doctors,  like  those  in  other  states,  should  consider 
forming  their  own  insurance  company.  This  sounded 
like  a good,  simple  solution  to  a major  problem. 

There  were  multiple  hurdles  to  clear  and  hoops  to 
leap  through  before  the  decision  could  be  made  to 
proceed  or  to  abandon  the  idea.  Satisfied  that  such  an 
endeavor  was  possible,  the  Board  of  Trustees  of  the 
Tennessee  Medical  Association  began  a series  of 
meetings  to  determine  whether  or  not  it  seemed  rea- 
sonable to  recommend  such  a move  to  the  physicians 
of  the  state.  These  meetings  culminated  in  a called 
session  of  the  TMA  House  of  Delegates  at  the  Mid- 
State  Baptist  Hospital  in  Nashville,  Oct.  12,  1975. 

A resolution  from  the  TMA  Board  of  Trustees  was 

presented  to  the  delegates  for  the  formation  of  a phy- 
sicians’ mutual  insurance  company.  The  type  of  policy 
was  to  be  a modified  claims-made  policy,  and  in  ad- 
dition the  company  was  authorized  to  offer  related  li- 
ability risk,  i.e.,  office  and  equipment  coverage. 

This  resolution  was  amended  to  include  educational 
programs  stressing  potential  malpractice  hazards.  This 
amended  resolution  was  passed  by  an  84-2  vote. 

What  was  the  form  of  the  doctor-owned  company 
to  be?  A nonassessable  mutual  insurance  company 
owned  by  the  physicians  practicing  in  Tennessee  and 


controlled  by  these  physicians  was  deemed  to  be  the 
best  choice.  Why  a mutual  insurance  company?  There 
are  three  basic  forms  of  insurance  companies;  stock, 
mutual,  and  reciprocal  companies. 

A stock  company  was  rejected  for  a number  of  rea- 
sons, including  the  time-consuming  and  costly  process 
of  qualifying  it  under  the  Securities  and  Exchange 
Commission  laws;  the  profit  motive  of  stock  compa- 
nies and  unfavorable  tax  treatment  that  such  motives 
provide;  and  the  physician  policyholders  in  a stock 
company  would  be  entitled  only  to  insurance  protec- 
tion, and  not  ownership  and  control  of  the  company, 
which  is  exercised  by  the  stockholders,  generally  a 
separate  group  from  the  policyholders. 

In  a mutual  company,  the  policyholders  are  also  the 
owners,  so  that  a physician-owned  mutual  company 
would  be  run  by  the  physicians  and/or  the  physicians. 
Also,  there  is  no  profit  motive  in  a mutual  company 
such  as  exists  in  a stock  company,  because  a mutual 
company’s  primary  objective  is  to  provide  its  policy- 
holders with  insurance  protection.  Consequently, 
equivalent  insurance  coverage  is  generally  provided  at 
a lower  cost.  Moreover,  a mutual  company  was  ac- 
corded a significant  tax  advantage  not  available  to  a 
stock  company.  Essentially,  a mutual  company  can  de- 
fer taxation  of  a portion  of  its  underwriting  income  for 
the  first  five  years  of  its  operation  and,  additionally,  a 
portion  of  this  income  may,  in  reality,  escape  taxation 
permanently.  Also,  dividends  paid  to  policyholders  of 
a mutual  company  are  not  treated  as  income,  but  rath- 
er as  a return  of  premium. 

A reciprocal  company  is  similar  to  a mutual  com- 
pany except  that  the  company  operations  are  vested  in 
an  attorney-in-fact,  rather  than  in  stockholders  or  a 
board  of  directors.  It  was  rejected  basically  because 
reciprocal  companies  are  usually  difficult  to  establish; 
they  often  become  subject  to  very  restrictive  invest- 
ment requirements;  assessment  problems  often  arise; 
and  a reciprocal  company  might,  under  certain  circum- 
stances, result  in  additional  taxes  for  the  insured  physi- 
cians due  to  the  method  in  which  premiums  are  paid. 

One  of  the  requirements  that  the  insurance  com- 
missioner placed  on  the  new  company  was  to  offer 
coverage  to  all  physicians  regardless  of  their  past  his- 
tory of  claims  or  suits. 

The  decision  having  been  made  to  proceed,  the  task 
of  raising  capital  and  obtaining  qualified  insurance  ex- 
ecutives to  run  the  company  began.  The  requirements 
placed  before  us  were  to  raise  $3  million  in  capital 
contributions  to  allow  the  company  to  write  policies. 
The  actuarial  firm  of  Tillinghast  of  Atlanta  was  em- 
ployed as  the  firm  to  recommend  premium  levels  for 
each  class  of  physicians. 

By  the  spring  of  1976,  $4,840,000  had  been  raised 
from  1,700  physicians  for  the  capital  contribution.  The 
decision  at  that  time  was  to  proceed  with  Corroon  & 
Black  as  the  management  company,  and  their  malprac- 
tice experts  the  professionals  to  manage  the  company. 

The  first  policies  were  written  May  15th;  $5.8  mil- 
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lion  of  premiums  were  written.  An  executive  vice-pres- 
ident, Tom  Cummings,  was  hired  to  run  the  company 
and  oversee  its  day-to-day  operations;  the  offices  were 
located  in  Nashville  at  the  office  of  Corroon  & Black. 
A claims  attorney,  Jim  Richardson,  was  hired  to  over- 
see the  claim  departments.  The  Board  of  the  TMA 
became  the  first  Board  of  SVMIC.  Morse  Kochtitzky, 
M.D.  of  Nashville  was  elected  president  and  Allen 
Edmonson,  M.D.  of  Memphis  chairman  of  the  Board. 

The  “bedpan  mutuals”  formed  at  this  time  were 
greeted  with  derision,  and  the  commercial  carriers 
scoffed  that  amateurs  couldn’t  succeed  where  profes- 
sionals had  failed. 

How  have  we  survived,  and  what  have  we  done  to 
allow  A.M.  Best  Company,  who  monitors  the  insur- 
ance field,  to  say  that  medical  malpractice  is  the  cas- 
ualty industry’s  “most  improved  line  of  business”?  In- 
deed, the  profit  picture  has  improved  so  much  that  a 
few  commercial  carriers  are  again  back  trying  to  get  a 
piece  of  the  action. 

The  first  major  committees  formed  were  invest- 
ment, underwriting,  and  claims.  An  executive  commit- 
tee of  officers  and  committee  chairmen  was  also  ap- 
pointed. Meetings  were  held  at  least  monthly  for  each 
committee,  and  were  usually  held  in  a motel  close  to 
the  Nashville  airport  for  the  ease  of  those  doctors  from 
around  the  state  who  were  to  attend. 

An  in-depth  look  at  two  committees  seems  appro- 
priate. 

It  was  the  function  of  the  underwriting  committee 
to  approve  the  policy  manual  and  review  applications 
for  policies.  Since  the  requirement  of  the  commission- 
er for  the  first  year  was  to  write  policies  on  all  physi- 
cians, underwriting  review  was  not  a problem.  That 
restriction  was  soon  lifted,  though,  and  the  company 
could  decide  if  an  applicant  should  be  insured. 

Through  the  years,  the  underwriting  committee  has 
continued  to  review  applications,  revise  the  policy 
manual,  review  class  levels,  recommend  rate  increas- 
es, and  review  the  record  of  policyholders  who  have  a 
frequent-claim  history  or  other  problems.  The  actuar- 
ial firm  of  Tillinghast  brings  to  the  underwriting  com- 
mittee its  yearly  review  of  the  proposed  rates  for  the 
coming  year. 

In  the  first  three  to  five  years  of  the  company  we 
had  no  “history”  on  which  to  base  rates,  so  they  were 
based  on  the  commercial  carriers’  results  for  both 
Tennessee  and  the  nation.  As  we  accumulated  policy- 
holders and  claims,  our  own  experience  became  the 
basis  for  setting  rates. 

It  was  difficult  during  those  years,  with  our  rates 
50%  above  those  of  our  competition.  However,  we 
correctly  followed  the  advice  of  the  actuaries,  and 
raised  our  rates  at  a reasonable  pace  to  allow  us  to 
remain  financially  strong,  and  now  to  see  the  compe- 
tition at  or  above  us  in  almost  every  class. 

The  other  major  committee  that  needs  to  be  dis- 
cussed is  the  claims  committee. 
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Let  me  here  digress  a moment  and  explain  the  terms 
“claims-made”  and  “occurrence”  as  they  apply  to  in- 
surance policies.  In  the  early  1970s  all  malpractice  car- 
riers wrote  occurrence  policies.  This  meant  that  a pol- 
icyholder was  covered  for  all  occurrences  that  might 
surface  any  number  of  years  after  the  event.  This  type 
of  policy  caught  all  carriers  in  a financial  straightjack- 
et.  In  1970  an  event  that  occurred  in  1960  might  sud- 
denly surface,  and  the  rates  charged  for  the  ten  inter- 
vening years  were  insufficient  to  cover  the  cost  of  the 
claim.  In  addition,  the  cost  of  defending  the  claim  also 
increased,  as  well  as  the  potential  award. 

The  decision  of  SVMIC  to  write  only  claims-made 
policies  meant  that  the  policyholder  was  covered  for  the 
period  that  he  carried  insurance,  but  not  for  any  prior 
act.  The  policy  was  called  a “modified  claims-made” 
policy  because  it  had  a premium  built  in  to  cover  the 
“tail”  that  occurs  with  death,  disability,  or  retirement. 

Since  it  takes  three  to  five  years  for  claims  to  begin 
to  mature,  the  claims-made  policy  has  a progressive 
five-year  calculated  increase  of  rates  to  reach  what  is 
called  a mature  claims-made  policy. 

Back  to  the  claims  committee.  Insurance  compa- 
nies have  claims  departments  that  may  be  staffed  by 
attorneys  or  claims  personnel  other  than  attorneys  that 
review  claims.  SVMIC  decided  that  the  doctors  of 
Tennessee  would  feel  more  comfortable  dealing  only 
with  attorneys,  and  have  attorneys  reviewing  all  claims 
that  the  company  receives. 

The  committee  is  currently  composed  of  24  doctors 
from  across  the  state  representing  almost  all  special- 
ties. Originally  all  claims  were  reviewed  by  the  chair- 
man or  the  committee.  Now,  because  of  the  number 
of  claims,  the  attorneys  bring  only  those  cases  that  they 
feel  need  committee  review. 

Exactly  what  do  I mean  when  I use  the  word 

“claim”?  A claim  is  any  event  that  any  one  of  us  be- 
lieves may  be  a source  for  a lawsuit.  It  may  be  an 
unwanted  result,  an  unhappy  family,  or  unrealistic  ex- 
pectations. Prompt  notification  of  the  claim  to  the  at- 
torney at  SVMIC  allows  him  to  gather  the  facts,  set 
up  a file  on  the  case,  set  a cash  reserve  for  the  case  if 
warranted,  and  then  decide  what,  if  any,  action  needs 
to  be  taken.  Eighty  to  eighty-five  percent  of  claims 
never  develop  into  a lawsuit,  and  are  closed  without 
cost  to  the  insurance  company. 

It  is  the  duty  of  the  physicians  of  the  claims  com- 
mittee to  indicate  to  the  attorneys  those  cases  that  re- 
flect a deviation  from  good  medical  care,  and  are  at 
potential  risk  for  a court  judgment.  If  the  committee 
recommends  settlement,  the  attorneys  will  proceed;  if 
defense  is  indicated,  that  is  the  course  of  action.  Most 
cases  cover  several  years  and  may  be  reviewed  by  the 
claims  committee  on  several  occasions.  The  physician 
involved  in  the  suit  is  consulted,  and  a settlement  is 
not  made  without  his  consent. 

Physician  members  of  the  claims  committee  have  to 
guard  constantly  against  trying  to  place  a dollar  value 
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on  a claim  or  lawsuit.  It  has  been  a long  learning  proc- 
ess for  us  to  realize  that  our  contribution  to  a success- 
ful malpractice  insurance  company  is  to  limit  our  ac- 
tivities to  the  field  that  we  know  better  than  the 
attorneys  or  insurance  executive  do,  namely  medicine. 

In  its  charge  from  the  House  of  Delegates  of  TMA 
in  1975,  SVMIC  was  instructed  to  begin  a risk  man- 
agement program  in  an  effort  to  find  solutions  to  the 
malpractice  problem. 

Risk  management  seminars  were  designed,  and  a 
plan  formulated  to  present  them  to  the  policyholders. 
Since  those  of  us  designing  the  program  were  also  pol- 
icyholders, we  realized  that  we  needed  an  incentive  to 
entice  policyholders  to  an  all-day  or  half-day  seminar 
on  “malpractice.”  Enter  the  10%  dividend  credit.  We 
debated  long  and  hard  over  the  issue,  since  we  were  a 
fledgling  company  and  had  no  claims  history,  but  we 
wisely  decided  that  a 10%  credit  toward  a policy  re- 
newal would  at  least  put  our  price  a little  lower,  and 
maybe  policyholders  would  remain  loyal. 

I would  like  to  be  able  to  tell  you  that  by  holding 
these  seminars  we  have  been  able  to  achieve  a known 
result  in  the  claims  history,  but  those  statistics  just 
aren’t  yet  available.  We  on  the  Board,  however,  believe 
that  we  have  modified  the  practice  habits  of  many  phy- 
sicians, and  that  it  will  in  time  benefit  the  company. 

Having  covered  the  basic  committee  structure  of 

SVMIC,  let  me  now  talk  about  its  finances.  Let’s  look 
for  a moment  at  the  income  statement  and  balance 
sheet  of  SVMIC.  The  total  assets  of  your  company  are 
$235,910,000  of  which  $217,969,000  is  the  investment 
portfolio.  Its  liabilities  and  surplus  are  the  reserves  for 
loss  and  LAE,  dividends,  policyholder  surplus,  and 
other  liabilities.  This  gives  the  company  a ratio  of  the 
reserves  to  surplus  of  3.6:1.  Industry  standards  indi- 
cate a ratio  in  the  range  of  3.5:1  to  4:1  to  be  a good 
range.  I’ll  come  back  to  the  reserve  and  LAE  in  a 
moment.  On  the  income  statement,  net  premiums  of 
$39,507,000  were  written,  with  $32,400,000  being  re- 
served for  loss  and  LAE.  It  cost  $3,528,000  to  run  the 
company — salaries,  rent,  equipment,  etc.;  $1,347,000 
was  paid  in  premium  taxes,  and  about  $950,000  in  fed- 
eral income  tax.  This  figure  is  one  that  requires  con- 
stant balancing  of  the  investment  portfolio  to  try  to 
achieve  the  minimum  tax  payment. 

This  gave  us  an  underwriting  income  of  $2,084,000 
for  1989.  There  is  usually  a loss  from  underwriting  in- 
come. This,  coupled  with  the  dividend  credit  of 
$11,500,000,  gives  the  company  a net  income  for  1988 
of  $5,040,000.  We  anticipate  that  1989  will  give  us  a 
bottom  line  much  the  same  as  1988. 

A word  on  the  capital  contribution  that  the  early  pol- 
icyholders paid  into  SVMIC  and  the  dividend  credit. 

Since  SVMIC  is  a mutual  company  and  not  a stock 
company,  any  excess  monies  over  and  above  operating 
expenses  and  monies  needed  for  reserves  to  pay  claims 
can  be  returned  to  the  policyholders;  thus  within  five 
years  of  our  founding  we  had  paid  back  the  capital 


contributions  totalling  $5.9  million,  and  since  then  have 
returned  $28.5  million  in  dividends  in  the  form  of  pre- 
mium credits. 

Most  of  you  have  never  suffered  a lawsuit,  and 
consequently  SVMIC  has  made  no  payment  in  your 
behalf.  To  reward  policyholders  with  no  payment 
charged  against  them,  the  dividend  credit  in  1989  and 
subsequent  years  will  be  divided,  so  that  50%  of  the 
total  amount  will  be  given  to  those  policyholders  with 
no  paid  claims,  and  the  remaining  50%  equally  distrib- 
uted to  all  policyholders.  A rather  complicated  for- 
mula has  been  devised  to  make  this  payment,  but  your 
Board  believes  that  it  is  a fair  and  just  plan  to  reward 
those  without  claims  payment. 

Back  to  loss  and  LAE.  The  major  cost  of  doing 
business  for  SVMIC  is  for  investigating  and  evaluat- 
ing, paying  defense  attorneys  to  defend,  and  paying 
judgments. 

Every  claim  reported  to  SVMIC  has  a file  set  up, 
and  the  attorney  in  charge  of  the  file  sets  a reserve,  if 
appropriate,  on  the  claim.  This  may  be  anywhere  from 
zero  to  several  thousand  dollars  to  several  million,  de- 
pending on  the  apparent  severity  of  the  claim.  These 
are  the  reserves  that  will  go  along  with  this  claim.  As 
each  claim  or  suit  is  settled  with  or  without  a payment, 
these  reserves  are  adjusted  or  zeroed.  From  time  to 
time  it  is  necessary  for  the  attorney  to  adjust  the  level 
of  the  reserve,  but  hopefully  not  too  often  upward. 
Included  in  this  figure  of  reserve  and  LAE  is  the  pay- 
ment to  defense  attorneys. 

A very  important  aspect  of  the  malpractice  insur- 
ance issue  is  reinsurance.  Simply  stated,  an  insurance 
company,  no  matter  how  large  or  well  managed,  rare- 
ly retains  all  of  the  risks  assumed  from  policies  issued 
to  its  clients.  Portions  of  each  level  of  risk  are  rein- 
sured by  either  a group  or  an  individual.  The  availa- 
bility of  reinsurance  has  a tremendous  impact  on  the 
capacity  and  pricing  of  insurance  on  the  market. 

While  prudent  business  management  is  the  primary 
motivation  for  the  use  of  reinsurance,  state  insurance 
regulations  generally  require  that  no  more  than  10% 
of  a company’s  capital  and  surplus  can  be  at  risk  on 
any  single  occurrence.  In  practice,  most  companies  limit 
their  net  retention  to  less  than  one-half  of  one  percent 
of  capital  and  surplus. 

To  accommodate  demand  for  high  policy  limits,  rein- 
surance is  purchased.  This  allows  a company  such  as 
SVMIC  to  offer  high  limits  of  coverage,  and  it  also  al- 
lows a small  company  or  a new  company  to  minimize  its 
capitalization  requirements.  Lastly,  it  provides  protec- 
tion against  the  financial  impact  of  a catastrophic  loss. 

Let’s  say  a malpractice  insurance  company  offers 
limits  of  $2  million/occurrence  and  $4  million  aggre- 
gate. The  company  assumes  the  risk  for  the  first 
$450,000  of  a lawsuit.  The  reinsurance  purchased  cov- 
ers the  next  $1,150,000  above  the  $450,000  up  to 
$1,500,000.  As  reinsurance  is  purchased  above  this 
level,  the  company  retains  10%  of  this  premium,  be- 
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lieving  that  this  is  a sound  investment  for  SVMIC  in 
the  current  market. 

Reinsurance  is  expensive.  It  always  has  been,  and 
although  less  expensive  than  when  we  started  13  years 
ago,  it  is  still  expensive.  Cost  notwithstanding,  our 
management  consultants  and  the  Board  believe  it  is  in 
the  best  interest  of  the  policyholders  and  the  company 
to  continue  to  purchase  reinsurance. 

Who  is  willing  to  offer  reinsurance  to  physicians’ 
mutual  insurance  companies  in  the  United  States?  The 
strongest,  largest,  most  stable  market  has  been  and  re- 
mains Lloyd’s  of  London.  Lloyd’s  of  London  is  not  an 
insurance  company,  but  is  a collection  of  over  300  syn- 
dicates and  30,000  “names”  that  assumes  risks  of  all 
varieties:  marine,  aviation,  thoroughbred  horses, 
product  liability,  and  yes,  medical  malpractice.  In  1975 
when  SVMIC  and  other  physician  “bedpan”  mutuals 
went  to  Lloyd’s  for  reinsurance,  we  were  looked  upon 
with  a jaundiced  eye,  and  obtaining  the  syndicates’ 
willingness  to  assume  the  risk  was  not  easy.  As  we 
have  proven  ourselves,  and  have  achieved  an  A -I-  rat- 
ing from  A.  M.  Best  Company,  the  underwriters  are 
more  inclined  to  take  our  dollars  in  return  for  the 
reinsurance  coverage. 

The  Board  and  committees  of  SVMIC  are  working 
groups  of  physicians.  The  executive  committee  and/or 
Board  meet  at  least  monthly,  as  do  the  most  active 
committees,  claims  and  underwriting.  Investment, 
fringe  benefit,  risk  management,  and  legislative  gen- 
erally meet  quarterly  or  as  needed. 

For  the  past  two  years,  the  Board  has  held  a one 
and  a half  day  planning  retreat  in  an  effort  to  stay 
abreast  of  new  developments  and  to  chart  a course  for 
SVMIC  to  the  challenges  of  the  future. 

Before  I begin  to  look  to  the  future,  a few  comments 

regarding  the  insurance  professionals  who  have  been  re- 
sponsible for  the  success  of  SVMIC.  The  personnel  of 
Corroon  & Black  were  our  original  management  com- 
pany, but  as  we  grew  we  realized  that  it  was  time  to 
stand  alone  and  fly  by  ourselves.  In  late  1980  and  1981 
we  incorporated  the  management  staff  of  Corroon  & 
Black  into  our  own  corporate  staff  and  moved  out  of  the 
Corroon  & Black  building.  All  of  the  senior  manage- 
ment personnel  chose  to  stay  with  our  company  and  are 
still  with  it.  Except  for  Jim  Richardson,  who  died  three 
years  ago,  we  have  only  added  to  the  senior  manage- 
ment; we  have  lost  no  one  to  another  company. 

The  physicians  active  in  SVMIC  depend  heavily 
upon  the  staff  to  bring  issues  and  problems  to  us  for 
discussion.  They  are  the  professionals.  We  are  physi- 
cians dedicated  to  a concept  that  we  can  control  our 
destiny  as  physicians  by  thoughtful,  careful,  and  pru- 
dent planning  for  our  future  in  the  arena  of  medical 
malpractice.  We  listen,  question,  and  ask  for  more  in- 
formation. 

As  is  the  case  with  most  physicians  who  are  inde- 
pendent providers  of  health  care,  the  Board  and  the 
committees  arrive  at  their  own  decisions  with  the  in- 
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formation  provided.  I believe  that  it  has  been  this 
combination  of  excellent  professional  leadership  and 
sound  physician  judgment  that  has  allowed  SVMIC  to 
achieve  its  A -I-  rating  from  the  A.  M.  Best  Company. 

Another  important  issue  is  tort  reform — changing 

the  laws  and  solving  the  problems  of  malpractice — 
which  is  easier  said  than  done.  Reform  is  certainly 
needed.  It  may  not,  however,  be  tort  reform. 

Let  me  at  this  point  discuss  a proposed  change  in- 
troduced into  the  legislature  last  year  by  the  Speaker 
of  the  Senate,  Sen.  John  Wilder.  This  bill  would  allow 
payment  of  interest  from  the  time  of  occurrence  of  an 
event  instead  of  the  time  of  an  award  as  is  currently 
practiced. 

The  exact  cost  of  such  legislation  is  unknown,  but 
a reasonable  estimate  is  between  $500,000  and  $1  mil- 
lion a year.  We  opposed  this  bill,  and  each  of  you  as 
policyholders  received  a letter  from  the  president  and 
chairman  of  the  Board  of  SVMIC.  In  addition  to  the 
request  for  you  to  write,  the  TMA  auxiliary  was  enlisted 
to  begin  phone  calls  to  the  legislators  in  Nashville. 

Don’t  think  for  a minute  that  when  a group  of  vot- 
ers such  as  physicians  raise  their  voices  that  politicians 
don’t  listen.  The  response  to  our  letter  was  excellent, 
and  as  a result  the  bill  was  tabeled  in  the  1989  session 
of  the  legislature.  It  may  come  back,  but  we  now  know 
what  we  can  do  when  we  raise  our  voices. 

Society  learned  at  the  turn  of  the  century  that  it 
was  not  necessary  to  tie  its  destiny  to  the  tort  liability 
system.  This  occurred  when  society  became  industrial, 
and  workplace  accidents  become  common.  The  indus- 
trial revolution  began  to  engulf  society  medically,  le- 
gally, and  socially  during  the  1870s  and  the  1880s.  First 
Bismarck  in  Germany  in  the  1880s,  followed  by  Eng- 
land, Australia,  and  New  Zealand  in  the  1890s,  and 
finally  the  United  States  and  Canada  in  the  early  part 
of  this  century  moved  to  abandon  the  tort  system  in 
workplace  accidents  and  to  introduce  the  concept  of 
no-fault  workers’  compensation.  Before  industrializa- 
tion, the  only  way  one  person  could  hurt  another  was 
by  intentional  tort — assault  and  battery.  With  the  move 
into  an  era  of  modernization,  mechanization,  and  skilled 
technology,  however,  intentional  tort  became  less  im- 
portant, and  now  constitutes  less  than  5%  of  all  cases. 

The  system  of  workers’  compensation  has  been  in 
effect  in  this  country  since  about  1910.  There  has  been 
no  suggestion  that  this  be  abandoned  and  that  we  re- 
turn to  tort  liability.  An  effort  for  a no-fault  maloc- 
currence  bill,  HR  5400,  or  the  Moore-Gephart  bill,  was 
introduced  in  1984,  but  it  did  not  progress  very  far. 
Since  then  there  have  been  efforts  in  many  states  to 
modify  the  laws  of  the  state  to  place  a cap  on  non- 
economic loss  (pain  and  suffering),  modify  the  collat- 
eral source  rule,  limit  joint  and  several  liability  (the 
deep  pocket),  and  assume  a one-year  statute  of  limi- 
tations. These  changes  have  been  difficult  to  achieve, 
and  very  few  changes  have  occurred  since  the  legisla- 
tive changes  of  1975. 
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The  malpractice  bills  now  being  considered  in  Con- 
gress use  financial  incentives  to  encourage  states  to  take 
up  tort  reform.  Under  a House  bill  introduced  by  Rep. 
Robert  J.  Mrazek  (D-NY),  states  would  receive  fed- 
eral funds  for  setting  up  medical  liability  arbitration 
panels  to  hear  malpractice  claims.  The  legislation  is 
designed  to  curb  excessive  jury  awards  while  speeding 
up  the  judicial  process.  Each  arbitration  panel  would 
be  composed  of  a doctor,  an  attorney,  and  an  arbitra- 
tor. It  would  have  the  power  to  assess  liability,  deter- 
mine awards,  and  dismiss  frivolous  claims.  The  bill 
would  also  set  a $250,000  cap  on  awards  for  pain  and 
suffering,  require  structured  settlements  on  awards  of 
more  than  $100,000,  and  set  limits  on  attorneys’  con- 
tingency fees. 

The  bill,  which  has  been  referred  to  the  House  En- 
ergy and  Commerce  and  the  Judiciary  committees,  gets 
high  marks  from  some  experts,  who  blame  the  mal- 
practice mess  on  juries  that  hand  out  multimillion  dol- 
lar judgments.  “Truly  effective  reform  will  require  . . . 
an  alternative  to  the  judicial  system,”  Mrazek  says. 
“Its  fundamentally  adversarial  nature  is  simply  not  the 
best  way  to  resolve  the  many  complex  aspects  of  med- 
ical liability.” 

Arbitration,  however,  does  have  its  critics.  Some 
worry  about  the  constitutionality  of  mandatory  arbi- 
tration. Others  fault  it  for  a tendency  to  encourage 
nonmeritorious  claims.  According  to  a study  of  the 
Physician  Insurers  Association  of  America,  a coalition 
of  doctor-owned  liability  carriers,  it  would  raise  rather 
than  lower  insurance  company  expenses. 

In  the  Senate,  legislation  is  being  considered  by  Sen. 
Orrin  G.  Hatch  (R-UT),  which  encourages  reforms 
similar  to  those  in  the  House  bill,  but  within  a more 
traditional  judicial  setting.  This  bill  promises  federal 
grants  to  states  that  enact  a package  of  five  malprac- 
tice reforms.  These  would  require  periodic  payments 
for  damage  awards  of  more  than  $100,000,  cap  pain- 
and-suffering  awards  at  $250,000,  limit  contingency 
fees,  beef  up  physician  peer  review  and  disciplinary 
programs,  and  eliminate  the  collateral-source  rule.  That 
rule  lets  successful  plaintiffs  collect  duplicate  payments 
for  medical  expenses. 

This  bill  isn’t  likely  to  move  very  far  in  the  legisla- 
tive process,  since  Sen.  Kennedy  controls  the  Labor  and 
Human  Resources  Committee  to  which  it  was  referred. 

The  PIAA,  which  is  the  association  of  the  physi- 
cian-owned insurance  companies,  is  also  looking  at 
changes  that  will  help  control  the  cost  of  the  malprac- 
tice situation.  They  have  drafted  a model  Alternative 
Medical  Liability  Determination  Act.  The  purpose  of 
the  Act  is  to  create  a review  board  in  each  state  that 
would  serve  as  “jury”  for  the  adjudication  of  malprac- 
tice claims.  In  Tennessee,  the  board  would  have  panels 
that  would  be  the  reviewing  bodies  for  the  claimant, 
but  the  board  would  be  the  decision-making  body.  It 
would  be  necessary  for  each  state  to  adopt  a conform- 
ing act  for  companies  with  the  provisions  of  this  plan — 
these  include  a statute  of  limitations,  cap  for  noneco- 


nomic damages,  collateral  benefits  to  offset  damages, 
and  periodic  payments. 

Where  does  all  of  this  lead  us?  Will  malpractice  go 

away,  or  will  another  major  “crisis”  occur?  I don’t  be- 
lieve either  will  occur. 

At  the  recent  meeting  of  the  PIAA,  James  E.  Dav- 
is, M.D.,  then  president  of  the  AMA,  told  the  mem- 
bers that  more  than  clinical  skills  are  demanded  of 
physicians  today.  “Skills  must  be  coupled  with  caring, 
compassion,  and  concern  for  our  patients.”  SVMIC  has 
been  careful  not  to  get  involved  in  the  development  of 
practice  parameters  or  guidelines.  There  is  increasing 
evidence,  however,  that  practice  guidelines  such  as 
those  adopted  by  the  American  Society  of  Anesthe- 
siologists, have  led  to  a decrease  in  frequency  and  se- 
verity of  claims  by  the  elimination  of  “accidents  in  the 
operating  room.”  It  is  too  early  to  completely  assess  a 
move  such  as  this,  but  is  a move  to  remember. 

There  is  evidence  that  the  steady  rise  in  lawsuits 
may  be  easing.  This  is  indicated  by  the  number  of 
multimillion  dollar  jury  awards,  a drop  in  the  number 
of  malpractice  claims,  and  a reduction  in  overall 
spending  for  settling  claims.  This  may  be  a “temporary 
blip,”  but  at  least  it  is  encouraging. 

Another  note  of  warning  to  the  PIAA  companies 
was  to  stay  close  to  the  physicians  who  formulated 
them.  This  has  been  of  major  concern  to  SVMIC  since 
its  inception.  We  have  believed  and  continue  to  be- 
lieve that  it  is  only  through  the  loyalty  of  our  policy- 
holders that  we  can  continue  to  attract  enough  physi- 
cians to  maintain  a strong  base  and  continue  to  offer 
insurance  at  an  affordable  price.  Our  entrance  into  Ar- 
kansas was  based  on  the  perception  that  that  state  of- 
fered a stable  liability  climate  and  that  we  could  broad- 
en our  base  by  offering  insurance  to  those  physicians. 

Insurance  is,  after  all,  only  a matter  of  getting 
enough  people  who  are  willing  to  pay  money  for  the 
protection  against  a risk  that  you  can  offer  and  make 
a reasonable  profit. 

The  Risk  Retention  Act  of  1986  allowing  specialty 
group  insurance  programs  to  come  into  Tennessee  is  a 
potential  threat  to  SVMIC.  The  American  College  of 
Surgeons  for  instance  may  decide  that  it  wants  to  write 
insurance  for  the  surgeons  of  this  country  and  believes 
that  by  not  writing  obstetrics,  anesthesia,  emergency 
medicine,  and  other  high-risk  groups  that  it  can  write 
the  policies  for  a price  comparable  to  SVMIC. 

SVMIC’s  potential  base  of  policyholders  is  fairly 
limited,  and  if  specialty  groups  begin  to  siphon  off  the 
numbers,  we  will  then  be  forced  to  raise  rates  or  cease 
writing  insurance.  If  there  is  indeed  merit  to  our  own- 
ing and  running  our  own  malpractice  insurance  com- 
pany, it  will  be  necessary  for  the  physicians  of  the  state 
to  continue  the  excellent  support  that  has  existed 
through  the  first  13  years  of  the  company’s  existence. 

If  SVMIC  is  to  grow  into  adulthood,  this  commit- 
ment will  continue  to  be  an  essential  component  of 
success.  r ^ 
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Special  Communication 


Physician’s  Recognition  Award 

ARTHUR  OSTEEN,  Ph.D. 


During  the  month  of  April,  all  of  the  physicians  in 
Tennessee  who  do  not  have  valid  certificates  for  the 
AMA  Physician’s  Recognition  Award  will  be  mailed 
an  application  form.  The  form  is  sent  as  a service  to 
physicians,  both  AMA  members  and  nonmembers,  who 
are  interested  in  receiving  recognition  of  their  contin- 
uing medical  education  activities. 

The  Physician’s  Recognition  Award  (PRA)  was  es- 
tablished by  the  AMA  House  of  Delegates  in  1968. 
The  purpose  of  the  award  is  to  encourage  participation 
in  continuing  medical  education  and  to  recognize  phy- 
sicians who  complete  acceptable  programs  of  continu- 
ing medical  education.  About  24,000  physicians  apply 
for  the  PRA  each  year.  About  73,000  have  valid  cer- 
tificates. The  certificate  is  a tangible  way  for  physi- 
cians to  demonstrate  that  they  have  engaged  in  contin- 
uing medical  education  in  order  to  maintain  knowledge 
and  skills. 

Certificates  suitable  for  framing  are  provided  for  one 
year,  two  years,  or  three  years  of  effort.  One-year  cer- 
tificates require  a total  of  50  hours  of  continuing  med- 
ical education,  20  hours  of  which  must  be  AMA  PRA 
Category  1.  Two-year  certificates  require  100  hours  of 
education,  40  hours  of  which  must  be  AMA  PRA  Cat- 
egory 1.  Three-year  certificates  require  150  hours  of 
education,  60  of  which  must  be  AMA  PRA  Category 
1.  The  object  of  providing  certificates  recognizing  dif- 
ferent lengths  of  activity  is  to  make  it  possible  for  phy- 
sicians to  report  completed  education  to  the  AMA  and 
to  another  organization,  such  as  a state  licensing  board, 
that  requires  reporting  at  different  intervals. 

There  are  reciprocity  arrangements  with  17  other 
organizations;  that  is,  the  PRA  certificate  will  be  pro- 
vided if  continuing  medical  education  requirements  of 
the  other  organizations  are  met.  The  organizations  with 
whom  there  are  reciprocal  arrangements  are  as  fol- 
lows: 

• American  Academy  of  Dermatology  (AAD) 

• American  Academy  of  Family  Physicians  (AAFP) 

• American  College  of  Obstetricians  and  Gynecol- 
ogists (ACOG) 

• American  College  of  Preventive  Medicine 
(ACPM) 


Dr,  Osteen  is  director  of  the  Office  of  Physician  Credentials  and 
Qualifications,  American  Medical  Association,  Chicago. 
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• American  Psychiatric  Association  (APA) 

• American  Society  of  Clinical  Pathologists/Col- 
lege of  American  Pathologists  (ASCP/CAP) 

• American  Society  of  Colon  and  Rectal  Surgeons 
(ASCRS) 

• American  Society  of  Plastic  and  Reconstructive 
Surgeons  (ASPRS) 

• American  Urological  Association,  Inc.  (AUA) 

• Arizona  Medical  Association  (ArMA) 

• California  Medical  Association  (CMA) 

• Massachusetts  Medical  Society  (MMS) 

• Medical  Society  of  the  District  of  Columbia 
(MSDC) 

• Medical  Society  of  New  Jersey  (MSNJ) 

• Medical  Society  of  Virginia  (MSV) 

• National  Medical  Association  (NMA) 

• Pennsylvania  Medical  Society  (PMS) 

The  certificate  is  accepted  by  a number  of  states  as 
evidence  that  continuing  education  required  for  rereg- 
istration of  the  license  has  been  completed.  Both  par- 
ticipation in  lectures  and  demonstration  activities,  and 
in  self-learning  activities  can  be  reported.  Activities  that 
meet  educational  standards  established  by  the  Associ- 
ation can  be  designated  “AMA  PRA  Category  1”  by 
educational  institutions  accredited  for  continuing  med- 
ical education.  State  medical  societies,  medical  spe- 
cialty societies,  medical  schools,  and  hospitals  are 
among  the  institutions  accredited  for  continuing  edu- 
cation. 

For  more  information  call:  Arthur  Osteen,  Ph.D., 
American  Medical  Association,  (312)  645-4677.  C 
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Radiology  Case  of  the  Month 


DEXTER  WITTE,  M.D.  and  STEPHEN  L GAMMILL,  M.D. 


Case  Report 

A 23-year-old  man  entered  the  emergency  room  with  ab- 
dominal pain  and  vomiting,  stating  that  one  week  earlier  sin- 
us drainage,  sore  throat,  and  ear  pain  had  started,  followed 
that  morning  by  sudden,  sharp  epigastric  and  left  upper 
quadrant  pain  associated  with  vomiting.  He  gave  no  history 
of  recent  trauma.  Physical  examination  showed  a moderately 
distressed  white  man,  afebrile,  with  a blood  pressure  of  94/ 
44  mm  Hg,  and  pulse  130/min.  On  abdominal  examination 
the  spleen  was  felt  7 cm  below  the  left  costal  margin.  The 
abdomen  was  moderately  to  severely  and  diffusely  tender 
without  guarding  and  with  mild  rebound  tenderness.  Labo- 
ratory findings  showed  a hematocrit  of  34.9%  and  a WBC 
count  of  11,900/cu  mm  with  50%  polymorphonuclear  leuko- 
cytes, 11%  band  forms,  and  36%  lymphocytes.  A monospot 
test  was  positive.  A contrast-enhanced  CT  scan  of  the  abdo- 
men was  done  (Fig.  1).  Examine  the  figure  and  choose  the 
best  diagnosis: 

(1)  Splenic  infarct 

(2)  Retroperitoneal  sarcoma 

(3)  Splenic  abscess 

(4)  Splenic  rupture 

(5)  Lymphoma 


Figure  1.  Enhanced  CT  scan  shows  low  density  splenic  hematoma 
compressing  normal  higher  density  splenic  tissue  (S)  anteriorly.  Intra- 
peritoneal  blood  is  seen  along  the  margin  of  the  liver  (L).  Aorta  (A). 


From  the  Department  of  Radiology,  Baptist  Memorial  Hospital, 
Memphis. 


Discussion 

Traumatic  rupture  of  the  spleen  in  patients  with  in- 
fectious mononucleosis  is  well  established,  and  there 
are  also  at  least  20  cases  of  spontaneous  splenic  rup- 
ture associated  with  the  disease.*  Infectious  mononu- 
cleosis is  most  prevalent  in  the  15  to  24  year  age  group, 
and.  affects  1%  to  3%  of  all  college  students  each  year.^ 
Palpable  splenomegaly  is  present  in  approximately  50% 
of  cases  of  infectious  mononucleosis.  Splenic  rupture 
is  the  most  common  fatal  complication  of  infectious 
mononucleosis,  and  has  been  estimated  to  occur  in 
0.1%  to  0.2%  of  cases. 3 Splenic  rupture  is  most  likely 
to  occur  14  to  28  days  after  the  onset  of  symptoms.  As 
abdominal  pain  in  a patient  with  infectious  mononu- 
cleosis is  unusual,  a patient  with  such  findings  should 
be  considered  as  possibly  having  potential  splenic 
hemorrhage.*  Other  classic  signs  include  left  shoulder 
pain  (Kehr’s  sign)  and  tachycardia. 

CT  findings  of  splenic  rupture  include  blood  and 
fragmented  splenic  tissue  in  the  left  upper  abdomen 
and  bleeding  into  splenic  parenchyma.  The  tissue  en- 
hances with  contrast,  serving  to  distinguish  it  from 
unenhancing  hematoma.  Free  intraperitoneal  blood 
may  or  may  not  be  present. 

Traditionally,  patients  with  spontaneous  or  trau- 
matic splenic  rupture  associated  with  infectious  mon- 
onucleosis have  undergone  splenectomy,  but  there  have 
been  several  carefully  selected  cases  in  which  nonsurg- 
ical  treatment  has  been  employed.  Follow-up  of  splen- 
ic hematomas  in  these  cases  was  performed  with  ultra- 
sound.^ 

DIAGNOSIS:  Spontaneous  splenic  rupture  in  a pa- 
tient with  infectious  mononucleosis.  r ^ 
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Vanderbilt  Morning  Report 


Pericarditis  Following  Antiarrhythmic  Therapy 


Case  Report 

A 47-year-old  white  man  experienced  acute  loss  of  con- 
sciousness in  June  1989.  He  was  found  to  be  in  ventricular 
fibrillation  and  was  resuscitated  successfully.  Cardiac  cathe- 
terization revealed  minimal  diffuse  coronary  arteriosclerosis. 
Electrophysiologic  testing  was  declined,  and  procainamide  was 
empirically  selected  as  the  initial  antiarrhythmic  agent.  Ap- 
proximately three  months  later,  he  developed  a dull  pain  in 
his  left  shoulder  and  left  hand  that  intensified  with  exposure 
to  cold  weather.  He  denied  chest  pain,  orthopnea,  paroxys- 
mal nocturnal  dyspnea,  fever,  or  cough.  The  physical  exami- 
nation revealed  an  anxious,  afebrile  patient  with  normal  blood 
pressure.  Respiratory  examination  was  unrevealing,  and  car- 
diovascular examination  showed  no  paradoxical  pulse  or  jug- 
ular venous  distention.  A pericardial  friction  rub  was  present. 
An  acneiform  rash  was  noted  across  his  torso.  There  was  no 
evidence  of  active  synovitis.  The  WBC  count  was  12,800/cu 
mm  with  a normal  differential,  the  hematocrit  was  44%,  and 
the  platelet  count  was  310,000/cu  mm;  electrolytes  and  cre- 
atinine were  normal,  and  antinuclear  antibody  (ANA)  was 
negative.  Chest  x-ray  was  free  of  infiltrates  or  effusions.  The 
pericardial  friction  rub,  arthralgia,  and  rash  resolved  with 
discontinuation  of  procainamide.  Quinidine  gluconate  was 
given  and  was  well  tolerated. 

Discussion 

A drug-induced  syndrome  similar  to  systemic  lupus 
erythematosus  (SLE)  was  initially  described  in  1945  in 
association  with  sulfadiazine  and  subsequently  in  1953 
with  hydralazine.  Procainamide  was  initially  implicat- 
ed as  a cause  of  drug-induced  lupus  in  1962,'  but  pres- 
ently several  different  agents  have  been  shown  to  def- 
initely be  associated  with  drug-induced  lupus.  These 
include  hydralazine,  procainamide,  isoniazid,  methyl- 
dopa,  chlorpromazine,  and  quinidine.  A less  definite 
association  with  drug-induced  lupus  exists  for  many  of 
the  anticonvulsants,  antithyroid  drugs,  penicillamine, 
sulfasalazine,  beta-blockers,  and  lithium.  Several  oth- 
er agents  have  been  implicated  by  anecdotal  evidence, 
including  para-aminosalicylic  acid,  estrogens,  gold  salts, 
penicillin,  griseofulvin,  reserpine,  and  tetracycline.'  " 

Procainamide  is  the  most  common  cause  of  drug- 
induced  lupus  in  the  United  States.  Up  to  80%  of  pa- 
tients taking  procainamide  will  eventually  develop  a 
positive  test  for  ANA,  but  only  one-third  of  these  pa- 
tients will  develop  clinical  symptoms."'  The  genetically 
determined  rate  of  hepatic  acetyltransferase  function 
is  important  in  the  development  of  procainamide-in- 
duced lupus.  Slow  acetylators  develop  serologic  changes 
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and  clinical  manifestations  of  procainamide-induced 
lupus  more  rapidly  than  rapid  acetylators  do.^ 

Clinical  manifestations  of  drug-induced  lupus  in- 
clude arthritis  and  arthralgia  in  65%  to  90%  of  pa- 
tients, pleuritis  and  pleural  effusions  in  50%,  fever  in 
35%  to  40%,  and  myalgia  in  20%  to  30%. Rash, 
lymphadenopathy,  and  hematologic  abnormalities  are 
not  common  but  may  occur.  Involvement  of  the  kid- 
neys and  central  nervous  system  is  rare  in  drug-in- 
duced lupus.  Typically  the  symptoms  improve  rapidly 
following  discontinuation  of  the  inciting  drug.  Corti- 
costeroids are  sometimes  used  in  severe  cases  to  has- 
ten resolution  of  symptoms. 

The  serologic  abnormalities  in  patients  with  drug- 
induced  lupus  have  been  studied  in  some  detail.  A 
positive  ANA  test  is  usually  present,  but  antibody  to 
native  DNA  is  not  present."'  Patients  with  procaina- 
mide-induced lupus  usually  have  an  IgG  class  antibody 
against  the  histone  complex  H2A-H2B.^"  This  anti- 
body is  present  in  only  one-third  of  patients  with 
asymptomatic  procainamide-induced  ANAs.  Anti- 
guanosine  antibodies  have  likewise  been  observed, 
primarily  in  patients  with  symptomatic  drug-induced 
lupus  but  uncommonly  in  asymptomatic  patients.'' 

The  mechanism  by  which  procainamide  and  other 
drugs  induce  an  SLE-like  syndrome  is  not  known.  It  is 
generally  accepted  that  procainamide  induces  autoan- 
tibody production  by  affecting  the  immune  system 
rather  than  by  inducing  cross-reacting  antibodies  be- 
tween the  drug  and  nuclear  antigens.  Procainamide 
does  not  affect  suppressor  T cell  function.  It  has  been 
postulated  that  procainamide  stimulates  the  produc- 
tion of  autoantibodies  by  activating  helper  T cells.'" 
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A Case  of  Peripheral  Neuropathy  and  Hepatitis 


Case  Report 

A 39-year-old  man  admitted  to  Metropolitan  Nashville 
General  Hospital  with  bilateral  foot  drop  first  noted  a tin- 
gling sensation  in  the  dorsum  of  his  right  foot  that  progressed 
to  complete  foot  drop  three  days  later.  The  same  sequence 
of  events  occurred  in  the  left  lower  extremity  the  day  before 
admission.  He  had  no  other  neurologic  complaints.  He  had 
been  hospitalized  one  month  previously  for  left  flank  pain 
due  to  a left  ureteral  stone,  for  which  he  had  lithotripsy  and 
basket  extraction  with  placement  of  a temporary  ureteral  stent. 
His  liver  enzymes  were  abnormal  at  that  time  (AST  154  lU/ 
L,  LDH  202  lU/L,  alkaline  phosphatase  254  lU/L.  bilirubin 
0.8  mg/dl),  and  hepatitis  B virus  surface  antigen  was  present. 

Additional  past  medical  history  included  hypertension,  a 
history  of  blood  transfusions  following  a stab  wound,  and  al- 
cohol and  tobacco  use,  but  no  intravenous  drug  use.  His 
medications  included  enalapril  (Vasotec)  and  oxycodone/as- 
pirin (Percodan).  He  had  no  known  toxic  exposures. 

Physical  examination  revealed  a well-nourished  white  man 
in  no  distress.  He  was  afebrile  with  normal  vital  signs.  His 
examination  was  entirely  normal  except  for  his  neurologic 
findings.  He  had  decreased  light  touch  sensation  in  the  dor- 
sum of  both  feet  with  complete  bilateral  foot  drop  and  mild 
bilateral  flexor  and  extensor  weakness  of  the  knees.  Deep 
tendon  reflexes  were  normal  and  symmetric  except  for  absent 
ankle  jerks.  The  plantar  response  was  flexor.  Fasciculations 
were  noted  in  the  left  calf.  Cranial  nerve  and  cerebellar  ex- 
aminations were  normal. 

Admission  laboratory  data  revealed  a WBC  count  of 
12,200/cu  mm  with  a normal  differential,  hematocrit  45%, 
platelets  539,000/cu  mm,  creatinine  1.3  mg/dl,  AST  71  lU/L, 
and  bilirubin  0.6  mg/dl.  Further  studies  demonstrated  a re- 
active hepatitis  B surface  antigen;  negative  HIV  antibody; 
normal  B,2  and  RBC  folate,  CH50,  and  CPK.  A lumbar  punc- 
ture revealed  1 RBC,  7 WBC  (100%  mononuclear),  glucose 
55  mg/dl,  and  protein  65  mg/dl  (normal  15  to  45).  Urine  drug 
screen  and  heavy  metal  screen  were  negative.  A serum  pro- 
tein electrophoresis  was  normal. 

Sural  nerve  biopsy  showed  chronic  perivasculitis  and 
chronic  necrotizing  vasculitis,  but  a simultaneous  gastrocne- 
mius muscle  biopsy  revealed  no  abnormality.  A diagnosis  of 
hepatitis  B virus-associated  necrotizing  vasculitis  was  made. 
He  was  treated  with  prednisone  60  mg/day.  His  bilateral  foot 
drop  persists  at  five  weeks  of  follow-up. 

Discussion 

The  association  between  generalized  necrotizing 
vasculitis  and  hepatitis  B antigenemia  was  first  report- 
ed in  1970.'  It  is  estimated  that  as  many  as  30%  of 
patients  with  necrotizing  vasculitis  are  seropositive  for 
the  hepatitis  B surface  antigen.  In  a review  of  nine 
cases  in  1976,  Sergent  and  others  pointed  out  several 
features  of  the  disease. ^ 


Prepared  by  Robert  J.  Berkompas.  M.D.,  chief  medical  resident. 
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Sergent  observed  that  unlike  the  arthritis-dermatitis 
prodrome  of  hepatitis  B infection,  the  vasculitis  can 
occur  at  any  stage  of  hepatitis  B infection.  The  hepa- 
titis B surface  antigen  was  detected,  however,  in  the 
sera  of  all  patients  during  the  course  of  the  vasculitis. 
Mononeuritis  multiplex  occurred  in  seven  of  the  nine 
patients,  and  was  one  of  the  common  presenting 
symptoms.  The  vasculitis  may  involve  any  organ  sys- 
tem, but  may  be  relatively  focal  in  its  presentation. 
There  is  no  clear-cut  HLA-type  association,  and  no 
striking  dissimilarities  with  patients  with  non-hepatitis 
B necrotizing  vasculitis.  The  pathogenesis  appears  to 
involve  immune  complexes,  and  complement  levels  are 
usually  depressed.  The  mortality  due  to  hepatitis  B 
vasculitis  is  difficult  to  assess,  but  it  may  be  as  high  as 
30%.  Patients  who  achieve  an  extended  clinical  remis- 
sion did  not  have  recurrences  despite  persistent  hepa- 
titis B antigenemia.  Although  controlled  studies  of 
therapy  in  hepatitis  B vasculitis  are  lacking,  use  of  cor- 
ticosteroids with  the  possible  addition  of  cytotoxic 
agents  appears  beneficial.  Other  extrahepatic  manifes- 
tations of  hepatitis  B infection  include  the  arthritis- 
dermatitis  prodrome,  essential  mixed  cryoglobuline- 
mia, and  glomerulonephritis.^  /~~  ^ 
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Health  and  Environment  Report 


Results  of  Immunization  Surveys 


JOE  BEAVER,  B.S.;  KERRY  W.  GATELEY,  M.D.;  and  ROBERT  HUTCHESON,  JR.,  M.D. 


In  September  1989  the  Immunization  Program  con- 
ducted surveys  in  hospitals  and  certain  educational  in- 
stitutions to  determine  the  extent  of  immunization- 
related  activities  in  these  environments.  We  mailed 
questionnaires  to  142  licensed  hospitals  and  69  col- 
leges and  universities  in  Tennessee.  The  hospital  ques- 
tionnaire requested  information  on  requirements  for 
immunization  of  its  employees  and  how  vaccine-pre- 
ventable diseases  were  reported  to  the  State.  The 
questions  for  colleges  and  universities  asked  immuni- 
zation requirements  for  students  and  which  students 
were  covered  by  the  requirements.  The  results  of  the 
surveys  are  summarized  below. 

The  Hospital  Survey 

Of  the  142  hospitals  contacted,  122  (85.9%)  re- 
sponded. Of  the  respondents,  only  28  (23%)  required 
immunization  to  protect  against  any  vaccine-prevent- 
able diseases;  78  (64%)  recommended  immunization 
against  vaccine-preventable  diseases  but  lacked  require- 
ments. Sixteen  hospitals  (13%)  neither  required  nor  rec- 
ommended immunizations  for  their  employees.  Of  the 
immunizations  required  by  the  28  hospitals  with  immu- 
nization policies,  immunization  against  rubella  was  re- 
quired by  26  (93%),  yet  fewer  than  six  institutions  re- 
quired either  hepatitis  B,  measles,  mumps,  or  tetanus 
vaccines.  Influenza  vaccine  was  required  by  only  one 
hospital,  and  no  facility  required  pneumococcal  vaccine. 
The  requirements  of  23  of  the  28  hospitals  covered  all 
employees,  with  the  remaining  five  hospitals  requiring 
immunization  of  specific  subsets  of  employees. 

Eighty-six  (71%)  of  the  hospitals  responding  had 
obstetric  capability.  Of  these,  62  (72%)  had  educa- 
tional sessions  for  new  mothers  during  which  informa- 
tion on  immunization  was  given  to  the  mother.  After 
delivery,  rubella-susceptible  women  were  immunized 
with  rubella  vaccine  in  53  (61%)  of  the  hospitals. 

All  122  hospitals  responding  were  aware  of  the  re- 
sponsibility to  report  vaccine-preventable  diseases. 
These  reports  are  made  primarily  either  at  the  time  of 
diagnosis  or  after  laboratory  confirmation  of  the  diag- 
nosis, with  some  reports  being  made  either  on  admis- 
sion or  at  discharge. 
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The  College  Survey 

We  mailed  questionnaires  focusing  on  immuniza- 
tion requirements  to  69  colleges  and  universities  in  Ten- 
nessee. Fifty-seven  (83%)  responded  to  the  survey. 

Of  the  57  responding,  17  (30%)  required  immuni- 
zation against  at  least  one  vaccine-preventable  disease 
as  a condition  of  attendance;  16  (28%)  recommended, 
but  did  not  require,  various  immunizations  as  a con- 
dition of  attendance,  and  24  (42%)  neither  required 
nor  recommended  immunization  against  any  vaccine- 
preventable  diseases. 

Table  1 depicts  the  types  of  immunization  require- 
ments and  the  number  and  percent  of  schools  requir- 
ing each  (n  = 17). 

Table  2 reflects  the  pattern  for  colleges  recom- 
mending immunizations  (n  = 16). 


TABLE  1 

IMMUNIZATIONS  REQUIRED  FOR  COLLEGE  ATTENDANCE  BY 
NUMBER  AND  PERCENT  OF  COLLEGES 
WITH  REQUIREMENTS  (n  = 17) 


Immunization  Required 

Number 

Percent 

Hepatitis  B 

3 

18 

Measles 

14 

82 

Mumps 

11 

65 

Polio 

9 

53 

Rubella 

15 

82 

Tetanus 

17 

100 

TABLE  2 


IMMUNIZATIONS  RECOMMENDED  FOR  COLLEGE 
ATTENDANCE  BY  NUMBER  AND  PERCENT  OF  COLLEGES 
WITH  REQUIREMENTS  (n  = 16) 


Immunization  Recommended 

Number 

Percent 

Hepatitis  B 

1 

6 

Measles 

16 

100 

Mumps 

15 

94 

Polio 

5 

31 

Rubella 

16 

100 

Tetanus 

15 

94 
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TABLE  3 


CATEGORIES  OF  STUDENTS  REQUIRED  AND  RECOMMENDED 
TO  BE  IMMUNIZED  BY  NUMBER  AND  PERCENT  OF  SCHOOLS 
WITH  REQUIREMENTS 


Subset  of 
Students 

Number 
Required 
(n  = 17) 

Percent 

Number 
Recommended 
(n  = 16) 

Percent 

Health  Field 

2 

12 

2 

13 

Full  Time 

15 

88 

13 

81 

Undergraduate 

2 

12 

3 

19 

Other 

4 

24 

4 

25 

The  institutions  surveyed  did  not  apply  their  re- 
quirements and  recommendations  uniformly.  Some  re- 
quired or  recommended  immunization  for  all  students; 
others  selected  only  certain  subsets  of  the  students  for 
immunization.  Table  3 lists  the  subsets  of  students  and 
the  number  and  percent  of  schools  requiring  and  rec- 
ommending immunization  for  those  subsets  of  stu- 
dents. 

The  student  population  of  the  schools  included  in 
the  survey  is  203,500. 

Comment 

Incorporating  specific  immunization-related  activi- 
ties into  the  routine  of  hospital  operations  offers  a 
unique  opportunity  to  serve  both  the  hospital  and  the 
individual  patients  of  the  hospital,  whether  they  be  in- 
patients or  outpatients.  Hospitals  that  ensure  that  their 
employees  and  staff  are  immunized  against  vaccine- 
preventable  diseases  not  only  exclude  the  involvement 
of  the  institution  from  their  transmission,  but  also  re- 
duce absenteeism  due  to  preventable  illnesses,  which 
in  turn  reduces  the  likelihood  of  interrupted  service  to 
the  community.  When  all  employees  are  immunized, 
the  chances  for  successful  prevention  of  disease  are 
greater  than  if  only  some  employees  are  immunized. 

Services  such  as  immunizing  rubella-susceptible 
women  immediately  after  delivery  and  conducting  ma- 
ternal educational  programs  have  great  patient  bene- 
fit. When  women  susceptible  to  rubella  are  immu- 
nized, the  possibility  of  threats  to  future  pregnancies 
by  the  rubella  virus  is  averted;  if  measles-mumps-ru- 
bella (MMR)  vaccine  is  used,  the  prevention  of  mea- 
sles and  mumps  is  further  assured.  The  incorporation 
of  maternal  education  programs  allows  new  mothers 
an  opportunity  to  understand  the  importance  of  early 
and  complete  immunization.  Perhaps  such  information 
will  prompt  them  to  make  sure  that  their  newborn 
children  will  receive  complete  immunizations  accord- 
ing to  recommended  schedules. 

When  diagnosed  cases  of  vaccine-preventable  dis- 
eases are  reported  as  early  as  possible,  the  epidemio- 
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Loss  Prevention  Case  of  the  Month 


A Missed  Opportunity? 


J.  KELLEY  AVERY,  M.D. 


Case  Report 

A 29-year-old  truckdriver  sustained  a lifting  injury  to  his 
hack  while  unloading  freight  in  December  of  1984.  Five  days 
after  the  injury,  he  reported  to  his  primary  care  physician 
with  pain  in  his  low  back,  with  some  radiation  into  the  right 
leg. 

Physical  examination  revealed  only  a 3-1-  straight-leg  rais- 
ing test  on  the  right  and  significant  limitation  of  motion  in 
the  low  back.  The  patient  was  treated  with  bed  rest,  heat, 
and  analgesics,  and  after  no  improvement  in  10  days  was  re- 
ferred to  an  orthopedic  surgeon  for  evaluation  and  treat- 
ment. 

Two  more  weeks  of  conservative  therapy  followed,  in- 
cluding some  effort  at  mobilization  with  passive  exercises, 
heat,  analgesics,  and  rest  on  a hard  bed.  Again,  there  was  no 
response. 

In  March,  some  three  months  after  the  initial  injury,  the 
physical  examination  again  revealed  limitation  of  motion  in 
the  back,  positive  straight  leg-raising  on  the  right,  but  there 
were  no  objective  findings  of  motor  or  sensory  deficit.  The 
DTR  were  recorded  as  being  “okay.”  Routine  x-rays  of  the 
hack  showed  no  significant  abnormality.  A CT  scan  and  mye- 
logram showed  an  extradural  defect  on  the  right  involving  the 
L4-5  space. 

Chemonucleolysis  followed,  and  after  what  appeared  to 
be  some  initial  improvement,  the  patient  continued  to  com- 
plain of  pain,  required  analgesics,  and  was  unable  to  return 
to  work. 

In  September  of  the  same  year,  a repeat  CT  scan  and 
myelogram  again  revealed  the  right  extradural  defect  at  the 
level  of  L4-5.  The  record  indicated  that  conservative  therapy 
had  failed,  and  a lumbar  diskectomy  was  scheduled. 

The  surgery  was  done  on  the  left  side  due  to  some  con- 
fusion that  developed  in  the  preoperative  preparation  and 
draping.  The  operative  note  indicated  that  disk  material  was 
located  centrally  and  on  the  right  and  was  removed.  Follow- 
ing the  surgery,  the  patient  was  fully  informed  as  to  the  op- 
erative approach  from  the  left  side  instead  of  the  right. 

Again  there  was  little  or  no  relief.  Pain  persisted  all  the 
while  and  analgesics  were  required.  Attempts  at  physiother- 
apy failed,  and  a repeat  CT  scan  again  revealed  the  central 
bulge  at  the  L4-5  interspace. 

The  patient  failed  to  keep  a scheduled  appointment  with 
his  orthopedic  surgeon,  and  in  December  of  the  same  year 
was  reoperated  upon  by  another  surgeon.  Shortly  after  that 
operation  was  done,  a lawsuit  was  filed.  Expert  witnesses  for 
the  defendant  doctor  and  the  patient  were  both  deposed.  The 
initial  operating  surgeon  and  experts  for  the  defense  all  tes- 
tified that  although  it  was  a deviation  from  an  acceptable 
standard  of  care  to  approach  a right  extradural  defect  from 
the  left,  it  can  be  done,  and  sometimes  herniated  disk  mate- 
rial can  be  satisfactorily  removed.  The  operating  surgeon  be- 


Dr.  Avery  is  chairman  of  the  Loss  Prevention  Committee.  State 
Volunteer  Mutual  Insurance  Company,  Brentwood,  and  medical  di- 
rector for  Ambulatory/Outpatient  Services,  St.  Thomas  Hospital, 
Nashville. 
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lieved  that  all  of  the  significant  disk  material  had  been  re- 
moved at  the  initial  operation,  and  his  experts  testified  that 
this  was  certainly  possible.  Expert  witnesses  for  the  patient 
contended  that  it  was  indeed  a departure  from  an  acceptable 
standard  to  approach  a lumbar  diskectomy  from  the  wrong 
side,  and  that,  therefore,  results  could  be  expected  to  be  less 
than  optimum. 

There  was  substantial  question  that  the  preoperative  CT 
scan  was  significantly  different  from  the  postoperative  CT  scan. 
Recovery  was  slow,  and  a significant  disability  resulted. 

The  extent  of  psychosomatic  overlay  was  difficult  if  not 
impossible  to  assess.  A substantial  settlement  was  necessary 
to  avoid  a jury  trial. 

Loss  Prevention  Comments 

Workers’  compensation  back  injuries  are  known  to 
be  very  difficult  cases.  Both  the  employer  and  the  em- 
ployee have  a vested  interest  in  prompt  and  aggressive 
management  of  the  complaint.  The  worker  needs  to 
get  back  to  work,  and  the  employer  needs  an  able 
worker.  With  this  kind  of  pressure  on  the  physician  to 
“fix  it,”  it  is  almost  impossible  to  remain  totally  objec- 
tive in  the  evaluation  and  approach  to  treatment. 

In  this  case,  while  there  was  no  evidence  of  mis- 
management in  the  initial  approach  to  treatment  (che- 
monucleolysis), one  wonders  about  the  three  months’ 
delay  between  the  initial  injury  and  definitive  treat- 
ment without  any  record  of  vigorous  physical  and  oc- 
cupational therapy.  Additionally,  there  was  no  record 
of  an  objective  neurologic  evaluation.  There  was, 
however,  in  more  than  one  location  in  the  record,  the 
note  that  reflexes  were  “equal  and  2-f  ” and  that  there 
was  “no  evidence  of  motor  or  sensory  deficit.” 

There  is  no  record  of  any  involvement  of  the  em- 
ployer in  a “early  return  to  work  attempt.”  In  fact, 
following  the  chemonucleolysis,  there  was  little  in  the 
way  of  systematic  physical  therapy.  This  may  have  been 
the  time  when  a thoughtful  application  of  what  we 
know  about  physical/occupational  therapy  could  have 
prevented  further  surgery.  Apart  from  heat,  a hard 
bed,  and  analgesics,  little  was  done  to  encourage  re- 
habilitation. Even  though  approaching  a right  L4-5  ex- 
tradural defect  from  the  left  was  considered  negli- 
gence, and  a significant  settlement  resulted,  one  must 
wonder  how  differently  this  case  would  have  turned 
out  if,  from  the  very  beginning,  aggressive  use  of  mod- 
ern physical/occupational  therapy  had  been  employed. 
This  kind  of  approach  involves  the  best  efforts  of  em- 
ployers, physicians,  physical  therapists,  and  patients. 
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Confusion  between  left  and  right  is  very  frequent 
in  the  practice  of  medicine.  Usually  the  confusion  is 
clarified  before  an  invasive  procedure  is  done,  but  when 
the  confusion  leads  to  surgery  on  the  wrong  side,  as  it 
did  here,  we  pay\  In  the  checklist  completed  preoper- 
atively,  the  surgeon  should  be  asked  to  confirm  the 
correct  side  of  the  abnormality. 

Neurosurgeons  and  orthopedic  surgeons,  who  gen- 
erally manage  these  cases,  definitively  pay  very  high 
malpractice  insurance  premiums.  The  workers’  com- 
pensation back  injury  is  a fairly  frequent  cause  of  mal- 
practice litigation,  and  the  losses  in  this  area  are  con- 
siderable. Perhaps  the  early  and  aggressive  approach 
to  rehabilitation  employing  all  modalities  at  our  com- 
mand could  result  in  a reduction  in  the  risk  to  all  con- 
cerned. r'  ^ 


Health  and  Environment  Report . . . 

(Continued  from  page  193) 

logic  investigation  should  allow  for  the  prevention  of 
additional  cases. 

In  Tennessee,  the  two  most  recent  outbreaks  of 
vaccine-preventable  diseases  have  been  of  mumps  and 
measles.  Both  outbreaks  occurred  most  often  in  high 
school  and  college-aged  persons  and  reflect  the  trend 
in  all  the  United  States  of  increasing  measles  and 
mumps  in  older  adolescents  and  adults.  This  pattern 
of  these  avoidable  diseases  is  reason  to  consider  the 
implementation  of  immunization  requirements  for  col- 
leges. Implementation  of  requirements  is  already  in 
place  in  many  states.  MMR  vaccine  will  prevent  dis- 
ease and  reduce  costs  associated  with  disease  occur- 
rence. A college  campus  that  is  free  of  measles, 
mumps,  and  rubella  will  secure  not  only  health  bene- 
fits, but  also  educational  and  athletic  benefits  from  the 
lack  of  illness.  r~  ^ 
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Your  Health 
Depends  On. . . 

. . . your  medical  insurance  coverage.  But 
don’t  wait  until  you  file  a claim  to  test  your 
coverage.  With  today’s  rising  health  care  costs, 
you  can’t  afford  not  to  find  out  more  about 
TMA’s  medical  insurance  plan  for  physicians. 

Fill  out,  clip  and  return  the  coupon  below. 
We  will  send  you  information  on  a medical 
insurance  plan  that’s  the  right  prescription  for 
your  pocketbook.  Or,  call  us  toll  free 

at  1-800-347-1109. 


Yes,  send  me  information  on  TMA’s  medical 
insurance  plan. 


Name 


Firm  name 


Phone  # 


Address 


City 


Mail  to  Plan  Administrator 
The  TMA  Association  Insurance  Agency,  Inc. 

P.O.  Box  1109,  Chattanooga,  TN  37401 
Sponsored  by  the  Tetmessee  Medical  Association! 


The  Tennessee  Medical  Association 
approves  the  same  collection 
program  recommended  by 
medical  associations  in 
44  other  states. 

I.C.  System 

Why  these  votes  of  confidence? 


I.C.  System  is  endorsed  as  a responsible  alternative  for  physicians  who  need 
help  keeping  their  receivables  under  control.  All  collection  practices  arc  legal, 
ethical  and  professional.  The  objective  is  to  collect  without  harming  the 
doctor  patient  relationship.  That's  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Write  or  phone  for  information.  The 
system  is  endorsed  by  your  association.  The  System  Works! 
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In  Medias  Res 

As  I write  my  last  President’s  Page,  my  emotions  are  mixed.  Not  having 
the  erudition  or  command  of  words,  both  English  or  Latin,  of  our  revered 
editor,  nor  the  ability  to  sharply  focus  on  issues,  I nevertheless  will  miss 
sharing  some  thoughts  with  you  as  my  captive  audience. 

I recently  was  listening  to  a lecture  by  Dr.  Jack  Reese,  recently  retired 
Chancellor  of  U.T.  Knoxville,  discussing  John  Milton’s  Paradise  Lost.  He 
used  the  term  In  Medias  Res — in  the  middle  of  things — which  tweaked  a 
thought  process  that  I related  to  medicine. 

As  I fill  a slot  in  time,  in  both  my  personal  and  professional  life,  I felt 
that  I should  try  to  relate  our  deluge  of  pressures  on  the  practice  of  medi- 
cine in  a perspective  I could  understand.  I realize  that  medicine  is  a service 
profession.  It  is  through  service  over  the  years  that  the  profession  has  come 
to  the  position  of  honor,  and,  yes,  even  reverence,  that  it  has  enjoyed.  It  is 
through  this  service  to  our  fellow  man  that  we  have  been  afforded  positions 
of  trust,  not  only  in  our  chosen  field  but  in  our  community,  as  we  were 
considered  intelligent,  intuitive,  and  honest. 

Our  profession  had  miracles  at  the  outset  of  its  definition  as  a healing  art, 
as  it  does  now.  There  were  financial  problems  years  ago,  and  we  share  those 
now.  Magnitude  or  technological  advances  do  not  make  service  to  our  fel- 
low human  beings  any  different. 

My  earnest  and  heartfelt  feeling  is  that  we  are  “in  the  middle  of  things” 
looking  both  forward  and  backward.  Let  us  not  forget  that  as  a service 
profession  we  must  serve  others  and  guard  assiduously  against  being  self- 
serving. 

Thank  you  for  allowing  me  to  serve  you  this  year.  It  has  been  an  honor. 


The  New  President 


HAMEL  B.  EASON,  M.D. 
MEMPHIS 
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Hamel  B.  Eason,  M.D. 


136th  President — Tennessee  Medical  Association 


Continuing  his  long-time  commitment  to  organized  medicine  in  Tennes- 
see, Hamel  B.  Eason,  M.D.  becomes  the  136th  president  of  the  Tennessee 
Medical  Association.  The  challenge  of  leadership  is  not  a new  one  to  Eason, 
60,  as  the  cardiologist  has  served  the  interest  of  the  medical  profession  on 
the  local,  state,  and  national  level. 

A native  Memphian,  Eason  attended  Central  High  School  before  enroll- 
ing at  Memphis  State  University  for  premedical  studies.  He  then  progressed 
to  the  University  of  Tennessee  College  of  Medicine  and,  in  1954,  received 
his  medical  degree. 

Dr.  Eason  performed  his  internal  medicine  residency  at  Memphis’  Ken- 
nedy V.A.  Hospital  until  1960.  During  this  period,  he  served  as  a flight 
surgeon  (with  the  rank  of  captain)  in  the  U.S.  Air  Force. 

He  joined  the  staff  of  Methodist  Hospital  in  1963,  where  he  still  serves. 
His  contributions  there  include  stints  as  chairman  of  the  Department  of  In- 
ternal Medicine  and  president  of  the  medical  staff.  He  currently  is  a non- 
invasive  cardiologist  at  that  hospital. 

Eason’s  dedication  to  organized  medicine  is  well  documented.  For  23  years 
he  has  been  a delegate  from  the  Memphis-Shelby  County  Medical  Society 
to  the  Tennessee  Medical  Association,  and  he  has  represented  TMA  as  an 
alternate  delegate  and/or  delegate  in  the  American  Medical  Association 
House  of  Delegates  since  1970.  His  service  has  been  recognized  by  his  TMA 
peers,  having  been  a recipient  of  the  TMA  Distinguished  Service  Award  in 
1985. 

He  has  served  as  president  of  the  Memphis  Heart  Association,  president 
of  the  Memphis-Shelby  County  Medical  Society,  and  president  of  the  Ten- 
nessee Society  of  Internal  Medicine.  He  has  also  been  chairman  of  the  Board 
of  Directors  for  Blue  Cross-Blue  Shield  Insurance  Company  of  Memphis 
since  1981. 

Eason  is  also  a diplomate  of  the  American  Board  of  Internal  Medicine 
and  a fellow  of  both  the  American  College  of  Physicians  and  the  American 
College  of  Cardiology. 

Dr.  Eason  and  his  wife,  Diana,  have  two  children  (Mark,  of  Emory,  Vir- 
ginia, and  Leslie  Shuford,  of  Dunwoody,  Georgia)  and  three  grandchildren. 
He  is  an  elder  in  the  Second  Presbyterian  Church  in  Memphis,  and  is  par- 
ticularly interested  in  mission  work. 

Dr.  Eason  stands  prepared  to  accept  the  challenge  of  leading  the  Tennes- 
see Medical  Association  into  the  new  decade.  We  are  honored  to  have  him 
as  our  136th  president. 
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The  Appearance  of  Evil 

Did  you  ever  wonder  if  the  Good  Samaritan 
in  Jesus’  parable  got  sued,  say  for  malpractice, 
or  arrested  for  practicing  medicine  without  a li- 
cense? Jesus  didn’t  say,  likely  not  because  He 
thought  it  unimportant,  but  only  immaterial.  The 
Samaritan  was  just  doing  the  humane  thing,  and 
Jesus’  point  was  that  his  listeners  should  go  out 
and  be  like  the  Samaritan,  which  was  harder  for 
a Jew  of  that  day  to  do,  and  vice-versa,  than  risk 
a day  in  court. 
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This  may  seem  a strange  editorial  to  be  writ- 
ing on  St.  Valentine’s  Day,  which  today  is.  This 
is  the  day  when  the  fancies  of  not  only  young 
men,  but  also  of  men  and  women  of  all  ages, 
turn,  or  perhaps  better,  should  be  turning,  to 
thoughts  of  love.  It  is  not  that  my  mind  is  all  that 
contrary;  it  is  just  that  there  are  at  the  moment 
some  non-fancies  pressing  harder  to  get  out. 

It  seems  that  a while  back,  just  when  doesn’t 
matter,  two  prominent  attorneys,  one  male  and 
one  female,  spent  two  nights  in  the  same  two- 
bedroom  hotel  suite  in  New  York.  Any  sexual 
relationship  was  only  imputed,  and  it  was  imma- 
terial, anyway,  as  it  turned  out.  One  of  the  law- 
yers, a 63-year-old  married  man,  was  the  chief 
arbitrator  in  a reinsurance  dispute;  the  other,  a 
41-year-old  unmarried  lady,  was  counsel  for  one 
of  the  involved  parties.  Both  are  people  of  im- 
peccable moral  and  professional  repute — or  were 
until  snoopers  for  the  opposing  law  firm  video- 
taped them  entering  the  hotel  together.  Now  their 
reputations  are  at  least  besmirched.  She  put  him 
up,  she  said,  only  because  he  was  sick  and  had 
no  hotel  room  of  his  own.  They  spent  the  nights 
one  in  one  bedroom  and  the  other  in  the  other. 
Anybody  who  believes  that  go  stand  on  your  head 
in  the  corner. 

Maybe  I am  both  naive  and  gullible,  but  it  is 
only  because  I am  not  physically  able  that  I am 
not  standing  upside  down  in  the  corner  right  now. 
Think  about  it.  It  has  to  be  that  they  just  were 
not  thinking  ahead;  that’s  all.  I found  out  a long 
time  ago  that  right  or  wrong,  possible  or  impos- 
sible, friendship  between  lawyers  is  supposed  to 
hang  in  abeyance  under  such  circumstances.  I can 
hear  it  now:  “I  feel  awful,”  he  said.  “I’ve  got  an 
extra  room,”  she  said.  “Go  up  and  go  to  bed.” 
He  did.  That’s  what  I believe  happened;  I also 
think  the  opposing  law  firm  is  a bunch  of  cheap 
shysters.  But  then,  $92  million  were  at  stake. 

I have  to  admit  it’s  hard  to  be  sympathetic  to- 
ward two  lawyers,  but  I guess  maybe  I’ve  gone 
soft  in  the  head,  because  I am.  I think  two  law- 
yers as  smart  as  they  were  considered  to  be  by 
their  peers  would  have  to  know  better  than,  to 
put  the  old  well-known  Arabian  maxim  in  parlor 
parlance,  to  relieve  oneself  where  one  eats.  They 
obviously  weren’t  trying  to  hide  anything;  it  was 
all  done  out  in  the  open.  He  hurt,  and  she  helped. 
It  turned  out  not  to  be  a good  policy,  and  that’s 
why  I wonder  about  Jesus’  Good  Samaritan. 

A lot  of  people  might — no,  would — have  a 
problem  feeling  sympathetic  toward  Jim  Sam- 
mons, who  I’m  sure  you  know  by  now  finally  re- 
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signed  under  fire  the  other  day  as  executive  vice- 
president  of  the  AMA.  Since  I went  into  all  that 
last  month  at  some  length,  I’ll  simply  refer  you 
to  that  editorial,  in  case  you  aren’t  conversant 
with  the  case;  could  be  you  were  stuck  on  Mars, 
or  something  (7  Tenn  Med  Assoc  83:147-149, 
1990).  What  Dr.  Sammons  did  was  no  more  than 
what  all  corporations  do  for  top  executives  when 
they  move.  He  just  used  poor  judgment  in  not 
getting  Board  approval.  But  then  why  would  a 
dictator  ask  for  Board  approval?  Of  course,  the 
outcome  would  have  been  exactly  the  same,  ex- 
cept that  then,  if  confronted,  the  Board  member 
could  always  say,  “Who,  me?  Not  rne!  I voted 
against  it!”  If,  on  the  other  hand,  anyone  started 
counting  noses  it  would  immediately  become  ob- 
vious that  somebody  was  (somebodies  w§re)  light 
on  the  pot,  This  particular  series  of  incidents 
would  likely  have  gone  unnoticed,  except  that 
several  hundred  grand  were  involved,  and,  when 
the  Chicago  Sun  Times  found  out  about  it,  in  the 
characteristic  fashion  of  yellow  journalism  evil 
was  imputed  by  the  newspaper  where  apparently 
none  existed,  Exposing  the  incidents  was  to  the 
AMA’s  advantage;  the  accompanying  sensation- 
alism was  to  theirs  alone. 

You  might  consider  the  analogy  inapplicable, 
and  that’s  your  privilege,  but  it  all  puts  me  in 
mind  of  the  not  necessarily  loose  young  lady  who 
was  approached  with  a beddy-bye  offer  of  a rnil- 
lion  bucks.  (I  first  heard  this  story,  as  I’m  sure 
you  did,  a long  time  ago.  Considering  inflation, 
maybe  we’d  best  add  another  cipher  to  all  the 
figures  in  it,  and  start  out  with  ten  million.) 
Anyway,  the  lady  said  sure.  After  a bit  of  give 
and  take  had  gotten  the  ante  down  to  a 
hundred — well,  you  know  the  outcome.  When 
asked  what  he  thought  she  was,  he  said  that  had 
already  been  established;  now  they  were  only 
haggling  over  the  price. 

I hate  to  appear  cynical,  but  the  AMA  Board 
has  established  a fiscal  ceiling  (or  more  accurate- 
ly, has  vowed  to  enforce  the  one  it  already  had) 
to  exceed  which  the  EVP  has  to  get  Board  per- 
mission; the  likely  results  of  that  I've  already  dis- 
cussed. In  the  case  of  the  two  lawyers,  if  only  a 
million  dollars  had  been  involved  the  rival  law 
firm  would  certainly  not  have  been  out  snooping 
around  with  their  cameras  grinding  away.  No- 
body but  the  lady  would  have  cared  whether  her 
friend  was  sick  or  not;  neither  would  they  have 
given  a thought  to  what  the  two  did  once  they 
got  upstairs.  (Nobody  else  really  cared  about  that 
anywny,  apparently,  except  probably  the  law- 


yer’s family.  That  they  were  together  at  all  was 
all  that  mattered  to  the  opposition.) 

It  all  boils  down  to  a matter  of  exercising  fis- 
cal responsibility.  That’s  what  the  priest  and  the 
Levite  were  doing  when  they  passed  up  the  poor 
wretch  in  the  gutter  across  the  street.  The  Sa- 
maritan wasn’t  doing  it,  and  probably  got  sued 
because  some  lawyer  sniffed  out  a patsy.  There 
were  lawyers  by  the  score  around  in  those  days, 
too,  and  in  fact  Jesus  told  us  a lot  about  what 
they  had  on  their  minds. 

Most  of  us  have  always  been  taught  to  eschew 
evil,  and  that’s  certainly  good  advice,  even  though 
it  isn’t  always  easy  to  follow.  It  is  also  good  ad- 
vice to  avoid  even  the  appearance  of  evil.  That's 
even  harder  to  follow,  and  it  might  make  doing 
a good  turn  treacherous.  Maybe  all  that  was 
bothering  the  priest  and  the  Levite  was  that  they 
might  have  to  become  invplved  with  a low-life  of 
some  description,  like  a lawyer  or  a dishonest  ex- 
ecutive (or  some  other  that  you  can  doubtless 
supply  on  your  own).  The  damage  that  might  do 
their  reputation  would  likely  prove  fiscally  un- 
sound for  them  in  the  long  run.  Forsaking  all 
others,  the  eternal  watchword  has  to  be:  “Fiscal 
responsibility  iiber  alles!” 

Understand,  I’m  not  knocking  fiscal  responsi- 
bility, and  there  obviously  has  tp  be  some  point 
at  which  a molehill  becomes  a mountain.  But  the 
process  on  occasion  gets  out  of  hand,  and  it  does 
seem  a shame  that  the  arbiter  has  so  often  to  be 
the  likes  of  the  Sun-Times  and  rptten  lawyers. 

J.B.T. 


Everybody’s  Talkin’  at  Me 

One  generation’s  novelty  is  the  standard  fare 
of  the  next.  For  mine  the  novelty  was  television, 
for  my  children’s  it  is  computers.  I’m  not  sure  what 
it  will  be  for  my  grandchildren’s  but  for  my  par- 
ents’ it  was  the  movies.  In  summertime  the  movie 
theaters  packed  ’em  in,  not  necessarily  because 
the  film  was  worthwhile,  or  even  entertaining,  but 
because  it  was  the  only  air-conditioned  place  in 
town.  For  the  most  part,  air-conditioning  other- 
wise consisted  of  turning  an  electric  fan  over  a 
block  of  ice.  That  had  its  problems,  because  it 
could  fog  up  a room  in  a hurry.  Air-conditioning, 
like  the  movies,  was  in  its  infancy. 

Despite  all  our  advanced  technology,  there  are 
a lot  of  things  out  there  still  in  their  infancy,  and 
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sometimes  those  people  working  with  them  are 
not  sufficiently  circumspect  about  the  degree  of 
maturation  of  their  charges.  Just  before  I left  for 
Honolulu  to  attend  the  interim  meeting  of  the 
AMA  House  of  Delegates  (it  was  a dirty  job,  but 
somebody  had  to  do  it)  the  long  range  weather 
forecast  for  the  next  30  days  allowed  as  how  the 
weather  for  Middle  Tennessee  would  be  warmer 
and  wetter  than  normal.  I had  no  sooner  settled 
into  the  Hilton  Hawaiian  Village  than  I discovered 
that  Middle  Tennessee  and  points  south  were  in 
the  throes  of  an  ice  storm — not  something  to  in- 
spire confidence  in  our  ability  to  prognosticate 
about  the  weather.  (Actually,  when  they  are  being 
open  and  forthright  about  it,  all  of  the  weather 
forecasters  will  tell  you  that  their  particular  cur- 
rent forecast  is  good  only  for  that  particular  mo- 
ment, and  is  subject  to  immediate  revision  without 
notice.) 

It  is  widely  held,  and  in  fact  often  quoted  as 
gospel  (a  house  likely  built  on  sand),  that  the  world 
is  warming  steadily  due  to  the  so-called  green- 
house effect  of  multiplied  kilotons  of  carbon  diox- 
ide being  dumped  into  the  atmosphere  by  our 
indiscriminate  burning  of  fossil  fuels  and  so  on. 
There  have,  in  fact,  been  recent  data  that  would 
strongly  support  such  a contention,  though  on  the 
other  hand  there  are  equally  convincing  but  less 
frequently  quoted  data  that  don’t.  Certainly  the 
past  few  summers  here  have  been  quite  warm 
(though  far  from  record  breaking  for  the  most 
part),  and  the  winters  relatively  mild.  I have  a lot 
of  cold  weather  togs  that  haven’t  seen  the  light  for 
several  years. 

Or  hadn’t  until  this  week.  No  one  apparently 
remembered  to  tell  the  polar  ice  cap  it  was  sup- 
posed to  be  in  danger  of  melting,  and  or  else  did 
tell  it,  and  underestimated  its  ability  to  fight  back. 
However  that  may  be,  the  Arctic  has  dumped  a 
load  into  the  midsection  of  the  country  that  has 
shattered  records  for  a week,  and  is  predicted  to 
do  so  for  several  more  days  yet.  Even  then  the 
prediction  has  changed  hourly.  It  did  all  that  be- 
fore it  was  even  winter.  The  only  salvation,  if  there 
can  be  any  such  with  sub-zero  temperatures  and 
wind-chill  of  -47°F,  is  that  except  for  some  ice  it 
has  been  dry.  I’m  not  sure  about  “except  for  ice,’’ 
since  when  mine  became  the  last  car  to  become 
involved  in  a five-car  fender  bender  the  police- 
ment  investigating  the  accident  observed  that  “this 
is  as  bad  as  it  gets.”  Snow  would  unquestionably 
have  been  an  improvement. 

So  much  for  forecasting.  Our  problem  in  fore- 
casting is  our  ignorance.  I have  a paper  in  the 
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works  in  which  the  author  insisted  that  I reinstate 
the  term  “automobile  crash”  after  I had  changed 
it  to  “accident,”  citing  a statement  that  the  con- 
cept of  accidents  is  tied  in  with  the  notion  that 
events  are  preordained,  whereas  in  reality  every- 
thing that  happens  is  a direct  result  of  preceding 
events,  and  therefore  there  is  no  such  thing  as  an 
accident.  Having  no  strong  feelings  about  such 
usage,  except  that  in  truth  what  really  happened 
in  that  instance  was  not  exactly  a crash,  I left  it 
that  way.  It  is  also  true  that  what  happened  to  my 
automobile  was  not  entirely  unpredictable  once  I 
found  myself  looking  at  the  back  end  of  a line  of 
cars  at  the  foot  of  an  ice  covered  bridge.  On  the 
other  hand,  there  were  a lot  of  things  about  the 
entire  situation  that  neither  I nor  anyone  else  could 
have  predicted,  considering  our  incomplete 
knowledge.  For  instance,  if  I had  been  able  to 
accomplish  my  goal  once  I started  sliding,  which 
was  to  change  directions,  there  is  a better  than 
average  chance  I would  have  caved  in  the  side  of 
my  car  instead  of  merely  breaking  out  the  parking 
light.  All  it  would  have  taken  was  a slight  irregu- 
larity in  the  glassy  sheet.  On  the  other  hand,  what 
I was  hoping  for,  which  was  a break  in  the  sheet, 
could  have  gotten  me  around  the  pile-up  un- 
scathed. Understanding  about  proximate  causes, 
and  recognizing  that  misadventure  is  doubtless  a 
better  term,  I shall  likely  continue  using  the  term 
accident,  and  everyone  will  understand  what  I 
mean.  If  they  tie  it  to  fatalism,  they  just  will;  I 
don’t  think,  though,  that  in  their  so  doing  I will 
have  contributed  to  their  obfuscation.  God,  hav- 
ing an  unfailing  memory  of  all  things  past  and 
future,  would  have  known  better  than  to  have 
gone  home  the  way  I did,  and  would  have  picked 
another.  I don’t,  and  so  I didn’t.  I could  have 
comforted  myself  by  thinking  that  perhaps  some- 
thing even  more  distressing  might  have  happened 
to  me  had  I taken  another  route.  I didn’t,  but  I 
could  have.  I didn’t  because  I was  too  busy  think- 
ing of  other  more  pressing  things. 

The  way  the  ball  bounces  depends  not  only  on 
things  we  know  something  about,  but  also  on  things 
we  know  nothing  about,  which  while  small  may  in 
fact  be  decisive.  Though  I feel  sure  they  might  tell 
you  differently,  the  reason  the  few  people  who 
didn’t  lose  a bundle  in  the  stock  market  crash  of 
October  1987  didn’t  was  that  either  they  were  lucky 
or  they  weren’t  in  the  market,  and  not  that  they 
or  their  advisors  were  smarter  than  those  who  did. 

This  time  of  year,  and  particularly  since  we  are 
at  the  start  of  a new  decade  (which  actually,  I was 
disillusioned  to  be  reminded,  starts  not  this  year 
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but  the  next),  the  number  of  forecasts  about  var- 
ious and  sundry  is  second  only  to  resolutions,  and 
worth  about  as  much.  In  general,  any  prediction 
is  about  as  accurate  as  the  information  it  is  based 
on,  but  not  entirely.  There  is,  for  example,  a lot 
of  very  accurate  information  about  hurricanes, 
volcanos,  and  earthquakes,  and  about  the  condi- 
tions favorable  to  them,  and  yet  they  are  all  full 
of  surprises.  I watched  from  a helicopter  as  Ki- 
lauea,  the  very  active  volcano  on  the  Big  Island  of 
Hawaii,  dumped  lava  down  the  mountainside  into 
the  sea.  That  it  will  continue  to  do  so  is  predict- 
able; when  and  where  it  will  do  it  has  proved  over 
the  years  not  to  be.  Mount  St.  Helens  is  beginning 
to  act  up  again — with  what,  teleologically  speak- 
ing— in  mind? 

Prognostication  is  really  just  a form  of  gam- 
bling, except  that  a dedicated  player  in  games  of 
chance  will  do  a lot  better  at  figuring  the  odds 
because  there  are  fewer  variables,  and  those  var- 
iables are  well  known.  We  are  beginning  to  find 
out  that  the  variables  in  the  natural  universe  that 
we  thought  were  well  known,  aren’t.  That  reali- 
zation has  evoked  an  entirely  new  branch  of  sci- 
ence known  as  chaos.  None  of  that  is  going  to 
deter  the  prognosticators,  though,  because  gam- 
bling is  in  man’s  blood.  I think  the  reason  gam- 
bling has  been  interdicted  is  that  life  itself  is  really 
a floating  crap  game,  and  every  move  we  make  is 
a gamble,  so  that  there  is  enough  opportunity  to 
get  into  trouble  by  accident  (there’s  that  word 
again,  without  apology)  without  going  around 
looking  for  it. 

Not  only  that — there  is  less  opportunity  to  fig- 
ure the  odds.  How  much  time  for  contemplation 
do  you  think  I had  as  I slid  the  50  feet  into  the 
back  end  of  that  car?  Not  much,  considering  how 
busy  I was  with  my  life  flashing  before  my  eyes.  I 
decided  that  the  part  I saw  was  pretty  intriguing, 
even  considering  the  less  than  marvelous  (some- 
times considerably  less)  parts,  and  I’d  like  to  have 
an  extended  play  version.  By  that  time  my  parking 
light  was  resting  on  somebody’s  rear  bumper.  At 
least  I got  a reprieve,  though  I didn’t  consider  my 
life  threatened;  on  the  other  hand,  one  can’t  be 
too  careful. 

As  for  prognosticators,  pay  attention  to  them 
if  you  must,  but  just  remember:  there  is  one  thing 
more  certain  than  death  and  taxes.  What  it  is  that 
is  more  certain  than  death  and  taxes  is  uncertainty. 
Except  in  the  movies.  There,  though  you  may  be 
uncertain  right  up  to  the  end,  you  can  always  find 
out  how  the  movie  came  out,  provided  you  stick 
around.  The  best  way  to  do  that  these  days  is  to 


tape  it  and  watch  it  on  your  VCR.  Just  keep  in 
mind,  though,  that  should  your  air-conditioning 
go  out  on  a hot  Labor  Day  weekend  the  way  ours 
did  once,  the  movie  theaters  are  still  nice  and  cool. 
Frankly,  I was  so  busy  trying  to  get  the  blighter 
fixed  and  also  stay  cool,  that  slipped  my  mind. 

J.B.T. 


Lonnie  R.  Boaz,  Jr.,  age  63.  Died  January  31,  1990. 
Graduate  of  Howard  University  College  of  Medicine. 
Member  of  Chattanooga-Hamilton  County  Medical 
Society. 

Arch  H.  Bullard,  age  70.  Died  February  14,  1990. 
Graduate  of  Northwestern  University  Medical  School. 
Member  of  Chattanooga-Hamilton  County  Medical 
Society. 

Dan  Carmack  Gary,  age  72.  Died  February  14,  1990. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Northwest  Tennessee  Academy  of 
Medicine. 

Gordon  H.  Turner,  age  62.  Died  February  19,  1990. 
Graduate  of  Vanderbilt  University  School  of  Medi- 
cine. Member  of  Buffalo  River  Valley  Medical  Society. 

Douglas  Doriot  Vance,  age  93.  Died  April  4,  1989. 
Graduate  of  University  of  Virginia  School  of  Medi- 
cine. Member  of  Sullivan  County  Medical  Society. 

Roland  M.  Webster,  age  86.  Died  February  6,  1990. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Knoxville  Academy  of  Medicine. 


new  mcfflbcf/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

BLOUNT  COUNTY  MEDICAL  SOCIETY 

Jay  Hammett,  Jr.,  M.D.,  Maryville 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Donald  P.  Megison,  M.D.,  Chattanooga 
Larry  D.  Schuster,  M.D.,  Chattanooga 
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CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WES  I TENNESSEE 

Charles  B.  Anderson,  M.D.,  Jiickson 
Jay  A.  Boyer,  M.D.,  Jackson 
Frank  E.  Jordan,  M.D.,  Humboldt 
William  D.  Fermenter,  M.D.,  Jackson 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Mark  D.  Anderson,  M.D.,  Knoxville 
Lloyd  Cleveland  Davis,  M.D.,  Knoxville 
Fairiek  M.  Dooley,  M.D.,  Knoxville 
Herbert  J.  Glatt,  M.D.,  Knoxville 
David  J.  Harris,  Jr.,  M.D.,  Knoxville 
James  F.  Shanks,  Jr.,  M.D.,  Knoxville 
Douglas  L.  Shepard,  M.D.,  Knoxville 
Robert  G.  Valentine,  M.D.,  Knoxville 

LAWRENCE  COUNTY  MEDICAL  SOCIETY 

Leon  E.  Everett,  M.D.,  Lawrenceburg 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Dwayne  D.  Findley,  M.D.,  Memphis 
John  W.  Fowler,  Jr.,  M.D.,  Memphis 
Carl  George  Landsee,  M.D.,  Millington 
Curtis  Sauer,  M.D.,  Cordova 

(Students) 

William  Brad  Adkins,  Memphis 
Anita  Airee,  Memphis 
James  Mark  Alston,  Memphis 
Steven  C.  Anagnost,  Memphis 
Joe  Allen  Appleton,  Memphis 
Trevor  Levere  Bailey,  Memphis 
Anne  Marie  Basarrate,  Memphis 
Dainai  Schi  Baugh,  Memphis 
Susan  Bayat-Mokhtari,  Memphis 
Amy  Elizabeth  Bentley,  Memphis 
Dennis  Allen  Betts,  Memphis 
Roy  Cox  Broady,  Memphis 
Kirk  W.  Brody,  Memphis 
William  Raymond  Brown,  Memphis 
Jonathan  Hill  Burdette,  Memphis 
Pamela  Marcena  Burton,  Memphis 
Eric  F.  Calfee,  Memphis 
Mary  Elizabeth  Canale,  Memphis 
Oliver  E.  Carlota,  Memphis 
Jessie  M.  Cockrell,  Memphis 
Barry  Dewayne  Crabtree,  Memphis 
Jim  C.  Craig,  Memphis 
Glenn  D.  Crater,  Memphis 
Gregory  Leroy  Darville,  Memphis 
Wilbur  Scott  Davis,  Memphis 
Angelo  DiFelice,  Memphis 
Timothy  Donovan,  Memphis 
William  D.  Edmondson,  Memphis 
Sanam  Emami,  Memphis 
Walter  Frizzell  Fletcher,  Memphis 
John  Leslie  Frattarelli,  Memphis 
Colleen  Desch  Friddell,  Bartlett 
Christopher  E.  Gafford,  Memphis 
Cynthia  D.  Gardner,  Memphis 
Barbara  E.  Geater,  Memphis 
Kelvin  W.  Gorrell,  Memphis 
William  Mansfield  Gramig,  Memphis 
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Bruce  Frank  Gray,  Memphis 
Jack  Ewell  Greer,  Memphis 
David  Alvin  Gubin,  Memphis 
Ara  James  Hanissian,  Memphis 
Charles  C.  Hanson,  Memphis 
Denise  M.  Hefner,  Memphis 
Bradley  K.  Heim,  Memphis 
Melanie  Henry,  Memphis 
Terri  H.  Henson,  Memphis 
Marybeth  Higgins,  Germantown 
Melanie  Carol  Hill,  Memphis 
Mark  Sidney  Hinson,  Memphis 
Larry  W.  Houk,  Memphis 
Mary  Denise  Hughes,  Memphis 
Joseph  S.  Hunter,  Memphis 
Mary  Dulaney  Hurley,  Memphis 
Carol  Jane  Iddins,  Memphis 
Bruce  E.  January,  Memphis 
Thomas  Lee  Jernigan,  Memphis 
Bradley  K.  Jones,  Memphis 
Ian  David  Jones,  Memphis 
Ehud  Ron  Kamin,  Memphis 
Laverne  R.  Keizer,  Memphis 
Jeffrey  C.  Kirschman,  Memphis 
Charles  W.  Knight,  Memphis 
Christopher  S.  LaFont,  Memphis 
Karen  A.  Ladnier,  Memphis 
Lori  Ann  Lee,  Memphis 
Eric  James  Littleton,  Memphis 
Lora  Ann  Lofties,  Memphis 
Faryab  Lohrasbi,  Memphis 
Sanjiv  Manajan,  Memphis 
James  M.  Mangrum,  Memphis 
Elizabeth  K.  Mann,  Memphis 
Gregory  A.  Mantooth,  Memphis 
Heidi  Lynn  Marks,  Memphis 
James  T.  McGlown,  Memphis 
Nellie  Smith  Mestemacher,  Memphis 
Marvin  Tyrone  Miller,  Memphis 
Vernon  Arthur  Miller,  Memphis 
Todd  Seth  Motley,  Memphis 
Christopher  Noel  Mullin,  Memphis 
Janak  Harshad  Naik,  Memphis 
Thelinh  Q.  Nguyen,  Memphis 
Trang  Uyen  Nguyen,  Memphis 
Sarah  E.  Noe,  Memphis 
Shands  W.  Orman,  Memphis 
Nancy  Jo  Pahle,  Memphis 
Said  P.  Parikh,  Memphis 
Donald  W.  Parker,  Memphis 
Joseph  A.  Pay  ant,  Memphis 
Robert  A.  Peterson,  Memphis 
David  L.  Phillips,  Memphis 
Douglas  R.  Phillips,  Memphis 
Lisa  E.  Phillips,  Memphis 
Karen  Jane  Puckett,  Memphis 
Kim  M.  Rice,  Memphis 
Shall  M.  Ricker,  Memphis 
Sidney  C.  Roberts,  III,  Memphis 
John  D.  Rowe,  Memphis 
Ronnie  Sabbah,  Cordova 
Jorge  Salazar,  Memphis 
Brian  C.  Schafer,  Cordova 
Monson  Shuh,  Memphis 
Steven  P.  Simmons,  Memphis 
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Joseph  C.  Smiddy,  Memphis 
Eric  L.  Smith,  Memphis 
Erik  Strelnieks,  Memphis 
Todd  A.  Teague,  Memphis 
Gilbert  M.  Thayer,  Memphis 
Carolyn  G.  Thompson,  Memphis 
Tammy  R.  Troutman,  Memphis 
Rebecca  A.  Walker,  Memphis 
Alan  Wallstedt,  Memphis 
Katherine  A.  Webber,  Memphis 
Glenn  T.  Wheaton,  Memphis 
Laurie  C.  Wheeler,  Memphis 
Toni  M.  Whitaker,  Memphis 
Felisia  L.  Williams,  Memphis 
Stephen  E.  Winston,  Memphis 

NASHVILLE  ACADEMY  OF  MEDICINE 

Donald  McLain  Blanton,  M.D.,  Nashville 
David  Edwin  Hill,  M.D.,  Nashville 
Robert  Allen  Jack,  M.D.,  Nashville 
Lifford  Lee  Lancaster,  M.D.,  Madison 

PUTNAM  COUNTY  MEDICAL  SOCIETY 

George  L.  Ivey,  M.D.,  Cookeville 

ROANE-ANDERSON  COUNTY 
MEDICAL  SOCIETY 

Louis  Montanaro,  M.D.,  Oak  Ridge 

RUTHERFORD  COUNTY/STONES  RIVER 
ACADEMY  OF  MEDICINE 

George  T.  Proctor,  M.D.,  Smyrna 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

John  E.  Hutchison,  Jr.,  M.D.,  Bristol 
Fredric  Ronald  Mishkin,  M.D.,  Kingsport 

WASHINGTON-UNICOI-JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

Tony  Katras,  M.D.,  Johnson  City 

WHITE  COUNTY  MEDICAL  SOCIETY 

Robert  F.  Baker,  Jr.,  M.D.,  Sparta 

WILLIAMSON  COUNTY  MEDICAL  SOCIETY 

W.  Gregory  Cook,  M.D.,  Franklin 


pcf/oiMil  fieui/ 


Kimberly  T.  Breeden,  M.D.,  Athens,  has  been  certi- 
fied as  a Diplomate  of  the  American  Board  of  Pedi- 
atrics. 

Avron  A.  Slutsky,  M.D.,  Memphis,  has  been  elected 
a Fellow  of  the  American  College  of  Physicians. 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

The  following  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during 
January  1990.  This  list,  supplied  by  the  AMA, 
does  not  include  members  who  reside  in  other 
states. 

Physicians  can  receive  the  PRA  certificate 
valid  for  one,  two,  or  three  years.  For  the  one- 
year  award,  physicians  report  50  hours  of  con- 
tinuing medical  education,  including  20  hours  of 
Category  1;  for  the  two-year  award,  physicians 
report  100  hours  of  CME,  including  40  hours  of 
Category  1;  for  the  three-year  award,  physicians 
report  150  hours  of  CME,  60  of  which  are  Cat- 
egory 1. 


Ira  L.  Arnold,  M.D.,  Chattanooga 
Jane  W.  Brown,  M.D.,  Jackson 
Joe  L.  Brown,  II,  M.D.,  Jackson 
John  D.  Crawford,  M.D.,  Collierville 
James  D.  Crutchfield,  M.D.,  LaFollette 
Elijah  M.  Dudney,  M.D.,  Gainesboro 
Thomas  R.  Duncan,  M.D.,  Columbia 
Lisa  F.  A.  Fara,  M.D.,  Memphis 
Murray  G.  Honick,  M.D.,  Dyersburg 
Jeffrey  L.  Hymes,  M.D.,  Nashville 
John  W.  Lamb,  M.D.,  Nashville 
Vichien  Lorch,  M.D.,  Knoxville 
Herbert  T.  McCall,  M.D.,  Madison 
David  H.  McConnell,  M.D.,  Newport 
Alexander  C.  McLeod,  M.D.,  Nashville 
James  B.  Millis,  M.D.,  Nashville 
Charles  S.  Mitchell,  M.D.,  Oak  Ridge 
Richard  P.  Ownbey,  M.D.,  Nashville 
Arthur  K.  Patterson,  M.D.,  Nashville 
Stewart  N.  Perlman,  M.D.,  Nashville 
Vito  K.  Rocco,  M.D.,  Nashville 
Howard  H.  Rosenblum,  M.D.,  Nashville 
R.  Gary  Samples,  M.D.,  Cookeville 
Allen  L.  Schlamp,  M.D.,  Jackson 
Abram  C.  Shmerling,  M.D.,  Nashville 
Mary  E.  T.  Stroud,  M.D.,  Chattanooga 
Harry  L.  Stuber,  M.D.,  Cookeville 
Nat  H.  Swann,  Jr.,  M.D.,  Chattanooga 
James  R.  VanArsdall,  M.D.,  Sevierville 
Argil  J.  Wheelock,  M.D.,  Chattanooga 
Lester  F.  Williams,  M.D.,  Nashville 
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CALENDAR  OF  MEETINGS 

NATIONAL 


May  1-2 
May  1-5 


May  2-4 
May  2-6 
May  3-5 
May  3-10 

May  4-6 
May  4-7 
May  4-7 
May  6-10 
May  7-1 1 
May  9-13 
May  10-13 
May  10-13 

May  10-13 
May  12-16 
May  12-18 
May  13-17 
May  13-18 
May  13-18 
May  13-18 
May  16-19 

May  17-20 

May  18-24 

May  20-22 

May  20-23 
May  20-23 

May  20-24 
May  22-25 


American  Broncho-Esophagological  Asso- 
ciation— Breakers,  Palm  Beach,  Fla. 
American  Group  Practice  Association — 
Hyatt  Regency  Capitol  Hill,  Washington, 
DC. 

Society  of  General  Internal  Medicine — 
Gateway  Marriott,  Arlington,  Va. 

American  Society  of  Head  and  Neck  Ra- 
diology— Hilton  International,  New  Orleans 
American  Cancer  Society — Fairmont  Hotel, 
San  Francisco 

Association  for  the  Advancement  of  Medi- 
cal Instrumentation — Marriott,  Anaheim, 
Calif. 

International  College  of  Surgeons — United 
States  Section — Hilton,  San  Antonio,  Tex. 
American  Federation  for  Clinical  Re- 
search— Sheraton,  Washington,  D.C. 
Association  of  American  Physicians — Sher- 
aton, Washington,  D.C. 

American  Trauma  Society — Washington, 
DC. 

Ambulatory  Pediatric  Association — Hilton, 
Anaheim,  Calif. 

American  Psychoanalytic  Association — 

Waldorf  Astoria,  New  York 

American  Academy  of  Psychoanalysis — 

Halloran  House,  New  York 

American  Association  for  the  History  of 

Medicine — Sheraton  Inner  Harbor  Hotel, 

Baltimore 

American  Society  for  Adolescent  Psychia- 
try— New  York 

Ameriean  Gastroenterological  Associa- 
tion— Convention  Center,  San  Antonio,  Tex. 
American  Society  for  Gastrointestinal  En- 
doscopy— San  Antonio,  Tex. 

Aerospace  Medical  Association — Marriott, 
New  Orleans 

American  Cleft  Palate-Craniofacial  Associ- 
ation— Adam’s  Mark,  St.  Louis 
American  Roentgen  Ray  Society — Shera- 
ton, Washington,  D.C. 

American  Society  for  Microbiology — Con- 
vention Center,  Anaheim,  Calif. 

American  College  of  Physician  Execu- 
tives— Marriott  Rivercenter,  San  Antonio, 
Tex. 

American  Geriatrics  Society  and  the  Amer- 
ican Federation  for  Aging  Research — Mar- 
riott Marquis,  Atlanta 
Medical  Library  Association — Westin  Ren- 
aissance, Detroit 

American  Society  of  Clinical  Oncology — 
Grant  Hyatt  Hotel,  Washington,  D.C. 
American  Thoracic  Society — Boston 
Society  of  Neurological  Surgeons — Ann  Ar- 
bor, Mich. 

American  Lung  Association — Boston 
American  College  of  Sports  Medicine — Salt 
Palaee  Convention  Center,  Salt  Lake  City 


May  27-31 
May  29-June  2 
June  3-7 
June  6-10 
June  6-10 

June  12-15 
June  14-17 
June  22-24 

June  22-24 

June  22-24 

June  27-30 
June  27-July  1 

June  20-22 


Ameriean  Association  of  Mental  Retarda- 
tion— Hilton,  Atlanta 

American  College  Health  Association — 
Marriott  Rivercenter,  San  Antonio,  Tex. 
American  Association  of  Immunologists — 
Hilton,  New  Orleans 

Ameriean  College  of  Cryosurgery — Fair- 
mont, New  Orleans 

Southern  Orthopaedic  Association,  7th  An- 
nual Meeting — Hyatt  Regency  Hotel,  Maui, 
Hawaii 

American  Cancer  Soeiety — J.  W.  Marriott, 
Washington,  D.C. 

American  Association  of  Neuropatholo- 
gists— Meridien,  San  Francisco 
American  Association  for  the  Study  of 
Headache — Century  Plaza  Hotel,  Los  An- 
geles 

American  College  of  International  Physi- 
cians— Key  Bridge  Marriott,  Washington, 
D.C. 

Virginia  Society  of  Ophthalmology,  Annual 
Meeting — Omni  International  Hotel,  Nor- 
folk, Va. 

American  Academy  of  Child  and  Adoles- 
cent Psychiatry — Westin,  Boston 
Ameriean  Sleep  Disorders  Assoeiation — 
Hyatt  Regency,  Minneapolis,  Minn. 

STATE 

Upper  Cumberland  Medical  Society — Fall 
Creek  Falls  Resort  Inn,  Pikeville 


NORTH  AMERICAN 
TRANSPLANT 
COORDINATORS 
ORGANIZATION 

Announces  An 
ORGAN  DONATION 
Information  and  Referral 
HOTLINE 

for  Physicians  and 
Health  Care  Professionals 

DIAL  800/24-DONOR 
Day  or  Night 

To  refer  a potential 
postmortem  organ  donor 
or  to  secure  information 
concerning  donation 
and  procurement  of  organs 
for  transplantation — 
or  call  your  regional 
organ  procurement  program 
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Highlights  of  the  TMA  Board  of  Trustees  Meeting 


January  13-14,  1990 

The  following  is  a summary  of  the  major  actions  taken  by  the  Board  of  Trustees  of  the  Tennessee  Medical 
Association  at  its  regular  first  quarter  meeting  in  Nashville,  January  13-14,  1990. 


THE  BOARD; 

Headquarters  Building  Update  Appointed  the  current  Executive  Committee  to  serve  as  the  Building  Committee. 

Board  Recommendation  Re:  Agreed  to  present  a resolution  to  the  House  of  Delegates  calling  for  a 1991 

1991  Dues  Increase  annual  dues  increase  of  $100  per  member  for  five  years,  after  which  the  dues 

structure  wall  be  reexamined. 


CARE  Program  Update 


Nominating  Committee 
Appointments 


Interprofessional  Liaison 
Committee 

Distinguished  Service  Award 


Community  Service  Award 


Review  of  1983  Resolutions 


Appointment  of  Standing  and 
Special  Committees  and  Boards 


Approved  the  public  relations  firm  of  Dye,  Van  Mol  & Lawrence  of  Nashville 
to  assist  with  the  CARE  Program. 

Appointed  the  following  nominating  committee  representing  each  grand  divi- 
sion: East  Tennessee — Drs.  Nat  E.  Hyder,  Jr.,  Johnson  City;  Robert  N.  Mont- 
gomery, Knoxville;  Peter  S.  Soteres,  Chattanooga.  Middle  Tennessee — Drs. 
William  B.  Harwell,  Jr.,  Nashville;  Will  G.  Quarles,  Jr.,  Livingston;  William 
J.  Pedigo,  Clarksville.  West  Tennessee — Drs.  Charles  W.  White,  Lexington;  J. 
Chris  Fleming,  Memphis;  Warren  A.  Alexander,  Covington. 

Accepted  the  recommendation  of  the  Interprofessional  Liaison  Committee  and 
approved  the  revised  TMA-TBA  Code  of  Cooperation  as  presented. 

Voted  to  award  1990  Distinguished  Service  Awards  to  Drs.  Duane  C.  Budd, 
Johnson  City;  Frederick  W.  Carr,  Knoxville;  Robert  E.  Bowers,  Chattanooga. 

Accepted  the  recommendations  of  the  Communications  and  Public  Service 
Committee  to  award  the  1990  Community  Service  Awards  to  Mrs.  Evelyn 
Blythe,  Martin;  Sen.  Curtis  S.  Person,  Jr.,  Memphis;  Mr.  Mervin  Pregulman, 
Chattanooga. 

Agreed  to  reintroduce  the  following  resolutions  to  the  House  of  Delegates: 
Nos.  2-83  (Medical  Records);  3-83  (Dues  Increase  to  Fund  TMA-SEF);  4-83 
(Impaired  Physician  Program  Funding);  6-83  (Time  of  Submission  of  Resolu- 
tions to  the  TMA  House  of  Delegates);  12-83  (Opposition  to  Prospective  Pay- 
ment for  Physicians’  Services  to  Medicare  Patients  Based  on  Diagnosis  Related 
Groups  [DRGs]).  The  Board  also  voted  to  allow  all  remaining  resolutions 
adopted  in  1983  to  sunset. 

Made  appointments  to  all  standing  and  special  committees,  TMA-SEF  Board, 
Tennessee  Medical  Foundation  Board,  and  IMPACT  Board  of  Directors. 


Impaired  Physician  Committee 

Resident  Members 
Board  of  Medical  Examiners 
Physician  Recruitment  Fair 

Appointment  of  Legal  Counsel 
and  Auditor 


Received  a report  from  the  Impaired  Physician  Committee,  noting  that  the 
loan  fund  solicitation  conducted  last  fall  has  produced  approximately  $30,000, 
the  largest  amount  ever  contributed  through  a membership  solicitation. 

Voted  to  offer  a resolution  re:  Resident  Membership,  calling  for  county  soci- 
eties and  TMA  to  develop  a campaign  to  recruit  resident  physician  members. 

Voted  to  meet  with  Commissioner  of  Health  J.  W.  Luna  to  outline  concerns 
regarding  funding  and  staffing  of  the  Board  of  Medical  Examiners. 

Voted  to  cosponsor,  along  with  the  Department  of  Health  and  Environment’s 
Division  of  Health  Access,  its  first  Physician  Recruitment  Fair,  to  be  held 
Sept.  20-21,  1990  in  Nashville. 

Reappointed  Mr.  Charles  L.  Cornelius,  Jr.,  as  TMA  legal  counsel,  and  Mr. 
Bob  Bellenfant,  CPA,  as  TMA  auditor  for  1990.  /~ 
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BEAN 
AIR  FORCE 
PHYSICIAN. 


Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 


USAF  Health  Professions 
(615)  889-0732 
Station-To-Station  Collect 


jovmolof  Hw 
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OWNED  AND  PUBUSHED  BY  THE  ASSOCIATION 

AAAY,  1990 
VOL.  83,  NO.  5 


Nonneoplastic  P araganglionic  Tissue 

In  the  Gallbladder  Wall 


EDWARD  C.  MCDONALD,  M.D. 


Introduction 

In  the  recent  Armed  Forces  Institute  of  Pa- 
thology fascicle  on  Tumors  of  the  Gallbladder  by 
Albores-Saavedra  and  Henson,'  paragangliomas 
are  described  as  one  of  the  most  unusual  primary 
tumors  to  occur  in  that  organ.  They  cite  only  two 
reported  cases  of  primary  paraganglioma  of  the 
gallbladder,  and  also  described  a case  of  para- 
ganglioma involving  the  right  and  left  hepatic 
ducts.  The  paraganglioma  of  hepatic  duct  origin 
apparently  arose  from  aggregates  of  paragan- 
glion  cells  in  the  hilum  of  the  liver.  The  occur- 
rence of  paraganglia  in  the  hepatic  hilum  was 
documented  by  Goormaghtigh^  in  the  adult 
mouse,  and  explains  paragangliomas  arising  in 
this  location.  Several  papers  have  discussed  the 
probable  histogenesis  of  these  rare  neoplasms  of 
neural  crest  origin. 

Case  Report 

The  patient,  an  81-year-old  woman,  was  admitted  to  the 
hospital  for  repair  of  ventral  hernia,  exploratory  laparotomy, 
and  cholecystectomy  for  symptomatic  cholelithiasis.  An  un- 
complicated cholecystectomy  was  performed.  Cultures  from 
the  gallbladder  were  negative.  The  patient  did  well  postop- 
eratively  and  was  discharged  on  the  eighth  postoperative  day. 


Routine  sections  of  the  gallbladder  wall  disclosed  a cir- 
cumscribed aggregate  of  paraganglionic  tissue  associated  with 
nerve  bundles  and  fine  vascular  structures.  The  paraganglion 
(which  measured  approximately  2 mm)  was  an  incidental 
finding  on  section.  The  paraganglion  was  located  in  the  sub- 
serosa and  showed  the  typical  “Zellballen"  configuration  of 
nests  of  cells  circumscribed  by  delicate,  well-vascularized  sep- 
ta, which  were  accentuated  on  reticulin  stains.  The  cells  were 
polygonal  and  had  strongly  argyrophilic  granular  cytoplasm 
by  the  Churukian  stain  (Fig.  1). 

Discussion 

Miller, 3 in  his  discussion  of  a paraganglioma 
of  the  gallbladder,  suggests  that  the  tumor  had 


From  the  Department  of  Pathology,  St.  Thomas  Hospital, 
Nashville. 

Reprint  requests  to  Department  of  Pathology,  St.  Thomas  Hos- 
pital, P.O.  Box  380,  Nashville,  TN  37202  (Dr.  McDonald). 


Figure  1.  Paraganglionic  tissue  in  the  gallbladder  wall  demonstrating 
vascularized  fibrous  connective  tissue  septa  associated  with  typical 
“Zellballen"  growth  pattern  of  paraganglionic  chief  cells  (hematoxylin- 
eosin,  x250). 
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GALLBLADDER  PARA6ANGLIDNIC  TISSUE/McDonald 

origin  in  ptiraganglionic  tissue  in  the  wall  ot  the 
gallbladder  or  paraganglionic  tissue  present  along 
branches  of  the  celiac  plexus.  The  authors  of  that 
paper  apparently  were  not  aware  of  the  occur- 
ence of  nonneoplastic  paraganglionic  tissue  in  the 
gallbladder  wall.  Several  reports  documenting  the 
presence  of  paraganglia  in  the  normal  gallblad- 
der wall  have  appeared  in  the  medical  literature. 
Kuo  and  associates/  in  a publication  in  1974,  de- 
scribed normal  paraganglionic  tissue  in  the  hu- 
man gallbladder.  Wolfe, in  a letter  to  the  editor 
predating  the  publication  by  Kuo,  described  nor- 
mal paraganglionic  tissue  in  the  wall  of  the  gall- 
bladder in  three  cases  seen  in  the  laboratory  of 
surgical  pathology  at  Columbia  University.  Sub- 
sequently Fine  et  aF  described  paraganglionic  tis- 
sue in  eight  of  nine  subserially  sectioned  gall- 
bladders. 

We  recently  had  the  opportunity  to  study  a 
gallbladder  removed  from  the  84-year-old  wom- 


an described  here.  She  had  a cholecystectomy  for 
symptomatic  cholecystitis  associated  with  chole- 
lithiasis and  a ventral  hernia.  This  case  further 
documents  the  existence  of  benign  paraganglion- 
ic tissue  in  the  normal  human  gallbladder  wall. 
The  small  size  of  the  structure  and  paucity  of 
paraganglionic  tissue  in  the  gallbladder  explains 
the  difficulty  in  finding  it  on  routine  sectioning. 
The  origin  of  paragangliomas  in  the  gallbladder 
is  explained  by  the  normal  presence  of  paragan- 
glionic tissue  in  the  subserosa,  the  usual  location 
of  gallbladder  paragangliomas.  r ^ 
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Primary  Adenocarcinoma  of  the 
Vagina  Apparently  Originating 

From  Cloacal  Remnant 


NIRMALA  B.  UPADHYAYA,  M.D.,  M.P.H.;  PLEAS  R.  COPAS,  M.D.;  PAUL  B.  GOOGE,  M.D.; 

THOMAS  W.  MCDONALD,  M.D.;  and  D.  DOUGLAS  WILSON,  M.D. 


Introduction 

Adenocarcinoma  of  the  vagina  is  rare;  it  may 
be  primary,  but  is  mostly  secondary  in  origin.  It 
may  arise  from  epithelium  of  the  vagina  or  Bar- 
tholin’s glands.  Adenocarcinoma  of  the  cervix  and 
endocervix  may  locally  invade  the  vagina,  and 
metastatic  adenocarcinoma  from  more  distant 
sites  such  as  the  urethra,  bladder,  endometrium, 
ovary,  and  rectum  may  involve  the  vagina.  Pri- 
mary vaginal  tumors  may  arise  in  metaplastic  va- 
ginal mucosa.  Rarely  they  arise  from  misplaced 
cloacal  tissue.  We  describe  a patient  with  prima- 
ry mucinous  adenocarcinoma  of  the  vagina  pos- 
sibly originating  in  misplaced  cloacal  remnants. 

Case  Report 

An  86-year-old  woman  was  referred  to  the  University  of 
Tennessee  Medical  Center  at  Knoxville  for  an  ulcerated  le- 
sion in  the  vagina.  The  patient  had  a tw'o-week  history  of 
hematuria  begining  in  April,  1989,  when  cystoscopy  revealed 
transitional  cell  carcinoma,  papillary  type,  low  grade  and 
noninvasive.  While  doing  the  cystoscopy,  the  urologist  no- 
ticed the  ulcerated  vaginal  lesion  and  took  a biopsy  that  re- 
vealed an  adenocarcinoma.  The  patient  was  generally  fit  for 
her  age  but  was  suffering  from  Alzheimer  type  symptoms, 
with  poor  memory  for  past  and  current  events  and  occasional 
disorientation.  In  1960  she  had  a TAH'BSO  and  anterior  va- 
ginal wall  repair  for  menometrorrhagia  and  cystocele.  A be- 
nign breast  lump  had  been  removed  30  years  before. 

The  gynecologic  examination  revealed  a grade  2 cysto- 
cele, atrophic  vaginal  mucosa,  and  an  ulcerated  2-cm  vaginal 
lesion  near  the  fourchette;  the  inguinal  areas  were  normal. 
Examination  under  anesthesia  revealed  a freely  movable  le- 
sion on  the  posterior  distal  third  of  the  vagina  just  adjacent 
to  the  introitus  and  perineal  body,  with  lateral  submucosal 
extension  towards  both  ischiopubic  rami  and  no  rectal  exten- 


From  the  Department  of  Obstetrics  and  Gynecology  (Drs.  Up- 
adhyaya,  Copas,  and  McDonald)  and  Pathology  (Drs.  Googe  and 
Wilson),  University  of  Tennessee  Medical  Center  at  Knoxville. 

Reprint  requests  to  Department  of  Obstetrics  and  Gynecology, 
UT  Medical  Center,  1924  Alcoa  Hwy.,  Knoxville,  TN  37920  (Dr. 
Copas). 


sion.  Laboratory  evaluation  revealed  a normal  hemogram, 
urinalysis,  and  blood  chemistries.  A chest  x-ray,  CT  scan  of 
the  entire  abdomen  and  pelvis,  upper  GI  barium  study,  and 
colonoscopy  revealed  no  spread  of  this  tumor,  and  no  pri- 
mary site.  The  tumor  w'as  staged  FIGO  stage  II  adenocarci- 
noma of  the  vagina,  for  w'hich  it  w'as  decided  to  perform  a 
wide  local  excision  of  the  mass  attempting  to  obtain  a 3-cm 
margin  in  all  directions.  This  w^as  completed  without  incident, 
and  the  patient  returned  for  postoperative  check  with  pri- 
mary healing  of  the  incision.  The  next  consideration  for  her 
is  local  and  regional  radiation  therapy. 

Pathology 

Histologic  examination  of  the  vaginal  biopsy 
(Figs.  1 and  2)  and  excision  (Fig.  3)  showed  a 
surface  tubulovillous  glandular  proliferation  and 
an  invasive  glandular,  mucinous  tumor.  The 
stratified  tall  columnar  mucinous  epithelium  with 
goblet  cells  demonstrated  nuclear  hyperchroma- 
sia  and  numerous  mitotic  figures  (Figs.  1 and  2). 
An  argentaffin  stain  was  negative.  No  benign 
gastrointestinal  type  epithelium,  areas  of  benign 
metaplastic  epithelium,  endometriosis,  or  endo- 
salpingiosis  were  identified.  The  mucinous  ade- 
nocarcinoma was  invasive  into  the  submucosa 
(Fig.  3),  as  suspected  from  the  clinical  examina- 
tion, and  the  tumor-free  margin  was  less  than 
1 cm  superior  to  the  anal  canal. 

Discussion 

Primary  vaginal  cancers  account  for  less  than 
2%  of  all  gynecologic  malignancies^;  most  are 
squamous  cell  origin.  Primary  vaginal  mela- 
noma, sarcoma,  and  adenocarcinoma  is  rarely 
described. 2 The  initial  report  of  Herbst  and  Scul- 
ly in  1970  of  clear  cell  adenocarcinoma  of  the  va- 
gina in  young  women  associated  with  intrauter- 
ine exposure  to  diethylstilbestrol  ushered  in  a new 
era. 3-^  The  registry  has  now  accessioned  over  500 
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Figure  1.  The  biopsy  specimen  shows  a tubulovillous  proliferation  on 
the  surface  of  the  vaginal  epithelium  with  gland-like  structures  ex- 
tending into  the  submucosa  (hematoxylin-eosin,  x 40). 


Figure  2.  Complex  glandular  elements  in  the  submucosa  of  the  bi- 
opsy specimen  contain  stratified  columnar  cells  with  hyperchromatic 
nuclei,  mucin,  and  numerous  mitotic  figures.  The  histology  resembles 
colonic  adenocarcinoma  (hematoxylin-eosin,  x 200). 


Figure  3.  The  resection  specimen  contained  invasive  adenocarci- 
noma with  intracytoplasmic  mucin  (hematoxylin-eosin,  x 400). 
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cases  of  this  rare  tumor  worldwide,  and  has  cal- 
culated the  risk  for  clear  cell  adenocarcinoma  in 
women  exposed  in  utero  to  DES  to  be  0.14  to 
1.4  per  1,000. 

Our  patient  was  born  before  DES  was  first  pre- 
scribed for  pregnancy  maintenance,  and  did  not 
have  a clear  cell  adenocarcinoma.  Primary  vaginal 
adenocarcinoma  is  much  less  common  than  squa- 
mous cell  carcinoma  but  may  occur  at  any  age.^ 
Primary  vaginal  adenocarcinoma  has  been  de- 
scribed in  premenopausal  and  postmenopausal 
women  without  history  of  intrauterine  DES  expo- 
sure or  vaginal  adenosis.  They  usually  arise  on  the 
anterior  wall  of  the  lower  third  of  the  vagina  in 
close  proximity  of  the  urethra.  During  embry- 
onic development,  the  cloaca  develops  into  the  an- 
orectal canal  and  the  urogenital  sinus.  The  urogen- 
ital sinus  develops  superiorly  as  bladder  epithelium, 
urethra  and  urethral  glands;  the  inferior  part  of 
urogenital  sinus  develops  into  the  vestibule  of  va- 

gina.6(p66) 

Vaginal  adenocarcinoma  in  situ  was  reported 
by  Clement  and  Benedet  in  a patient  previously 
treated  with  hysterectomy  for  cervical  in-situ  car- 
cinoma of  squamous  and  glandular  components.^ 
Fukushima  et  aP  described  a mixed  interstitial 
adenocarcinoma  of  the  vagina,  characterized  his- 
tologically by  pseudostratified  columnar  cells  with 
mucus  secretion.  Small  undifferentiated  cells  with 
argyrophil  and  argentaffin-positive  granules  were 
noticed  beneath  the  columnar  cells.  Primary  ad- 
enocarcinoma near  the  fossa  mandibularis  region 
may  arise  from  Bartholin’s  glands,  sweat  glands, 
Gartner’s  duct  remnants,  aberrant  breast  tissue, 
endometriosis,  and  misplaced  cloacal  remnants,*^ 
or  from  foci  of  gastrointestinal  metaplasia. 

Since  a detailed  metastatic  investigation  failed 
to  reveal  a primary  origin  for  the  adenocarci- 
noma, and  histologically  there  was  no  resem- 
blance to  Bartholin’s  gland,  sweat  gland,  endo- 
metriosis, or  transitional  epithelial  carcinomas,  we 
postulate  that  in  our  patient  the  vaginal  tumor 
most  probably  had  its  origin  in  misplaced  embry- 
onic cloacagenic  remnants  in  the  rectovaginal 
septum. 

Management  of  these  tumors  in  the  distal  va- 
gina is  similar  to  that  for  vulvar  cancer  because 
they  share  lymphatic  metastatic  pathways.  There 
has  been  much  individualization  in  treatment, 
which  is  not  surprising  considering  the  rarity  of 
these  lesions  and  the  variability  of  the  age  and 
medical  condition  of  the  patients.  In  one  series 
of  114  patients  with  squamous  cell  carcinoma  of 
the  vagina  (series  not  limited  to  distal  vagina), 
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seven  were  treated  with  surgery  alone,  18  had  a 
combination  of  surgery  and  irradiation  therapy, 
and  the  remaining  89  were  treated  with  radiation 
therapy  alone. In  other  smaller  series  radical 
surgery  with  total  or  posterior  exenteration,  vul- 
vectomy, and  bilateral  inguinal  lymphadenec- 
tomy  have  successfully  eradicated  lesions  in  this 
area.i^  '3  The  majority  of  patients  have  been 
treated  by  irradiation  alone  or  combined  with  a 
local  excision  that  preserved  the  bladder  and  rec- 
tum. The  decision  to  do  a wide  local  excision  in 
this  woman  was  based  on  discussion  with  her  and 
her  family  considering  her  age  and  the  desire  to 
preserve  her  rectum.  Though  the  follow-up  time 
is  short  at  present,  it  is  hoped  that  this  more  con- 
servative surgical  approach,  with  the  addition  of 
radiation  therapy  to  the  healed  excision  site  and 
the  regional  nodes,  may  effect  a cure.  r ^ 
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Condyloma  Acuminata  in  Men: 
The  Role  of  the  Urologist 


L.  DEAN  KNOLL,  M.D.;  WILLIAM  L FURLOW,  M.D.;  and 

RALPH  C.  BENSON,  JR.,  M.D. 


Introduction 

Certain  subtypes  of  the  human  papilloma  vi- 
rus (HPV)  infection  are  known  to  cause  genital 
warts  or  condyloma  acuminata.  This  infectious 
process  has  been  known  and  described  through- 
out history  as  far  back  as  the  ancient  Greeks,  and 
comes  from  the  Greek  word  “condos”  which 
means  “knuckle.”  Much  attention  has  been  fo- 
cused in  recent  years  on  anogenital  HPV  infec- 
tions, and  data  from  the  Centers  for  Disease 
Control  (CDC)  show  that  there  was  a 500%  in- 
crease in  the  incidence  of  condyloma  acuminata 
from  1966  until  1981  in  the  United  States. In 
the  last  10  years,  genital  HPV  infection  has  be- 
come epidemic,  and  is  more  common  than  geni- 
tal herpes  infection. ^ It  is  estimated  today  that 
urologists  see  11%  of  the  male  and  3%  of  female 
patients  with  this  diagnosis.^ 

It  has  been  shown  that  there  is  an  enormous 
variation  in  the  clinical  course  and  the  oncogenic 
potential  of  the  infections  produced  by  HPV. 
Numerous  reports  in  recent  gynecologic  litera- 
ture note  an  association  between  cervical  cancer 
and  HPV,  with  some  deoxyribonucleic  acid 
(DNA)  hybrinization  studies  demonstrating  hu- 
man papilloma  virus  DNA  sequences  in  up  to 
80%  of  the  tumors  analyzed. While  more  than 
34  subtypes  of  HPV  have  been  identified,  Giss- 
mann  et  aP  have  shown  only  types  16,  18  and  31 
appear  to  be  associated  with  cervical  dysplasia 
and  neoplasia. 

While  the  nature  of  genital  HPV  infection  in 
women  is  well  documented,  relatively  little  infor- 
mation has  been  published  on  the  disease  in  men, 
particularly  in  regard  to  the  incidence  and  signif- 
icance of  subclinical  infection.  Due  to  the  seri- 
ousness of  this  problem,  it  is  imperative  that  the 
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male  patient  be  seen  in  urological  consultation  to 
detect  and  ablate  all  warty  lesions,  including  those 
associated  with  subclinical  infection.  Our  aim  in 
this  report  is  to  present  our  diagnostic  schema, 
including  the  role  of  office  urethroscopy,  and 
outline  the  therapeutic  management  of  this  enti- 
ty at  our  center. 

Materials  and  Methods 

From  September  of  1988  until  June  of  1989, 
135  male  contacts  of  women  with  known  HPV 
infection  were  seen  at  our  center.  These  patients 
ranged  in  age  from  18  to  65  years  old,  with  a 
mean  age  of  33. 

While  a medical  and  urological  history  was 
taken,  all  patients  were  questioned  about  any 
voiding  dysfunction  or  the  presence  of  lesions 
over  the  external  genitalia.  All  received  physical 
examination  of  the  penis  and  scrotum,  and  the 
perineal  and  perianal  areas  to  identify  gross  le- 
sions. These  areas  were  also  reexamined  with 
magnification  (x5)  after  5%  acetic  acid  gel 
staining.  Urinalysis  was  also  performed  on  all  pa- 
tients. Urethroscopy  was  performed  under  local 
anesthesia  using  2%  lidocaine  jelly  examining  the 
anterior  urethra  from  the  meatus  to  the  external 
sphincter.  Tissue  biopsies  were  taken  on  our  first 
10  patients  for  DNA  hybrinization  studies  to 
identify  the  particular  subtype  of  the  virus. 

Small  gross  lesions  or  small  subclinical  areas 
over  the  external  genitalia  were  treated  with  top- 
ical 90%  trichloracetic  acid  via  a cotton  tip  ap- 
plicator or  a YAG  laser.  Larger  lesions  were 
treated  in  our  office  with  a YAG  laser  using  1% 
lidocaine  as  a local  anesthetic.  Urethral  lesions 
were  also  managed  in  our  office  with  the  YAG 
laser.  A laser  fiber  was  passed  down  the  sheath 
of  a 21  French  cystoscope  under  direct  vision 
after  the  anterior  urethra  was  anesthetized  with 
2%  lidocaine  jelly.  The  laser  power  setting  was 
10  watts. 
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Figure  1.  Incidence  of  condyloma. 


Figure  2.  Incidence  of  the  type  of  condylomatous  disease. 


Results 

Of  the  135  patients,  72  (53%)  were  diagnosed 
as  having  condyloma  (Figs.  1 and  2).  Thirty-sev- 
en patients  (51%)  presented  with  macroscopic 
(gross)  condyloma  which  was  either  papillifer- 
ous,  verrucous,  or  small  flat  lesions.  Five  pa- 
tients (7%)  had  evidence  of  gross  and  subclinical 
disease,  while  20  patients  (28%)  had  subclinical 
disease  alone.  Ten  patients  (14%)  had  urethral 
lesions;  six  in  this  subgroup  had  no  evidence  of 
external  disease. 

Treatment  response  for  this  group  was  defined 
as  no  evidence  of  either  exophytic,  subclinical  or 
urethral  disease  on  follow-up  which  ranged  from 
a period  of  two  months  to  six  months  (Table  1). 
Recurrence  or  persistence  was  found  in  14  pa- 
tients who  required  further  treatment  (Table  2). 

Discussion 

It  is  evident  that  to  contain  the  current  epi- 
demic of  genital  HPV  infection  both  the  male  and 
female  partners  must  be  assessed  and  treated. 
HPV  infection  of  the  male  genitalia  is  a common 
clinical  entity  in  association  with  infected  part- 
ners in  up  to  70%  of  cases. These  findings  sug- 
gest a much  higher  rate  of  infection  than  had  been 
previously  thought  which  is  also  evidenced  by  the 
increased  number  of  visits  to  healthcare  profes- 
sionals for  condyloma  treatment. 

Though  the  vast  majority  of  genital  warts  are 
sexually  transmitted  by  inoculation  into  sites  of 
microtrauma.  Sexual  transmission  is  certainly  not 
the  sole  way  in  which  the  disease  is  acquired,  al- 
though little  is  known  about  other  methods  of 
transmission.  Several  studies  are  now  underway.^ 
The  incubation  period  is  usually  three  weeks  to 


eight  months,  although  an  incubation  period  of 
more  than  one  year  has  been  reported. 

Accurate  assessment  of  all  male  patients  is 
mandatory  for  successful  management  of  condy- 
loma. This  becomes  a urological  responsibility. 
Physical  examination  and  staining  with  5%  acetic 
acid  gel  with  enhanced  magnification  is  the  main- 
stay for  diagnosing  external  condyloma,  both 
gross  and  subclinical  disease.  Urethroscopy  is  re- 
quired to  detect  a possible  reservoir  of  disease. 
Fourteen  percent  of  the  patients  in  our  series  had 
urethral  disease  that  required  definitive  manage- 
ment to  rid  a site  of  potential  recurrence  or 
transmission  of  condyloma.  No  HPV  can  be  cul- 
tured by  any  of  the  conventional  methods  uti- 
lized for  most  viral  infections.  There  is  no  evi- 
dence of  HPV  detected  in  semen  or  urine 
samples.'* 

Appropriate  local  treatment  of  the  male  pa- 
tient is  of  major  importance  in  the  control  of 
genital  HPV  infection  and  its  sequelae  in  the  fe- 


TABLE  1 
FOLLOW-UP 


Type  of  Disease 

Result  of 
Follow-up 

Disposition 

Gross  disease 

Negative - 
Positive  + 

Restain  2 months* 
Retreat 

Gross  + subclinical  disease 

Negative  - 
Positive  + 

Restain  2 months* 
Retreat 

Subclinical  disease 

Negative  - 
Positive  + 

Restain  2 months* 
Retreat 

Urethral  disease — Restain 
and  urethroscopy  2 months 

Negative - 
Positive  + 

Restain  2 months* 
Retreat 

*lf  restained  two  times  and  there  is  no  evidence  of  disease,  patient  is  seen  only 
as  needed. 
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male  paticni.  A variety  oi  methods  have  been 
used  for  treatment  of  condyloma  (Table  3).  We 
treat  all  male  patients  with  external  and  urethral 
condyloma  in  our  office.  Patients  with  a single  or 
few  small  lesions  receive  topical  application  of 
90%  trichloracetic  acid  to  the  involved  area(s). 
Patients  with  large  or  multiple  external  lesions  or 
who  have  urethral  condyloma  undergo  YAG  las- 
er therapy  under  local  anesthesia.  This  has  been 


TABLE  2 

RE-TREATMENT  ACCORDING  TO  LOCATION  AND 
TYPE  OF  DISEASE 


Type  of  Disease 

Percent 

Patients 

Gross 

24% 

9/37 

Gross  -t-  subclinical 

20% 

1/5 

Subclinical 

15% 

3/20 

Urethral 

10% 

1/10 

TABLE  3 

TREATMENT  MODALITIES  FOR  CONDYLOMA 


Topical  Destructive  Agents  and  Cytostatics  (Concentration  Range) 
Podophyllin  (10%  to  25%) 

Trichloracetic  Acid  (50%  to  90%) 

5-Fluorouracil  (5%) 

Immunotherapy 
Interferon 
Surgical  Excision 
Destructive  Treatment 
Electrocoagulation 
Cryotherapy 

Laser  treatment  (CO2,  YAG,  KTP) 


well  tolerated  with  no  complications  arising  from 
laser  therapy  and  is  cost  effective. 

Follow-up  of  patients  is  important.  If  possible, 
partners  should  be  treated  concurrently  as  to 
prevent  passing  the  virus  back  and  forth  (yo-yo 
effect).  To  avoid  spreading  the  virus  or  being 
reinfected,  we  instruct  men  to  use  condoms  while 
being  treated  and  followed  until  they  have  nega- 
tive examinations. 

In  our  opinion,  the  management  of  a genital 
HPV  in  the  male  patient  should  be  directed  to- 
wards prevention,  treatment,  and  follow-up.  This 
management  requires  active  urologic  participa- 
tion. All  male  partners  of  women  infected  with 
condyloma  virus  should  be  evaluated.  More  re- 
search is  needed,  however,  to  clarify  the  natural 
history  of  condyloma  in  order  to  better  achieve 
prevention  and  treatment.  % % 
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Ataxic  Hemiparesis  Secondary  to 

Paradoxic  Embolization 

CURTIS  M.  SAUER,  M.D. 


Introduction 

Ataxic  hemiparesis  is  a distinctive  lacunar  syn- 
drome in  which  ataxia  and  pyramidal  signs  are 
found  on  the  same  side  of  the  bodyd  Although 
initially  described  in  pontine  infarction/  cases 
have  now  been  reported  with  lesions  in  a variety 
of  locations/"*  including  the  thalamus/  Until  re- 
cently, like  other  lacunar  syndromes,  ataxic 
hemiparesis  was  thought  to  nearly  always  result 
from  a small  deep  infarct  which,  in  turn,  was  the 
consequence  of  a specific  lesion  of  small  pene- 
trating arteries/  It  is  now  known,  however,  that 
lacunar  stroke  may  occur  in  the  absence  of  hy- 
pertension and  diabetes,^  and  may  also  be  due  to 
cardiogenic  emobli/  I now  report  the  case  of  a 
patient  with  ataxic  hemiparesis  and  contralateral 
thalamic  infarction,  whose  stroke  was  likely  due 
to  paradoxic  embolization. 

Case  Report 

A previously  well  31 -year-old  woman  noted  the  abrup 
onset  of  numbness  and  tingling  over  her  left  face,  limbs,  an' 
trunk.  Within  hours  she  also  noted  loss  of  coordination  in  he 
upper  and  lower  extremities.  Her  symptoms  remained  un 
changed  until  she  was  admitted  to  the  Veteran's  Administra- 
tion Medical  Center,  Memphis,  two  weeks  later.  Her  general 
physical  examination  showed  a grade  2/6  midsystolic  murmur 
over  the  precordium.  Admission  blood  pressure  was  118/80 
mm  Hg.  Neurologic  examination  showed  diminished  pinprick 
sensation  over  the  left  side  of  the  face,  trunk,  and  limbs.  Vi- 
bration sense  was  moderately  diminished  in  the  left  uppei 
and  lower  extremity  with  mild  (4/5)  distal  weakness.  She  had 
flattening  of  her  left  nasolabial  fold.  Both  plantar  reflexes 
were  flexor,  but  she  had  left  hyperreflexia  and  sustained  lef 
ankle  clonus.  Cerebellar  testing  revealed  incoordination,  dys 
synergia,  and  moderate  intention  tremor  in  the  left  limbs. 

CBC,  ESR,  FBS,  chemistry  panel,  VDRL,  FANA,  plate 
let  count,  PT  and  PTT  were  all  normal.  An  unenhanced  cn 
nial  CT  scan  revealed  a questionable  right  thalamic  hype 
density,  which  after  enhancement  was  identified  as  a 1.0-ci  . 
lesion  compatible  with  recent  infarction  and  confined  to  the 
lateral  thalamus  (Fig.  1).  Spinal  fluid  examination,  including 
M.S.  profile  and  multimodality  evoked  potentials,  were  all 


From  the  Veterans  Administration  Medical  Center  at  Memphis 
and  the  Department  of  Neurology,  University  of  Tennessee  College 
of  Medicine,  Memphis. 

Reprint  requests  to  UT  College  of  Medicine,  956  Court  Ave.,  B212 
Coleman  Bldg.,  Memphis.  TN  38163  (Dr.  Sauer). 


normal.  Cardiac  2-D  FCHO  suggested  an  atrial  septal  defect 
(ASD),  a finding  later  confirmed  by  cardiac  contrast  FCHO 
and  cardiac  catheterization.  The  calculated  right  to  left  shunt 
was  3:1.  Following  removal  of  an  intrauterine  device,  which 
had  been  in  place  for  12  months,  an  uneventful  repair  of  a 
sinus  venosum  type  ASD  was  done.  Cranial  magnetic  reso- 
nance imaging  (MRI)  three  months  after  onset  revealed  only 
a tiny  area  of  increased  signal  intensity  in  the  thalamus,  con- 
sistent with  remote  infarction.  Follow-up  CT  scans  revealed 
gradual  disappearance  of  the  enhancing  thalamic  lesion. 


Discussion 

This  is  the  fourth  reported  case  of  ataxic 
hemiparesis  due  to  thalamic  infarction. Like 
two  of  the  other  three  patients,  our  patient  had 


Figure  1.  Enhanced  cranial  CT  scan  two  weeks  after  onset  revealing 
enhancing  infarction  in  the  right  lateral  thalamus. 
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PARADOXIC  EMBOLIZATION/Sauer 

prominent  hemisensory  symptoms  and  signs,^‘^ 
similar  to  those  seen  in  pure  sensory  stroke,  an- 
other laeunar  syndrome,  in  whieh  the  responsible 
lesion  is  usually  found  in  the  ventral  posterior 
nucleus  of  the  thalamus.'"  The  hemiataxia  in  this 
case  is  explained  by  infarction  in  the  adjacent 
ventral  lateral  nucleus  of  the  thalamus,  which  in- 
terrupts the  ascending  dentato-(rubro)-thalamic 
tract,  thus  effectively  disconnecting  the  affected 
cerebellar  hemisphere  from  the  contralateral  cor- 
tex." Although  cranial  CT  failed  to  reveal  a le- 
sion in  the  internal  capsule,  the  pyramidal  signs 
may  have  resulted  from  capsular  edema  or 
compression  from  the  adjacent  thalamic  infarct. ^ 
Of  greater  significance,  however,  is  the  etiol- 
ogy of  this  patient’s  stroke.  In  the  past  it  has  often 
been  assumed  that  lacunar  infarcts  invariably  re- 
sult from  a characteristic  small-vessel  lesion."  In 
this  case,  however,  the  patient  was  young,  had 
no  risk  factors  for  lacunar  stroke  and  no  evi- 
dence of  vasculitis  or  coagulopathy.  After  exten- 
sive diagnostic  evaluation,  the  only  potential 
cause  found  for  her  infarct  was  her  congenital 
cardiac  lesion.  Recent  evidence  suggests  that  car- 
diogenic emboli  may  account  for  a small  but  sig- 
nificant number  of  lacunar  strokes.^  Kapelle  and 
vanGijn,"  in  a review  of  previously  reported  se- 
ries, found  that  approximately  13%  of  patients 
with  lacunar  stroke  had  a recognized  cardiac 
source  for  embolism.  Ghika  et  al'^  also  found  a 
similar  percentage  (17%)  in  patients  with  deep 
infarcts  in  the  carotid  system.  While  one  cannot 
automatically  assume  that  the  presence  of  a car- 
diac lesion  means  that  the  stroke  was  embolic  in 
origin,  the  available  evidence  suggests  that  a sig- 
nificant percentage  (likely  in  excess  of  10%)  of 
lacunar  strokes  may  actually  be  due  to  cardi- 
ogenic emobli. 


The  mechanism  of  infarction  in  this  patient, 
then,  almost  certainly  was  paradoxic  emboliza- 
tion, possibly  related  to  occult  pelvic  thrombo- 
phlebitis and  her  intrauterine  device. While  in 
young  adults,  paradoxic  embolization  is  most 
commonly  due  to  a patent  foramen  ovale, sev- 
eral patients  with  infarction  due  to  atrial  septal 
defects  have  been  reported. This  case  illus- 
trates that  thorough  cardiac  evaluation,  including 
contrast  ECHO,  is  indicated  in  any  patient  with 
a recognized  lacunar  syndrome  who  lacks  the 
usual  putative  risk  factors  of  increased  age,  hy- 
pertension, and  diabetes.  r ^ 
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AMA  1989  Interim  Meeting  Report 


Address  of  the  AMA  President 

ALAN  R.  NELSON,  M.D. 


I believe  that  my  remarks  as  your  president  should 
inform  you  about  the  state  of  the  union — the  Federa- 
tion of  Medicine — the  AMA. 

I hear  it  said  as  I travel  around  the  country  that 
our  profession  is  on  a road  to  change.  It  is  important 
to  remember  that  we  have  always  been  on  a road  to 
change.  We  were  on  the  road  to  change  when  we  ap- 
proved the  Flexner  report  and  drove  out  the  diploma 
mills  a century  ago.  We  were  on  the  road  to  change 
when  we  built  community  hospitals  all  over  the  coun- 
try after  World  War  II  using  government  money  au- 
thorized by  Hill-Burton.  We  were  on  the  road  to 
change  when  the  Health  Planning  and  Resource  De- 
velopment Act  was  passed.  And  surely  we  were  on  the 
road  to  change  when  we  warned  the  American  people 
of  the  restrictions  HSA  would  put  on  the  availability 
of  medical  services  and  facilities,  and  the  people  said 
they  would  not  accept  that  change  and  the  bureaucra- 
cy HSA  would  impose. 

We  are  used  to  change.  The  AMA  functions  in  a 
configuration  that  permits  us  to  adapt  to  change  and 
to  guide  change.  That  is  the  nature  of  our  organiza- 
tion, with  its  policy  planning  and  strategic  manage- 
ment capabilities. 

So  we  are  not  intimidated  by  the  prospect  of  con- 
fronting new  challenges.  And  while  we  expect  change, 
we  do  not  expect  to  lose  the  fundamental  values  tra- 
ditional to  our  profession.  Just  as  we  will  not  give  up 
the  pluralism  and  free  choice  that  have  made  our  health 
care  system  what  it  is  at  its  very  best. 

Times  are  not  easy  for  us.  Society  distrusts  institu- 
tions, and  the  professions  are  not  above  attack.  Med- 
icine, law,  the  clergy — the  historic  learned  professions 
are  targets  of  criticism  reminiscent  of  the  days  of  Ho- 
garth. I have  joked  that  if  you  think  things  are  hard  for 
physicians,  how  would  you  like  to  be  a TV  evangelist? 

But  doctor-bashing  is  not  a laughing  matter,  and 
we  must  consciously  and  with  great  intensity  work  to 
maintain  the  confidence  of  the  public  in  medicine  as 
an  institution,  and  in  the  AMA  as  its  lead  organiza- 
tion. This  cannot  be  done  easily,  or  by  edict,  or  by 
emanations  from  a central  headquarters.  Preserving 
trust  in  medicine  depends  on  deeds  as  well  as  words, 
and  it  is  a task  that  must  build  a message  from  the 
grassroots,  as  well  as  from  Chicago  or  Washington. 


This  address  was  delivered  to  the  AMA  House  of  Delegates  at  its 
Interim  Meeting  in  Hawaii  in  December  1989. 


The  need  for  us  to  counter  the  anti-medicine  cur- 
rents— whether  they  come  from  the  media  or  from 
business  or  local  government  or  national  political  pow- 
er bases — has  never  been  greater,  not  even  in  1964. 
The  process  by  which  we  must  accomplish  this  begins 
right  here,  right  now,  and  with  an  examination  of  what 
is  RIGHT  with  the  AMA. 

Stormy  Johnson  (Daniel  H.  Johnson,  Jr.,  M.D., 
vice-speaker  of  the  AMA  House  of  Delegates)  and  I 
were  invited  to  visit  with  caucuses  in  Pennsylvania 
during  their  October  meeting  where  their  brilliant  and 
united  state  society  leadership  successfully  carried  the 
unification  issue  to  their  House  of  Delegates  for  rati- 
fication and  bylaws  change.  We  were  asked  the  same 
question  there  that  each  of  you  is  asked  regularly — 
particularly  those  of  you  who  have  earned  blazers  be- 
cause of  your  dedication  to  member  recruitment.  The 
question:  What  does  the  AMA  do  for  me? 

It  is  this  question  I want  to  address  today. 

Let  us,  then,  look  only  briefly  at  the  environment 
of  medicine,  because  that  is  a subject  which  the  other 
AMA  officers  and  I have  discussed  with  many  of  you 
in  your  states,  and  which  we  will  continue  to  discuss 
as  we  visit  more  of  you  over  the  coming  six  months. 
And  it  is  a subject  where  we  will  tell  it  as  we  see  it, 
and  we  will  listen  carefully  to  what  you  tell  us. 

For  this  report,  suffice  it  to  say  that  medicine  is 
very  much  affected  by  our  information-driven  society; 
by  a budget-driven  government  policy;  by  the  poten- 
tial for  fragmentation  over  the  changes  in  physician 
payment;  by  the  threat  of  conversion  of  our  profession 
into  a public  utility;  and  by  increased  frustration  due 
to  loss  of  professional  freedom  and  the  imposition  of 
the  terror  of  the  courts.  So  my  state  of  the  union  mes- 
sage today  is  a report  on  what  the  AMA  is  doing  for 
every  physician  and  patient  in  America,  not  a report 
on  what  others  are  trying  to  do  to  us. 

Neither  do  I wish  to  cite  a litany  of  AMA  accom- 
plishments about  which  you  are  already  well  in- 
formed— as  important  as  they  are — because  they  are 
in  the  handbook  as  part  of  your  business,  or  because 
they  are  a part  of  a proud  but  familiar  record. 

Therefore,  I will  not  tell  you  in  detail  how  we  have 
defeated  mandatory  assignment  four  times  in  the  past 
three  Congresses.  But  it  is  important  for  our  members 
to  know  we  have  done  this  for  them.  And  tell  our  mem- 
bers that  we  beat  Pete  Stark  and  expenditure  targets 
(ETs)  in  the  budget  bill,  after  they  said  we  were  beaten. 

Nor  do  I wish  to  tell  you  all  that  goes  into  making 
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AMA  the  world’s  largest  puhlislier  of  scientific  infor- 
matit)n,  or  tlie  largest  source  of  physician  demographic 
informatit)n — so  much  so  that  when  the  government 
wants  this  kind  of  information,  it  often  comes  to  us. 
At  least,  we  know  our  numbers  are  accurate. 

Nor  will  1 dwell  on  the  fact  that  our  members  re- 
ceive $3  worth  of  services  for  each  $1  because  dues 
income  accounts  for  only  38%  of  our  revenue.  That  is 
important  information,  but  you  know  it  already. 

Instead,  in  the  time  allotted  to  my  interim  report, 
I want  to  focus  on  some  of  the  less  well-known  proj- 
ects and  activities  of  the  AMA.  Some  of  it  is  the  work 
of  outstanding  people  whose  valuable  work  doesn’t  get 
noticed  very  often.  Some  of  it  represents  innovation 
and  preparation  for  the  future.  And  some  of  it  is  sim- 
ply the  glue  that  binds  us  into  an  organization  that,  if 
it  did  not  exist,  we  would  have  to  create. 

Did  you  know  that  our  White  Paper  on  the  use  of 

animals  in  research  is  the  definitive  work  on  the  sub- 
ject, and  that  we  have  received  thanks  and  high  praise 
from  NIH  and  the  academic  community  for  taking  a 
courageous  lead  in  this  area?  Tell  your  basic  science 
colleagues  about  that,  and  maybe  more  MD-PhDs  will 
join  AMA.  Tell  them,  too,  that  our  consistent  support 
for  NIH  funding  and  efforts  to  protect  the  NIH  agen- 
da from  political  pressure  is  an  important  AMA  con- 
tribution to  the  stability  and  integrity  of  medical  re- 
search in  the  United  States. 

Did  you  know  that  in  this  year  alone  we  have  held 
flagship  conferences  on  adolescent  health,  animals  in 
research,  injuries  and  accidents  in  American  society, 
family  violence,  who  pays  for  medial  education,  and 
the  future  implications  the  Human  Genome  Project  has 
for  the  practice  of  medicine?  The  national  movers  and 
shakers  attended  these  conferences  and  recognized  the 
contributions  of  AMA,  even  though  our  average  mem- 
ber might  not  have  even  noticed  the  ads  and  announce- 
ments that  heralded  these  events.  Sometimes  our  light 
burns  just  as  brightly  even  if  it  is  underneath  a bushel. 

Did  you  know  the  AMA  is  the  leader  of  the  world 
medical  communty?  Not  only  do  we  publish  JAMA  in 
13  languages,  but  we  lead  the  world,  through  the  World 
Medical  Association,  in  developing  statements  of  eth- 
ics, guidance  in  the  use  of  technology,  manpower  is- 
sues, medical  education  standards  and  quality  assur- 
ance. The  world  is  now  small,  and  our  global  leadership 
responsibility  to  our  profession  is  important.  For  in- 
stance, did  you  know  we  helped  organize  the  Thai 
Medical  Association  in  a program  for  infant  survival, 
and  that  we  presented  that  program  to  the  director  of 
the  World  Health  Organization,  as  well  as  the  World 
Medical  Association? 

Of  course,  our  number  one  mission  is  representa- 
tion. I said  two  years  ago  in  a speech  at  our  leadership 
conference  that  in  order  to  represent  medicine,  we  must 
be  organized  into  an  AMA  that  is  strong,  that  is  united, 
that  is  a triple  threat  in  response  to  government  inter- 
vention, that  is  willing  to  take  risk,  and  that  is  capable 
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of  rapid  response.  To  represent  all  of  medicine,  we 
must  exert  both  strength  and  stability  in  finance,  in 
membership,  in  our  staff  capability,  and  in  our  ability 
to  communicate  the  fact  that  we  have  the  greatest 
health  care  system  in  the  world — and  that  the  public 
will  lose  if  we  convert  it  into  a public  utility. 

On  the  communications  front,  did  you  know  that 

our  Division  of  Communications  answers  over  1,000 
requests  for  information  and  interviews — each  month? 
That  3,000  reporters  receive  our  packet  of  news  re- 
leases every  week?  That  we  hold  meetings  with  edito- 
rial boards  of  daily  newspapers  regularly,  adding  up  to 
some  55  this  year?  That  AMA  spokespeople  make 
hundreds  of  national  and  local  appearances  on  elec- 
tronic media  each  year?  That  American  Medical  Ra- 
dio News  is  used  by  550  radio  stations  daily  and  is 
broadcast  on  the  Voice  of  America  in  Europe?  That 
in  1989,  AMA’s  consumer  film  “First  Comes  Caring” 
had  2,900  telecasts  to  an  audience  of  over  21  million 
people?  Or  that  American  Medical  Television  reaches 
over  50,000  physicians  and  800,000  lay  people  each 
month  on  the  Discovery  Channel,  and  that  it  will  be- 
come an  increasingly  important  tool  to  get  out  our 
message  in  the  media  decade  ahead? 

Did  you  know  that  we  hold  conferences  for  science 
reporters  and  seminars  for  physician  media  communi- 
cators each  year,  so  that  our  message  can  be  commu- 
nicated by  a network  system  at  the  local  level? 

Is  all  we  are  doing  enough?  Of  course  not. 

Must  we  do  more?  Certainly. 

What  is  the  best  way?  To  network  with  the  com- 
munications capability  of  hundreds  of  state  and  county 
societies. 

I said  that  the  AMA  must  be  triple-threat  in  coping 
with  government  actions  where  the  rights  of  our  mem- 
bers and  our  patients  are  at  stake.  That  means  that 
first,  we  confront  these  challenges  in  the  halls  of  Con- 
gress. If  that  fails,  we  meet  them  in  the  offices  of  bu- 
reaucracy. And  if  we  lose  there,  we  take  them  on  in 
the  courts.  For  instance,  we  have  filed  15  amicus  briefs 
in  the  Supreme  Court  in  the  last  five  years — on  such 
varied  issues  as  AIDS,  antitrust,  alcoholism,  with- 
drawal of  life  supports,  tort  reform,  and  procedural 
rights  in  HHS  reimbursement  regulations.  We  are  also 
active  at  all  other  levels  of  the  judiciary. 

Sometimes  we  win.  Sometimes  we  lose.  But  we  al- 
ways get  their  attention — as  when  we  challenged  the 
government  attorneys  in  Texas  during  the  Christmas 
holidays  over  the  MAAC  provisions,  and  we  did  com- 
plicate their  holidays! 

And  in  a very  different  legal  matter,  AMA’s  Office 
of  General  Counsel  is  examining  legislation  that  would 
extend  the  labor  exemption  from  antitrust  laws  to  phy- 
sicians facing  a payer  with  market  power.  The  AMA 
recognizes  that  the  current  state  of  the  law  is  intoler- 
able. Recent  cases  have  proved  that  the  courts  permit 
payers  to  exercise  market  power  against  physicians  with 
impunity.  What  AMA  will  not  do,  as  some  physician 
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unions  apparently  have,  is  recommend  that  physicians 
respond  to  the  inequity  of  their  present  situation  by 
ignoring  the  law  and  subjecting  themselves  to  the 
prospect  of  criminal  penalties.  But  since  this  unfair  ex- 
ploitation of  the  market  is  intolerable,  we  will  put  high 
priority  on  achieving  parity  under  the  law. 

Moving  from  the  courts  to  our  work  to  influence 
legislators,  we  have  learned  that  we  must  take  risks 
when  the  stakes  are  high  and  when  going  with  the  flow 
means  that  we  would  lose.  Our  ads  against  ETs  were 
described  to  me  by  the  acting  director  of  HCFA  as  the 
worst  mistake  the  AMA  ever  made.  And  Governor 
Sununu  asked  me  if  they  were  “my”  bright  idea.  Why 
were  they  so  upset?  Because  they  thought  they  had  it 
locked  up,  and  our  ads  focused  attention  with  so  much 
heat  from  the  Federation  that  they  saw  that  we  would 
ultimately  win  this — as  we  have. 

What  about  representation  to  our  other  publics? 
Many  of  us  officers  have  addressed  major  business 
groups  in  Seattle,  New  Orleans,  Boston,  Detroit,  and 
we  are  planning  visits  to  other  major  cities,  to  high- 
light our  plan  to  strengthen  the  U.S.  health  care  sys- 
tem rather  than  to  adopt  a foreign  model. 

And  we  are  constantly  seeking  ways  to  coordinate 
better  our  legislative  activities  with  national  specialty 
societies.  We  hold  regular  briefing  sessions  for  infor- 
mation exchange  and  tactical  planning.  Our  Washing- 
ton staff  was  named  by  Congressional  staffs  as  one  of 
the  five  most  effective  Washington  lobbies.  They 
achieved  this  ranking  because  our  people  are  experi- 
enced, knowledgeable,  tough,  and  professional.  Just 
look  at  what  they  have  accomplished  with  RBRVS. 
And  when  the  Federation  puts  on  a full-court  press, 
as  it  did  on  ETs,  it  is  wondrous  to  behold.  We  had  a 
magnificent  win  on  physician  payment  last  month,  and 
we  can  all  be  proud  of  it. 

We  work  at  establishing  the  best  possible  relations 
with  organized  consumer  groups.  For  instance,  we  have 
frequent  staff-to-staff  meetings  with  AARP  to  identify 
areas  of  joint  cooperation.  We  have  lobbied  with  them 
against  unreasonable  Medicare  cuts.  And  we  held  a 
joint  conference  on  quality  of  care  for  the  elderly. 

We  also  keep  the  lines  of  communication  open  with 

other  professions.  As  an  example,  I have  carried  out 
preliminary  discussions  with  the  president  of  the 
American  Bar  Association,  Mr.  Stanley  Chauvin,  with 
respect  to  a joint  AMA-ABA  project  to  put  together 
teams  of  a doctor  and  an  attorney  to  go  into  local 
schools  and  present  a program  on  the  medical  and  le- 
gal aspects  of  drug  use.  This  great  idea  is  Stan’s,  and 
originated  with  his  concern  about  how  little  risk-taking 
teenagers  understand  the  lifelong  impact  of  a felony 
conviction,  and  how  they  underestimate  the  medical 
consequences  of  drug  use.  We  are  jointly  developing 
talking  points  and  handouts,  and  Stan  and  I will  pilot 
the  lawyer-doctor  drug  prevention  team  teaching  in  Salt 
Lake  City  in  January,  with  a program  that  will  be  rep- 
licable for  use  all  around  the  United  States.  In  the 


months  ahead,  I ask  each  of  you  to  work  with  your 
local  bar  association  to  implement  this  important  and 
needed  effort. 

Another  area  where  the  law  and  medicine  often 
meet  is  ethics.  As  our  science  becomes  more  complex, 
as  society  insists  on  being  more  engaged  in  medical 
decisions  that  affect  it,  as  entrepreneurial  trends  force 
questions  never  before  asked,  AMA’s  responsibility  as 
the  source  of  ethical  guidance  becomes  even  more  im- 
portant. Our  Council  on  Ethical  and  Judicial  Affairs 
will  be  on  top  of  the  issues,  with  studies  and  opinions 
relating  to  financial  incentives  to  limit  care;  ethical  im- 
plications for  FIMOs  and  IPAs;  racial  and  gender  dis- 
parities in  receipt  of  medical  care;  prenatal  screening 
for  genetic  defects,  just  to  name  a few. 

These,  then,  are  some  answers  to  the  question  so 
many  of  you  are  asked  so  often:  What  does  the  AMA 
do  for  me? 

What  do  I have  to  report  to  you  about  the  future 
state  of  our  union,  our  AMA? 

I am  cautiously  optimistic — optimistic  because  the 
current  leadership  and  staff  of  the  Association  is  so 
capable.  I am  impressed,  for  instance,  with  the  excel- 
lence of  the  Council  and  Board  reports,  the  directions 
the  AMA  is  taking  in  reaching  out  to  the  formation  of 
coalitions,  and  joint  activities  with  specialty  societies 
and  other  organizations.  We  are  able  to  leverage  our 
strength  when  we  do  so.  We  must  and  will  optimize 
these  opportunities. 

My  note  of  caution  comes  from  a concern  that  the 
frustration  and  disillusionment  being  expressed  by 
physicians  in  America  will  lead  them  to  throw  up  their 
hands  in  despair  rather  than  raise  up  their  arms  in  sup- 
port. We  must  have  membership  to  succeed.  And  to 
get  and  keep  members,  we  must  tell  America’s  physi- 
cians how  well  AMA  functions,  and  all  that  it  is  doing 
for  them.  We  must  tell  them  that  we  need  their  in- 
volvement if  medicine  is  to  successfully  confront  the 
challenges  of  the  decade  ahead. 

To  the  uninvolved,  I say:  Join  us  with  confidence, 
and  not  out  of  desperation. 

To  our  critics,  I say:  We  welcome  your  ideas;  we 
are  always  open  to  better  ways  of  doing  things.  But 
give  the  AMA  credit  for  what  is  right  when  you  criti- 
cize the  AMA  for  what  is  wrong. 

To  nonmembers,  I say:  Your  future  is  at  stake.  AMA 
membership  is  your  best  investment  in  that  future. 

To  our  superb  staff  at  all  of  its  many  levels,  I say: 
Thank  you — we  know  of  your  loyalty  and  the  excel- 
lence of  your  work. 

To  you,  the  leaders  of  American  medicine,  I say 
two  things:  First,  thanks  for  the  extraordinary  personal 
kindness  you  extend  to  Gwen  and  me  and  for  your 
letters,  and  your  input,  and  your  help.  Second,  I say: 
Lift  up  your  heads,  be  proud.  You  are  the  linchpin  of 
the  work  of  the  AMA. 

And  the  AMA  works. 
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ORTHOPEDIC  SURGEONS: 
BROADEN  YOUR  EXPERIENCE. 


Your  time  and  talent  are  valuable.  They’re  valuable  to  the 
Army  Reserve,  too.  We’ll  pay  you  for  a small  fraction  of  your  time, 
not  only  in  money,  but  with  big  opportunities  and  challenges  you 
won’t  find  in  civilian  practice. 

• You’ll  have  flexibility  in  how  and  when  you  participate. 

• You’ll  be  offered  conferences  and  continuing  education. 

• You’ll  have  opportunities  for  military  training  in  areas  like 
Advanced  Trauma  Life  Support,  Parachuting, 

Flight  Medicine  and  Mountaineering. 

• You’ll  work  with  top,  dedicated  professionals. 

• You’ll  have  the  rank  and  privileges  of  an  Army  officer. 

If  you  want  more  information  about  the  Army  Reserve,  or  if  you 
would  like  to  talk  to  an  Army  Reserve  physician,  our  experienced 
Army  Medical  Counselors  can  assist  you.  Call  or  write: 

ARMY  RESERVE  HEALTH  CARE  TEAM 
3606  Austin  Peay,  Suite  313 
Memphis,  TN  38128-3755 
(901)  388-9876  / 9727 

BE  ALL  YOU  CAN  BV 

ARMY  RESERVE 


Vanderbilt  Morning  Report 


A Case  of  Rash  and  Digital  Necrosis 


Case  Report 

A 44-year-old  previously  healthy  white  man  was  admitted 
to  Vanderbilt  Hospital  following  a complicated  febrile  illness. 

Three  weeks  prior  to  admission,  the  patient  experienced 
a mild  viral-like  illness  with  headache,  fatigue,  and  rhinor- 
rhea,  followed  a week  later  by  diaphoresis,  myalgias,  arthral- 
gias, low-grade  fever,  chills,  nonproductive  cough,  diarrhea, 
lower  extremity  nonpruritic  rash,  and  two  cyanotic  finger  tips. 
Physical  examination  showed  a temperature  of  101.3°  F,  blood 
pressure  150/80  mm  Hg,  and  respiratory  rate  18/min.  A non- 
palpable,  erythematous,  macular  rash  was  present  over  both 
lower  extremities.  The  first  and  second  fingertips  on  the  right 
hand  showed  sharply  demarcated  distal  necrosis.  Examina- 
tion of  the  head,  neck,  heart,  lung,  abdomen,  and  nervous 
system  was  negative,  and  there  was  no  lymphadenopathy. 
Stool  was  guaiac-positive.  Routine  admission  laboratory  tests 
and  chest  x-ray  were  otherwise  initially  normal.  The  sedi- 
mentation rate  was  12  mm/hr,  HIV  antibody  negative,  ANA 
negative,  serum  protein  electrophoresis  normal,  and  rheu- 
matoid factor  1:80.  All  blood  and  urine  cultures  were  nega- 
tive, and  the  echocardiogram  was  within  normal  limits.  Soon 
after  admission,  the  patient  developed  abdominal  pain,  nau- 
sea, hematemesis,  dyspnea,  edema,  and  a leukocytosis  to 
34,000/cu  mm.  At  this  time,  the  BUN  was  68  mg/dl,  creati- 
nine 1.6  mg/dl,  albumin  1.8  gm/dl,  SCOT  119  lU/L,  pro- 
thrombin time  18  seconds,  and  total  bilirubin  2.5  gm/dl.  Mi- 
croscopic hematuria  and  red  blood  cell  casts  were  noted  on 
urinalysis.  Repeat  chest  radiograph  showed  bibasilar  intersti- 
tial infiltrates  with  bilateral  pleural  effusions. 

After  a skin  biopsy  showed  leukocytoclastic  vasculitis, 
treatment  was  begun  with  cyclophosphamide  2 mg/kg/day  and 
prednisone  1 mg/kg/day  orally.  Three  days  into  therapy, 
cryoglobulins  became  positive,  with  a cryocrit  of  5%. 
Immunoelectrophoresis  of  the  cryoprecipitate  showed  a mon- 
oclonal IgM  spike,  with  polyclonal  IgG,  kappa,  and  lambda 
light  chains.  Bone  marrow  examination  was  normal,  without 
any  evidence  for  multiple  myeloma  or  lymphoproliferative 
disease. 

The  patient's  multisystemic  vasculitic  illness  was  diag- 
nosed as  type  II  essential  cryoglobulinemia.  With  continua- 
tion of  cyclophosphamide  and  prednisone,  the  patient  im- 
proved symptomatically,  and  there  was  resolution  of  the 
hematologic,  renal,  and  pulmonary  abnormalities. 

Discussion 

Cryoglobulinemia  refers  to  the  presence  of  abnor- 
mal amounts  of  circulating  immunoglobulins  that  are 
reversibly  precipitated  at  low'  temperature.’  Three  ma- 
jor types  of  cryoglobulins  have  been  described. ^ Type 
I cryoglobulins  consist  of  a monoclonal  immunoglob- 
ulin that  is  most  commonly  of  the  IgM  type.  Type  I 
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cryoglobulins  are  usually  present  in  the  serum  in  large 
amounts.  It  accounts  for  approximately  25%  of  cases 
of  cryoglobulinemia,  and  is  associated  with  lympho- 
proliferative diseases. 

Type  II  cryoglobulins  are  a mixture  of  cryoglobu- 
lins consisting  of  a monoclonal  immunoglobulin  and  a 
second  component,  which  is  polyclonal.  Usually  the 
monoclonal  component  is  IgM,  which  is  a rheumatoid 
factor;  the  polyclonal  component  is  usually  IgG,  which 
acts  as  antigen  for  the  monoclonal  rheumatoid  factor. 
Type  II  cryoglobulins  account  for  approximately  15% 
to  25%  of  all  cryoglobulins.  Serum  levels  are  usually 
high. 

Type  III  cryoglobulins  are  composed  entirely  of 
polyclonal  immunoglobulins.  Most  type  III  cryoglob- 
ulins contain  IgM  rheumatoid  factor  and  IgG.  They 
account  for  approximately  50%  of  cases  of  cryoglobu- 
linemia, and  are  usually  present  in  the  serum  in  only 
small  amounts. 

Cryoglobulins  are  associated  with  a variety  of  ill- 
nesses in  which  circulating  immune  complexes  are 
found. ^ These  include  a variety  of  infections  and  au- 
toimmune and  lymphoproliferative  disorders.  Approx- 
imately 30%  of  patients  with  cryoglobulinemia  have 
no  obvious  underlying  disorder.  The  cryoglobulins  are 
usually  mixed,  and  this  disorder  is  termed  essential 
mixed  cryoglobulinemia. 

The  clinical  manifestations  of  cryoglobulinemia  are 
variable,  and  to  some  extent  depend  on  the  type  of 
circulating  cryoglobulin.^-^  Cutaneous  involvement,  in- 
cluding purpura  or  ulcers,  is  very  common,  occurring 
in  80%  to  100%  of  patients.’  Histopathologically,  leu- 
kocytoclastic vasculitis  is  seen.  Arthralgias,  Raynaud’s 
phenomenon,  and  distal  necrotic  lesions  involving  the 
fingers,  toes,  ears,  and  nose  occur  less  commonly. 
Other  organ  systems  commonly  affected  include  the 
kidneys,”  liver,  and  peripheral  nervous  system.  Other 
less  common  clinical  manifestations  include  abdominal 
pain  (which  may  be  severe),  uveitis,  pericarditis,  he- 
moptysis, pleural  effusions,  restrictive  lung  disease, 
adult  respiratory  distress  syndrome,’  fever,  recurrent 
bacterial  infections,  lymphadenopathy,  and  thyroiditis. 
Common  laboratory  abnormalities  in  cryoglobuline- 
mia include  anemia  (70%),  elevated  erythrocyte  sedi- 
mentation rate  (70%),  decreased  complement  values 
(80%),  positive  tests  for  rheumatoid  factor  (100%),  and 
hyperglobulinemia  (60%).’ 

Cryoglobulins  are  quantified  by  one  of  several 
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methods."’  The  cryocrit  refloeis  the  percentage  of  cen- 
trifuged serum  comprising  cryoglobulins.'^  Methods  of 
quantifying  ervoglobulin  concentrations  more  exactly 
are  cumbersome  and  of  limited  clinical  usefulness, 
riiere  is  a poor  correlation  between  disease  activity 
and  cryoglobulin  concentration.  Errors  in  cryoglobulin 
determination  may  occur  if  blood  is  not  handled  cor- 
rectly. The  syringe  should  be  preheated  to  37°  C,  and 
at  least  72  hours  of  cooling  at  4°C  should  be  allowed 
for  cryoglobulins  to  fully  precipitate. 

Treatment  of  cryoglobulinemia  should  be  directed 
at  the  underlying  disorder  when  possible.  Those  with 
mild  disease  may  be  managed  with  symptomatic  ther- 
apy (nonsteroidal  anti-inflammatory  agents)  and  close 
follow-up.  Corticosteroids  and  cytotoxic  agents  have 
been  used  in  more  severe  cases  with  variable  results. 
In  an  uncontrolled  report  alpha-interferon  has  been 
reported  to  be  beneficial."  Plasmapheresis  has  been 


shown  to  result  in  marked  and  sometimes  prolonged 
improvement,  although  the  benefits  may  be  transient. ^ 
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Flank  Pain  Complicating  Atrial  Fibrillation 


Case  Report 

A 68-year-old  woman  suddenly  began  vomiting,  and  had 
left-sided  mid-abdominal  pain  that  radiated  to  the  left  flank. 
She  had  no  fever,  hematemesis,  diarrhea,  dysuria,  or  hema- 
turia. Her  past  medical  history  was  significant  only  for  chron- 
ic atrial  fibrillation,  for  which  she  took  digoxin. 

On  physical  examination  her  oral  temperature  was 
97.4°  F,  blood  pressure  120/80  mm  Hg,  pulse  88/min,  and 
respiratory  rate  20/min.  The  lung  fields  were  clear.  Cardiac 
examination  showed  a laterally  displaced  apical  impulse  and 
an  irregular  rhythm,  but  no  murmurs  or  gallops.  Bowel  sounds 
were  normal  and  she  had  no  tenderness  or  guarding.  There 
was  mild  left  costovertebral  tenderness.  The  stool  was  guaiac- 
negative. 

Laboratory  data  included  normal  serum  electrolytes,  BUN 
24  mg/dl,  creatinine  1.3  mg/dl,  WBC  count  20,000/cu  mm, 
with  89%  polymorphonuclear  cells,  hematocrit  51%,  and 
platelet  count  240.000/cu  mm.  The  amylase  was  52  lU/L  and 
the  bilirubin  1.1  mg/dl.  Urinalysis  showed  a specific  gravity 
of  1.032,  8 to  12  WBC/HPF  and  1 to  3 RBC/HPF,  and  no 
bacteria. 

On  CT  scan  of  the  abdomen  the  anterolateral  aspect  and 
inferior  pole  of  the  left  kidney  failed  to  enhance  with  intra- 
venous contrast.  The  posteromedial  portion  enhanced  nor- 
mally, and  there  was  a sharp  demarcation  between  the  en- 
hancing and  nonenhancing  portions.  These  findings  were  very 
suggestive  of  an  embolus  to  the  renal  artery  with  segmental 
left  renal  infarction.  No  ureteral  obstruction  was  demonstrat- 
ed on  follow-up  tomograms.  Echocardiogram  showed  a dilat- 
ed cardiomyopathy  with  a decreased  left  ventricular  ejection 
fraction  and  mild  left  atrial  enlargement.  Serum  LDH  peaked 
at  730  lU/L  on  the  second  hospital  day,  consistent  with  renal 
infarction. 
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The  patient  was  given  heparin  followed  by  coumadin,  and 
her  symptoms  resolved  over  the  ensuing  several  days.  Her 
renal  function  subsequently  remained  stable. 

Discussion 

Renal  artery  embolization  is  not  common,  but 
should  be  considered  in  the  differential  diagnosis  of 
abdominal,  flank,  or  low  back  pain.  Factors  that  pre- 
dispose to  embolization  are  present  in  most  cases,  most 
commonly  atrial  fibrillation,  mitral  valve  stenosis,  or 
cardiomyopathy.  Other  associated  conditions  include 
endocarditis,  surgery  on  the  abdominal  aorta,  blunt 
abdominal  trauma,  and  angiographic  procedures.’ 

The  clinical  features  of  renal  artery  embolization 
include  pain  in  the  flank,  abdomen,  chest,  or  lower 
back,  but  approximately  25%  of  cases  are  painless. ^ 
Nausea  and  vomiting  occur  in  approximately  50%  of 
cases,  and  gross  hematuria  in  18%  of  cases.  Physical 
findings  include  fever  (90%),  hypertension  (30%),  and 
flank  tenderness  (70%).  Common  laboratory  features 
include  leukocytosis,  hematuria,  pyuria,  proteinuria, 
and  increased  serum  LDH  and  SCOT. 

Renal  artery  embolization  is  frequently  misdi- 
agnosed initially.  Common  misdiagnoses  include 
nephrolithiasis,  pyelonephritis,  myocardial  infarction, 
and  acute  cholecystitis.  Diagnosis  may  be  suggested  by 
intravenous  pyelography,  abdominal  CT  scan,  or  renal 
perfusion  scan.  Renal  angiography  can  confirm  the  di- 
agnosis in  situations  where  there  is  diagnostic  uncer- 
tainty or  where  surgical  intervention  is  planned. 
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The  prognosis  of  unilateral  renal  artery  emboliza- 
tion is  good.  Although  renal  function  may  be  impaired 
initially,  in  most  cases  renal  function  ultimately  re- 
turns toward  baseline,  and  follow-up  renal  perfusion 
scans  frequently  show  normal  flow  to  the  previously 
involved  kidney.  Even  with  bilateral  emboli  or  embol- 
us to  a single  kidney,  at  least  partial  return  of  renal 
function  is  often  seen.  Embolism  of  other  organs  and 
underlying  cardiovascular  disease  are  frequent  causes 
of  death  in  these  patients. 

Therapy  for  renal  artery  embolism  is  somewhat 
controversial.  Treatment  options  include  either  con- 
servative therapy  with  anticoagulants  and  systemic  or 
intra-arterial  thrombolytic  agents,  or  surgical  embolec- 
tomy  or  revascularization.  One  treatment  algorithm 
recommends  intra-arterial  thrombolysis  for  unilateral 
and  bilateral  embolism,  followed  by  surgical  interven- 
tion in  cases  of  bilateral  embolism,  as  well  as  unilat- 
eral embolism  to  a solitary  kidney  if  thrombolysis  is 
unsuccessful.  3 /~  ^ 
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Trauma  Rounds 


Ureteropelvic  Junction  Avulsion  Following 
Blunt  Abdominal  Trauma 

JOHN  L.  BARD,  M.D.  and  FREDERICK  A.  KLEIN,  M.D. 


Introduction 

Ureteral  and  renal  pelvic  injuries  due  to  external 
trauma  are  rare,  accounting  for  less  than  1%  of  all 
urologic  trauma';  penetrating  trauma  is  by  far  the  more 
frequent  cause.  With  the  development  of  more  rapid 
transportation,  however,  the  incidence  of  ureteral 
avulsion  due  to  blunt  trauma  has  increased.  Herein  we 
report  a case  of  left  ureteropelvic  junction  avulsion  in 
which  the  diagnosis  was  delayed.  A high  index  of  sus- 
picion for  this  type  of  injury  and  the  value  of  delayed 
films  on  initial  CT  scans  are  emphasized. 

Case  Report 

While  riding  his  bicycle  a previously  healthy  9-year-old 
white  boy  was  struck  by  an  automboile  and  thrown  approxi- 
mately 150  feet.  At  the  scene  he  was  thought  to  have  a severe 
head  injury  and  chest  and  abdominal  injuries;  he  was  unre- 
sponsive, with  a blood  pressure  of  80  over  palpable.  Upon 
arrival  at  the  University  of  Tennessee  Medical  Center,  after 
appropriate  resuscitation  was  begun,  evaluation  confirmed  a 
revised  trauma  score  of  10.  Injuries  included  a left  humerus 
fracture,  multiple  contusions  and  abrasions  of  the  face  and 
chest,  and  a closed-head  injury,  rendering  the  patient  uncon- 
scious. Following  intubation  and  initial  stabilization  he  was 
brought  to  radiology,  where  CT  scan  of  the  head  demonstrat- 
ed a cerebral  contusion  without  significant  epidural  or  sub- 
dural collection.  On  abdominal  CT  scan  a left  transverse 
process  fracture  of  L-2  with  a small  amount  of  hemorrhage 
into  the  left  paraspinous  musculature  was  seen  (Fig.  1).  There 
was  no  apparent  intraperitoneal  fluid  or  solid  organ  injury. 
Initial  laboratory  studies  revealed  normal  serum  chemistries, 
microscopic  hematuria,  hemoglobin  of  10.4  gm/dl,  and  he- 
matocrit of  32%.  He  was  subsequently  admitted  to  the  pedi- 
atric intensive  care  unit  where  he  was  given  hyperventilation 
respiratory  support  and  observed.  On  the  fourth  hospital  day 
a precipitous  drop  in  the  hematocrit  to  20%  prompted  a re- 
peat abdominal  CT  scan,  which  showed  perirenal,  periureter- 
al, and  intraperitoneal  urinary  extravasation  (Fig.  2).  Explo- 
ration through  a left  subcostal  incision  yielded  a large  amount 
of  intraperitoneal  and  retroperitoneal  urine.  There  was  com- 
plete disruption  of  the  left  ureteropelvic  junction,  but  the 
kidney  itself  had  minimal  evidence  of  trauma.  After  the  tran- 
sected ends  were  freshened  and  the  ureter  spatulated,  a 
standard  dismembered  pyeloplasty  was  performed  over  a 6 
Fr  JJ  stent  with  proximal  nephrostomy  tube  diversion.  Post- 
operative recovery  was  unremarkable,  and  a nephrostogram 
on  the  ninth  postoperative  day  showed  no  extravasation  (Fig. 
3).  The  nephrostomy  tube  was  removed  on  the  tenth  post- 
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operative  day  and  the  JJ  stent  was  removed  at  six  weeks. 
Follow-up  intravenous  pyelography  at  three  months  showed 
prompt  drainage  with  a good  functioning  kidney.  After  one 
year  no  significant  neurologic  sequelae  of  the  head  injury  re- 
mained, and  he  was  pursuing  the  normal  activities  of  a healthy 
10-year-old. 

Discussion 

In  1869  the  first  known  case  of  ureteral  avulsion 
from  nonpenetrating  trauma  was  reported  in  a 33-year- 
old  woman.  Her  right  ureter  was  avulsed  when  she 
was  squeezed  between  the  footstep  of  a railway  car- 
riage and  the  station  platform.  She  died  within  six 
days.'  Since  then  there  have  been  approximately  50 
patients  with  ureteral  avulsion  injuries  reported  of 
which  seven  were  bilateral. The  most  common  site 
of  disruption  is  the  ureteropelvic  junction,  followed  by 
the  ureter  within  4 cm  of  the  ureteropelvic  junction, 
then  the  proximal  ureter  and  mid-ureter.  The  mecha- 
nism of  injury  is  acute  deceleration/acceleration,  and 
usually  involves  a motor  vehicle  with  the  majority  of 
the  victims  being  struck  as  a pedestrian.  In  addition, 
this  injury  has  been  seen  in  children  approximately 
three  times  as  often  as  in  adults,  and  the  right  collect- 
ing system  has  been  involved  approximately  three  times 
as  often  as  the  left.^ 

The  pathophysiology  of  ureteral  avulsion  injuries  is 
now  fairly  well  accepted.  In  1896  Kuster  postulated 
compression  of  the  kidney  and  pelvis  against  the  12th 
rib  or  upper  lumbar  transverse  processes  with  associ- 
ated lateral  flexion  of  the  trunk  as  being  responsible.® 
This  was  confirmed  by  Blanel  in  a cadaver  study  in 
1906,  as  well  as  in  1950  by  Wilenius,  who  also  noted 
that  a sudden  downward  pull  of  the  ureter  produced  a 
rupture  immediately  below  the  ureteropelvic  junc- 
tion.’ Since  the  report  of  the  first  bilateral  ureteropel- 
vic avulsion  by  Ainsworth  et  ab  in  1966,  the  necessity 
for  lateral  flexion  as  a component  of  injury  was  dis- 
puted, and  it  is  now  thought  that  hyperextension  with 
sudden  acceleration  or  deceleration  is  responsible  for 
this  injury.  In  addition,  this  theory  seems  to  be  con- 
firmed by  the  preponderance  of  children  involved,  as 
exaggerated  truncal  flexibility  and  suppleness  puts  them 
at  greater  risk  for  this  injury.  The  ureter  is  thought  to 
act  as  a bowstring,  causing  the  collecting  system  to  snap 
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Figure  1.  Initial  CT  scan  with  contrast  showing  prompt  bilateral  ne- 
phrogram. Although  it  was  interpreted  as  normal,  there  does  appear 
to  be  a small  collection  medial  to  the  left  kidney. 


Figure  2.  CT  cut  from  study  on  hospital  day  4 revealing  a left  periren- 
al collection. 


Figure  3.  Nephrostogram  on  ninth  postoperative  day  showing  a well- 
healed  left  ureteropelvic  junction. 


against  the  vertebral  column,  resulting  in  avulsion.^ 

The  diagnosis  of  this  injury  may  be  difficult,  and  is 
often  delayed  as  in  this  case;  in  fact,  in  the  review  by 
Palmer  and  Drago^  only  40%  of  42  cases  were  recog- 
nized on  initial  evaluation.  The  classic  radiologic  signs 
for  this  injury  were  described  in  1972,'"  and  include  (1) 
good  renal  excretion  of  contrast  material,  (2)  undam- 
aged calyces,  (3)  extravasation  of  contrast  material  in 
the  region  of  the  ureteropelvic  junction,  and  (4)  non- 
visualization of  the  affected  ureter.  Two  points  with 
regard  to  imaging  modalities  need  to  be  emphasized: 
(1)  In  the  presence  of  a renovascular  or  pedicle  injury 
no  extravasation  will  be  seen,  and  (2)  regardless  of 
whether  excretory  urography  or  now  more  commonly 
CT  scanning  is  used,  delayed  films  must  be  taken.  An 
important  clinical  point  to  remember  is  that  hematuria 
(even  microscopic)  may  be  absent  in  up  to  31%.' 
Therefore,  clinical  suspicion  and  delayed  films  on  im- 
aging studies  are  of  utmost  importance  for  making  the 
diagnosis  of  this  injury. 

In  1959  SerighC  emphasized  that  good  results  could 
be  obtained  with  the  surgical  repair  of  this  traumatic 
lesion.  Prior  to  this  report  the  primary  modality  of 
treatment  was  nephrectomy.  The  most  common  and 
successful  type  of  repair  procedure  is  the  dismembered 
pyeloplasty.  In  Seright’s  report  five  out  of  29  results 
were  considered  unsatisfactory,  and  of  these  three  ul- 
timately came  to  nephrectomy.^  In  this  review,  six  pa- 
tients were  treated  with  primary  nephrectomy  and  a 
small  number  of  others  were  treated  by  primary  end- 
to-end  repair,  ureterocalicostomy,  Davis  intubation 
and/or  autotransplantation.^  Likewise,  it  has  been 
shown  by  Seright  and  supported  by  others  that  a delay 
in  surgical  reconstruction  either  for  therapeutic  rea- 
sons or  because  of  delay  in  diagnosis  did  not  affect  the 
outcome. 

In  summary,  ureteral  avulsion  injuries  due  to  blunt 
abdominal  trauma  are  rare,  but  seem  to  be  increasing. 
With  appropriately  performed  imaging  studies  and  a 
high  index  of  suspicion  at  initial  evaluation,  an  early 
diagnosis  should  be  made,  and  in  the  majority  of  cases 
a satisfactory  result  will  be  obtained  with  reparative 
surgery.  r'  7^ 
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Health  and  Environment  Report 


Incentive  Programs  Attract  Physicians 

DAWN  K.  SADLER 


When  the  Governor’s  Cabinet  Council  on  Indigent 
Care  went  across  the  state  asking  rural  community 
leaders  why  they  thought  they  had  problems  attracting 
health  care  professionals  to  their  area,  numerous 
problems  were  identified. 

Young  physicians  were  heavily  in  debt  from  medi- 
cal school  expenses  and  needed  to  locate  in  areas  where 
they  could  assure  themselves  of  enough  income  to  meet 
these  debts.  They  didn’t  have  money  to  start  their  own 
practice,  so  they  had  to  look  for  help  from  someone 
already  established.  Even  if  they  could  arrange  to  lo- 
cate in  a rural  area  as  a solo  practitioner,  what  were 
they  supposed  to  do  when  they  needed  a vacation  or 
a break? 

In  response  to  these  problems  and  other  identified 
indigent  health  care  needs,  the  council  proposed  two 
pieces  of  legislation  which  the  General  Assembly 
passed  last  year  to  meet  the  Governor’s  objective  of 
providing  accessible,  affordable,  and  available  health 
care  to  all  Tennesseeans. 

The  “Health  Access  Act  of  1989’’  was  created  to 
encourage  health  care  professionals  to  locate  in  medi- 
cally underserved  areas.  This  legislation  provides  a 
funding  mechanism  for  the  Commissioner  of  the  Ten- 
nessee Department  of  Health  and  Environment 
(TDHE)  to  develop  programs  encouraging  the  loca- 
tion of  appropriate  health  care  practitioners  in  areas 
of  the  state  designated  as  health  resource  shortage 
areas.  Funding  was  created  using  the  state’s  aban- 
doned property  account,  thus  costing  the  state  no  new 
dollars.  The  legislation  specifies  that  half  of  the  amount 
available  be  spent  for  this  purpose  and  the  other  half 
be  invested  so  that  eventually  the  dollars  gained  from 
the  earnings  of  the  principal  will  make  the  fund  self- 
sustaining  and  no  longer  dependent  on  abandoned 
property  funds. 

Already  six  physicians  have  signed  contracts  with 
the  state  and  have  located  practices  in  community  re- 
source shortage  areas.  Family  practitioners  doing  ob- 
stetrics have  located  in  Cheatham,  Fayette,  Lauder- 
dale, Lincoln,  and  Wayne  counties;  an  internist  has 
now  located  in  Morgan  County. 
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In  addition,  letters  of  intent  are  being  processed  for 
four  additional  family  practitioners  who  do  obstetrics, 
and  one  obstetrician.  The  counties  that  will  benefit 
from  the  services  of  these  individuals  are  Fentress, 
Haywood,  Maury,  Wayne,  and  Weakley.  (Others  have 
made  application,  and  these  are  currently  under  re- 
view.) 

These  11  individuals  are  signing  two-and-a-half  year 
commitments  with  the  state  to  practice  in  these  com- 
munity resource  shortage  areas  and  are  receiving  up 
to  $50,000  in  loan  repayment.  This  is  the  primary  grant 
available  through  the  state. 

However,  in  an  effort  to  address  the  other  areas  of 
concern  expressed  by  rural  community  leaders,  several 
other  incentive  programs  have  been  developed.  For 
those  who  have  no  resources  for  establishing  a practice 
in  a rural  area,  a $25,000  one-time  only  start-up  grant 
is  available.  Up  to  $5,000  a year  may  be  obtained  for 
locum  tenens  for  physicians  who  need  coverage  while 
they  take  a vacation.  Paid  financial  technical  assis- 
tance is  also  available  to  assist  the  new  physician  in 
managing  his  office.  Family  practitioners  who  would 
do  obstetrics  if  it  weren’t  for  the  cost  of  malpractice 
insurance  may  apply  to  the  state  for  payment  of  the 
differential  in  their  current  insurance  versus  the  cost 
of  doing  obstetrics,  and  an  extended  term  incentive 
program  is  available.  A physician  who  fulfills  his  two- 
and-a-half  year  commitment  and  wants  to  remain  in 
the  community  but  believes  he  will  not  receive  ade- 
quate financial  compensation  for  his  practice  may  ap- 
ply for  this  incentive  of  $10,000  per  year  for  an  addi- 
tional five-year  commitment. 

Application  for  any  of  these  incentives  must  be 
made  through  the  area’s  community  health  agency 
(CHA).  Eight  CHAs  were  created  last  year  under  the 
authority  of  the  Community  Health  Agency  Act  of 
1989,  which  was  also  passed  by  the  96th  General  As- 
sembly at  the  recommendation  of  the  Governor’s  Task 
Force  on  Indigent  Health  Care.  The  Act’s  purpose  is 
to  provide  a mechanism  to  encourage  coordination  of 
health  care  for  indigents  by  establishing  CHAs.  Gov- 
ernor McWherter  recently  announced  the  appoint- 
ment of  91  members  to  CHA  boards  across  the  state, 
many  of  them  physicians  and  members  of  TMA. 

The  plan  for  each  CHA  includes  a referral  system 
to  ensure  access  to  medical  care,  liability  insurance 
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coverage  for  private  physicians  who  volunteer  to  treat 
indigent  patients,  direct  financial  assistance  for  pay- 
ment of  laboratory  expenses  incurred  by  indigent  pa- 
tients, and  provision  of  direct  medical  services  as  a last 
resort  in  cases  where  private  care  is  unavailable. 

One  of  the  responsibilities  of  each  CHA  is  to  de- 
termine areas  of  health  care  need  and  see  that  services 
are  made  available  for  indigents  to  meet  these  needs. 
Therefore,  each  CHA  will  designate  community  re- 
source shortage  areas  within  its  boundaries.  These  areas 
will  be  so  designated  because  they  have  indigent  or 
Medicaid  patients  who  are  inadequately  served.  It  will 
then  be  up  to  the  CHA  to  meet  the  needs  of  each  of 
these  areas.  For  this  reason,  applications  for  partici- 
pation in  any  of  the  incentive  programs  available 
through  the  Health  Access  Act  must  come  through  the 
appropriate  CHA.  Once  the  CHA  decides  to  recom- 
mend someone  for  one  of  these  incentives,  the  TDHE 
will  begin  processing  the  application  for  approval. 

For  more  information  about  any  of  these  incentive 
programs  or  to  find  out  about  your  area’s  CHA,  call 
the  TDHE  Health  Access  staff  at  (615)  741-7308. 
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YOHIMBINE  HCI 


DescripUoti:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications;  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications;  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning;  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions;  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'''2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.  ^ ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ''  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Va  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Applied:  Oral  tablets  of  Yocon®  1/12  gr,  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 

References: 

1.  A,  Morales  et  al..  New  England  Journal  of  Medi- 
cine; 1221 . November  12, 1981 . 

2.  Goodman,  Gilman  — The  Pharmacological  basis 
of  Therapeutics  6th  ed.,  p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  et  at..  The  Journal  of  Urology  128: 

45-47, 1982. 

Rev.  1/85 


AVAILABLE  AT  PHARMACIES  NATIONWIDE 


PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201)  569-8502 
1-800-237-9083 


AAAY,  1990 


245 


Loss  Prevention  Case  of  the  Month 


A “Cut”  in  the  Dark 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

A 45-year-old  woman  had  a total  abdominal  hysterectomy 
and  a right  salpingo-oophorectomy  ten  years  ago  because  of 
uterine  fibroids  with  excessive  bleeding  and  a right  tubo- 
ovarian  mass  that  proved  to  be  an  old  tubo-ovarian  abscess. 
The  operative  note  describing  that  surgery  emphasized  that 
marked  adhesions  required  extensive  blunt  and  sharp  dissec- 
tion in  order  to  remove  the  diseased  structures.  The  note  de- 
scribed the  identification  of  the  ureters  on  both  sides  from 
the  pelvic  brim  inferiorly. 

The  patient  came  to  her  Ob/Gyn  primary  physician  com- 
plaining of  pain  in  the  left  lower  abdomen  radiating  into  the 
back.  The  physical  examination  revealed  a tender  mass  in  the 
left  adnexal  region,  and  ultrasonography  was  reported  to  show 
a cystic  mass  in  the  region  of  the  left  ovary.  The  patient  was 
given  a broad  spectrum  antibiotic  for  one  week  and  told  to 
return  to  see  her  physician.  The  findings  on  pelvic  examina- 
tion were  essentially  unchanged  except  that  the  tenderness 
was  somewhat  decreased.  Surgery  was  recommended. 

After  a thorough  discussion  of  the  planned  operation,  in- 
cluding the  possibility  of  injury  to  structures  adjacent  to  the 
tubo-ovarian  mass,  surgery  was  scheduled.  At  operation, 
adhesions  encountered  were  much  worse  than  expected.  There 
were  no  identifiable  cleavage  planes,  and  by  slow  tedious  blunt 
and  sharp  dissection  the  left  adnexal  area  was  exposed.  The 
expected  7-cm  cystic  mass  was  found  thoroughly  stuck  to  the 
posterior  peritoneum.  With  difficulty  the  mass  was  freed  up 
and  a clamp  was  placed,  allowing  the  excision  of  the  cyst. 
The  operative  note  did  not  describe  the  left  ureter  or  at- 
tempts to  identify  it. 

Postoperatively  the  patient  had  more  than  the  expected 
amount  of  pain  posteriorly  on  the  left  side.  A low-grade  fever 
up  to  100°F  orally  continued  for  about  four  days  after  surgery 
but  returned  to  normal  on  antibiotics.  The  postoperative  ur- 
ine was  within  normal  limits. 

The  patient  was  discharged  on  the  sixth  postoperative  day 
but  continued  to  require  oral  analgesics  because  of  pain  in 
the  left  lower  abdomen  and  back.  She  was  seen  two  weeks 
after  surgery,  and  because  of  continued  pain  an  x-ray  (KUB) 
was  done  which  showed  an  enlarged  kidney  shadow  on  the 
left.  Further  investigation  by  cystoscopy  and  left  ureteral 
catheterization  showed  the  left  ureter  to  be  completely 
blocked.  Corrective  surgery  followed  initial  operation  by  about 
16  days,  and  although  the  left  ureter  was  successfully  im- 
planted into  the  bladder,  a vesicovaginal  fistula  developed 
and  two  successive  operations  were  required  to  correct  the 
problem. 


Dr.  Avery  is  chairman  of  the  Loss  Prevention  Committee,  State 
Volunteer  Mutual  Insurance  Company,  Brentwood,  and  medical  di- 
rector for  Ambulatory/Outpatient  Services,  St.  Thomas  Hospital, 
Nashville. 


After  about  six  months,  with  the  patient  recovered,  a law- 
suit was  filed  alleging  a lack  of  informed  consent  and  negli- 
gent surgery  in  that  the  left  ureter  was  severed,  requiring  the 
additional  operations,  hospitalization,  and  loss  of  time.  The 
patient  complained  that  although  her  discussion  with  her  sur- 
geon did  mention  the  possibility  of  injury  to  adjacent  struc- 
tures, she  was  not  thoroughly  apprised  of  the  seriousness  of 
such  a complication.  Since  the  operative  note  following  the 
total  abdominal  hysterectomy  and  right  salpingo-oophorec- 
tomy some  ten  years  earlier  had  emphasized  the  severe  adhe- 
sions, she  contended  that  her  doctor  should  have  anticipated 
that  problem  and  taken  the  appropriate  precautions  relative 
to  protecting  the  left  ureter. 

Since  there  was  no  description  in  the  operative  note  of 
the  attempt  the  surgeon  said  that  he  made  to  identify  the  left 
ureter,  it  could  not  be  substantiated  that  an  acceptable  stand- 
ard of  care  was  followed.  On  this  basis  a settlement  was  rec- 
ommended. 

Loss  Prevention  Comments 

In  our  surgeon’s  preoperative  conversation  with  his 
patient  he  talked  about  the  possibility  of  injuring  ad- 
jacent structures  including  the  urinary  bladder  and  the 
ureter.  He  said  he  made  a judgment  at  the  table  that 
attempting  to  skeletonize  the  left  ureter  was  more  of 
a risk  to  his  patient  than  proceeding  to  carefully  dis- 
sect the  cyst  and  remove  it. 

The  question  must  be  asked,  “What  could  he  have 
done  to  prevent  injury  to  the  left  ureter?”  In  this  par- 
ticular case,  given  the  massive  adhesions  and  the  ina- 
bility to  palpate  the  ureter,  a urologist  could  have  been 
consulted  to  attempt  to  catheterize  the  ureter  so  that 
its  course  could  be  definitely  determined.  The  experts 
who  reviewed  this  case  believed  that  the  surgeon  did 
not  perform  up  to  an  acceptable  standard  in  that  the 
operative  note  did  not  describe  any  attempt  to  identify 
the  left  ureter,  and  faced  with  a failure  to  identify  the 
ureter  the  operator  did  not  call  for  help  in  the  oper- 
ating room  to  protect  it. 

The  informed  consent  in  this  case  was  adequate.  A 
defense  could  have  been  made  if  there  had  been  good 
documentation.  It  is  a principle  worth  remembering 
that  the  determining  factor  in  all  malpractice  action  is 
whether  or  not  the  care  received  by  the  patient  meets 
the  acceptable  standard  as  established  by  our  own  col- 
leagues. r ^ 
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TMA — Down  and  Out? 

If  I could  start  over  today,  would  I do  anything  differently?  We  all  face 
this  question  at  times  of  self-evaluation,  such  as  New  Year’s  Day  and  birth- 
days. Group-oriented  institutions  such  as  TMA  do  that  at  annual  meetings, 
and  at  momentous  crossroads,  such  as  the  medical  liability  crisis,  which  led 
to  the  birth  of  SVMIC.  Right  now  we  seem  to  be  at  such  a crossroads.  Do 
we  stay  in  our  cramped  headquarters,  limit  our  programs,  and  keep  our 
dues  near  the  national  low,  or  do  we  escalate  to  a higher,  perhaps  more 
successful,  level? 

I have  been  told  that  when  a lobster  reaches  the  weight  of  one  pound, 
further  growth  is  restricted  by  its  shell.  At  that  critical  point,  the  lobster 
must  shed  its  protective  shell  to  achieve  the  next  level  of  growth.  As  a shell 
is  shed,  the  lobster  goes  through  a period  of  vulnerability.  Even  a fish  could 
eat  a soft  lobster  at  that  stage.  As  a new  shell  is  generated,  the  lobster  is 
free  to  grow.  The  lobster  really  had  no  other  choice,  and  I believe  the  TMA 
is  in  the  same  situation.  We  have  more  members  than  ever  before,  and  we 
have  more  problems  than  before;  some  we  haven’t  even  recognized  yet.  We 
must  soften  the  negatives,  build  on  the  positives,  and  advance  the  influence 
of  the  physician. 

It  is  a time  for  commitment.  We  need  sufficient  financial  resources  and  manpower  to  do  the  job. 
A weak  TMA  at  this  juncture  is  unthinkable.  Charlie  Brown’s  sister  Sally  says  to  Charlie,  “I  am 
doomed!  I need  to  write  a report  on  rivers,  and  it  is  due  next  week,  and  I know  I am  going  to  fail.” 
Charlie  says  to  her,  “Well,  why  don’t  you  work  real  hard  and  turn  in  the  best  report  you  can  possibly 
write?”  Sally  meekly  replies,  “You  know,  that  never  occurred  to  me.”  To  the  infectious  disease 
specialist,  STD  has  very  current  application.  Those  letters  also  can  mean  syndrome  of  terminal  drift- 
ing. Let  us  all  make  a commitment  to  prevent  STD. 

In  my  writing,  I often  use  material  from  the  sermons  of  Dr.  W.  Frank  Harrington,  minister  of 
Peachtree  Presbyterian  Church  in  Atlanta.  He  repeated  the  following  story  several  years  ago,  and  I 
believe  it  applies  to  us — the  TMA. 

When  the  Oakland  Raiders  were  the  Oakland  Raiders,  they  trained  in  Santa  Rosa,  California. 

Near  Santa  Rosa  is  a monument  to  writer  Jack  London.  London’s  home  is  preserved  as  a historic 
site.  Some  years  ago,  one  of  the  sports  writers  got  a little  bored  at  watching  the  Raiders  in  practice, 
so  he  wandered  off  and  visited  Jack  London’s  home.  While  he  was  wandering  through  the  home, 
he  saw  some  of  the  matchless  prose  of  Jack  London  preserved  on  little  plaques  in  the  home.  He 
stopped  before  one  plaque  and  wrote  down  some  words.  When  he  got  back  to  the  practice  field, 
he  walked  up  to  Ken  Stabler,  better  known  as  “Snake,”  and  asked  him  to  read  the  words  he  had 
copied:  “.  . . I would  rather  be  ashes  than  dust!  I would  rather  that  my  spark  would  burn  out  in  a 
brilliant  blaze  than  it  should  be  stifled  by  dry  rot.  I would  rather  be  a superb  meteor,  every  atom 
of  me  in  magnificent  glow,  than  a sleepy  and  permanent  planet.  The  proper  function  is  to  live,  not 
exist.  I shall  not  waste  my  days  in  trying  to  prolong  them.  I shall  use  my  time.” 

The  sports  writer  asked,  “Snake,  what  does  that  mean  to  you?” 

Listen  ...  to  what  “Snake”  Stabler  said!  He  said,  “Throw  deep,  throw  deep!” 

Colleagues  in  Medicine,  this  is  no  time  to  go  down  and  out  . . . throw  deep! 


Hamel  B.  Eason 
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The  Blandishments  of  Frugality,  or 
The  Great  Gored  Herd 

The  late  Sam  Clark,  M.D.,  my  professor  of 
anatomy  in  medical  school,  and  when  I returned 
with  my  family  to  live  in  Nashville,  our  neighbor 
and  dear  friend,  loved  plays  on  words.  One  of 
his  favorites  was  the  story  of  how  the  word  frugal 
was  forever  ruined  for  him.  There  was,  he  said, 
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a teacher  who  would  stimulate  the  imagination 
of  her  young  charges  by  giving  them  a word  on 
which  to  build  a story.  The  word  on  this  partic- 
ular day  was  frugal,  which  she  defined  as  to  stint 
or  to  save.  After  a time,  Suzie  allowed  as  how 
she  was  ready  with  her  story,  and  at  the  teacher’s 
nod,  she  began. 

Once  upon  a time,  Suzie  said,  there  was  a 
knight  in  shining  armor  riding  his  white  charger 
through  a forest  in  a faraway  land.  Suddenly, 
shattering  the  stillness  that  up  to  then  had  been 
broken  only  by  the  clop-clop  of  his  horse’s 
hooves,  came  a cry,  “Heeeelp!  Heeeeeeeelp!” 
Seeing  no  one,  and  casting  about  to  find  whence 
came  the  cry,  he  happened  on  a break  in  the  un- 
derbrush, which  on  closer  inspection  disclosed  a 
large,  deep  hole.  Peering  into  the  darkness  be- 
low, he  spied  a lovely  maiden  dressed  all  in  white. 
Seeing  him,  she  cried,  “Oh,  Sir!  Ohhhhhhhhhh 
Sir!  Frugal  me!  Frugal  me!”  So  he  sprang  from 
his  horse,  and  jumped  in  and  frugaled  her,  and 
they  lived  happily  ever  after.  Such  are  the  blan- 
dishments of  frugality. 

Notwithstanding  that,  blandishments  is  not  a 
word  one  ordinarily  associates  with  frugality. 
With  profligacy,  maybe;  but  frugality — hardly. 
Frugality  implies  saving  to  the  point  of  parsi- 
mony. In  a word,  stingy.  It  is  a virtue  only  to  the 
parsimonious.  It  seems  a paradox  that  though 
welfare  agencies  are  universally  very  parsimo- 
nious when  it  comes  to  the  dole,  they  at  the  same 
time,  according  to  recent  disclosures,  reward  fru- 
gality in  the  recipients  of  their  self-styled  largesse 
with  censure,  fines,  and  possible  imprisonment. 

The  Wall  Street  Journal  devoted  a recent  front- 
page column  to  an  account  of  the  misadventures 
of  a young  single  mother  in  Milwaukee  by  the 
name  of  Grace  Capetillo,  who  for  the  sake  of  her 
small  daughter  Michelle  not  only  scrimped  on  her 
pittance  from  welfare,  which  is  legitimate,  but 
also  saved,  which,  according  to  the  rules,  isn’t. 
She  wanted,  she  said,  to  buy  a refrigerator  and 
eventually  to  help  send  her  daughter  to  college. 
Over  a period  of  three  years  she  socked  away, 
from  her  monthly  dole  of  $440  a month  plus  $60 
in  food  stamps,  $3,000;  she  did  it  by  working  hard 
at  seeking  bargains  and  buying  from  Goodwill  and 
the  likes.  Revealed  to  welfare  by  the  snoops  at 
the  IRS,  her  savings  subjected  her  to  a charge  of 
fraud,  with  the  possibility  of  a $16,000  fine  plus 
the  $3,000  she  had  saved,  in  addition  to  the  threat 
of  a prison  sentence.  “We  are  not,”  said  the  wel- 
fare worker,  “in  the  business  of  passing  out 
toasters  at  the  end  of  the  month.”  I bet  she  said 
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it  just  like  that,  too.  The  judge,  who  at  first  had 
trouble  figuring  out  what  Ms.  Capetillo’s  crime 
was,  made  it  plain  he  didn’t  think  much  of  the 
rules.  He  fined  Grace  $1,000  and  put  her  on  a 
year’s  probation.  Michelle  is  starting  kindergar- 
ten this  year,  and  so  Grace  will  be  able  to  get  a 
job.  I predict  a bright  future  for  her. 

I worry  about  Michelle,  though.  So  did  the 
judge.  After  the  lawyers  explained  to  him  that 
the  rules  forbid  saving  money,  the  judge  opined, 
“I  don’t  know  how  much  more  powerfully  we 
could  say  to  the  poor  in  our  country:  Don’t  try 
to  save.  . . . Apparently  [saving]  is  an  incentive 
[as  President  Bush  promotes  his  plan  for  family 
savings  accounts]  that  this  country  would  only 
give  to  the  rich.” 

I didn’t  know  whether  to  laugh,  cry,  or  fly  into 
a rage,  and  I did  (figuratively,  of  course)  all  three 
by  turns.  After  three  days  my  innards  are  still 
churning  over  it.  The  judge  went  on  to  say  that 
he  had  always  thought  double  dipping  was  hold- 
ing a job  at  the  same  time  one  is  drawing  wel- 
fare. He  didn’t  think  it  ruled  out  depriving  one- 
self of  some  things  in  order  to  get  others.  As 
everybody  knows,  none  better  than  Grace,  the 
only  way  you  can  have  the  others  is  save  for 
them.  She  was  simply  doing  the  best  she  could 
with  the  little  she  had  to  work  with — and  all  for 
Michelle.  Her  court-appointed  lawyer,  and  even 
the  judge,  believed  that  had  she  decided  to  fight 
the  charge,  the  jury  would  have  sided  with  her  (I 
know  I would  have),  but  Grace  was  too  fright- 
ened to  pursue  it.  She  bought  a stove  to  replace 
the  hot  plate  she  had  been  using,  a refrigerator, 
a washing  machine,  and  a bedroom  suite  for  Mich- 
elle to  avoid  having  her  welfare  check  cut  off. 

Grace  learned  frugality  from  her  father,  who 
supported  nine  children  on  a modest  income  from 
a local  tannery.  I wonder  from  whom  Michelle 
will  learn.  One  hopes  she  will  learn  from  her 
mother,  and  not  from  the  Great  Society.  We  all 
know  what  lesson  the  Great  Society  teaches.  Its 
lesson  is  a legacy  from  the  New  Deal  of  Mich- 
elle’s grandparents’  generation,  and  it  is  at  the 
root  of  a good  many,  if  indeed  not  most,  of  our 
problems  today.  It  is  customary  for  everyone  (or 
almost  everyone)  but  lawyers  (and  maybe  some 
of  them,  too)  to  blame  the  lawyers  for  the  mess 
we  is  in;  like  most,  if  not  all,  doctors,  I have — 
and  to  an  extent  do.  While  I don’t  exonerate 
them  here,  to  be  fair  one  has  to  recognize  that 
the  lawyers  have  only  enlarged  and  developed  a 
gold  mine  that  was  already  there.  Young  men 
casting  about  for  a livelihood  simply  followed  the 


way  of  Willie  Sutton,  and  went  where  the  money 
was. 

The  name  of  the  working  gold  mine,  put  there 
by  the  New  Deal,  is  “I  Got  Mine.”  What  is  mined 
there  is  whatever  gold  the  lawyers  can  gouge  from 
wherever.  The  plaintiffs  get  not  much  of  it,  con- 
sidering it  was  their  misfortune  that  gained  their 
lawyers  access  to  the  mine  in  the  first  place,  but 
they  generally  figure  that  whatever  they  get  is 
better  than  the  nothing  they  would  have  gotten 
otherwise.  Noting  that,  and  noting  also  that 
judges  are  paring  the  awards  sometimes  by  as 
much  as  90%,  juries  are  awarding  huge  amounts 
of  money. 

It  is  not  unnatural,  of  course,  for  us  doctors 
to  believe  we  are  the  ones,  of  everyone  on  earth, 
most  put  upon  in  this  regard.  Such  is  not  the  case, 
however;  the  largest  awards,  now  up  to  $75  mil- 
lion to  each  of  two  plaintiffs  in  one  case,  have 
been  against  large  companies  (Celotex,  to  be 
specific,  for  that  one;  it  was  asbestos-related). 
Nevertheless,  the  largest  awards  are  all  health- 
related.  The  Senator  of  Chappaquiddick  is  re- 
sponsible for  that  one,  having  nearly  two  dec- 
ades ago  now — or  maybe  it  is  nearly  three;  I for- 
get— persuaded  the  American  populace  that  in 
addition  to  life,  liberty,  and  the  pursuit  of  hap- 
piness, sho’  nuff  happiness  and  good  health  are 
God-given,  and  therefore  constitutionally  guar- 
anteed, rights.  Anyone  not  furnishing  good  health 
and  happiness  to  all  comers  is  therefore  depriv- 
ing his  fellow  citizens  of  their  birthright,  and  you 
know  who  is  first  and  foremost,  in  the  senator’s 
meagre  intellect,  guilty  of  that.  That  happiness  is 
illusory  and  that  all  must  die  has  seemed  to  es- 
cape the  senator  and  his  ilk.  If  a doctor  doesn’t 
cure,  it  is  bound  to  have  been  through  negli- 
gence, and  lawyers  are  there  to  help  the  ag- 
grieved extract  at  least  a pound  of  his  flesh.  I 
guess  it  could  always  be  worse;  the  Chinese  used 
to  chop  off  the  head  of  the  unsuccessful  doctor, 
and  the  Borgias  slipped  him  a fatal  Mickey. 

One  might  take  the  position,  and  I don’t,  that 
the  pittance  on  which  Grace  Capetillo  “got  rich” 
was  hers  by  right.  One  might  also  take  the  posi- 
tion, and  welfare  does,  that  after  her  savings 
reached  $1,000  she  was  stealing  from  the  govern- 
ment. The  third  position  one  might  take,  and  it 
is  mine,  and  I gather  the  judge’s,  too,  is  that 
having  been  determined  eligible  for  welfare, 
Grace  owned  the  money  not  by  right  but  by  en- 
titlement, and  that  the  rules  forbidding  her  from 
saving  some  of  it  are  worse  than  stupid;  they  are 
counterproductive,  not  to  mention  immoral.  Not 
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only  do  they  not  protect  the  public;  they  cost  the 
public  dearly. 

But  then,  who  would  expect  that  the  bureau- 
cracy would  be  able  to  see  anything  so  obvious 
and  so  reasonable  as  that?  I have  been  talking 
about  doctors  simply  because  in  that  particular 
instance  it  is  our  ox  that  is  being  gored.  Our  ox, 
though,  is  simply  one  member  of  the  Great  Gored 
Herd;  the  pity  is  that  some  of  them  don’t  even 
know  yet  that  They’ve  Gotten  Theirs. 

J.B.T. 


Home  Plate 

Mention  home  plate,  and  for  almost  anyone 
nearly  anywhere  on  the  globe,  civilized  or  devel- 
oping or  what  have  you,  it  will  conjure  up  im- 
ages of,  “Play  ball!”  I don’t  know  how  home  plate 
came  to  be  called  that;  the  other  bases  are  prop- 
erly bases,  and  have  been  referred  to  as  bags, 
sacks,  and  so  on,  probably  because  they  are,  or 
at  least  were.  So  far  as  I know,  however,  home 
plate  is  just  that  and  nothing  else,  unless  it  is  ab- 
breviated to  just  “plate,”  as  in  “put  it  over  the.” 

That  is  not  the  home  plate  I am  talking  about 
here,  though.  That  home  plate,  or  Home  Plate, 
will  be  recognizable  to  a vanishingly  small  group, 
comparatively,  and  it  likely  doesn’t  even  exist 
anymore.  It  is,  or  was,  a restaurant  in  Chatta- 
nooga that  50  or  more  years  ago  was  a popular 
place  for  business  people  and  peasants  alike  to 
lunch.  At  35  cents  the  Blue  Plate  Special  cost  me 
about  an  hour  and  a half’s  wages  as  stock  boy 
during  the  summer  in  my  father’s  hotel  and  res- 
taurant supply  business.  I’m  not  sure,  either,  how 
Mr.  Hudlow  happened  to  name  his  restaurant 
The  Home  Plate — whether  to  give  it  a sports  im- 
age or  a home  image.  Since  Joe  Engle,  owner  of 
the  Lookouts,  Chattanooga’s  baseball  team,  was 
a friend  of  his,  it  was  likely  both.  The  only  thing 
I am  sure  of  is  that  it  is  too  late  to  find  out  now. 

This  editorial,  oddly  enough  (or  not  oddly 
enough  if  you  have  become  accustomed  to  my 
way  of  doing  things),  is  not  about  either  of  those. 
It  isn't  even  about  coolie  wages,  though  that  is 
why  I opened  this  piece  the  way  I did.  My  lunch, 
when  I ate  at  The  Home  Plate,  which  I often  did 
because  it  was  only  a few  blocks  from  where  I 
worked,  cost  me  just  short  of  20%  of  my  day’s 
wages,  which  is  why  I frequently  brown-bagged 
it.  What  I make  as  editor  of  this  journal  would 
buy  lunch  for  not  only  me,  but  my  wife  too — if 
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we  didn’t  eat  much.  There  have  to  be  more  ad- 
vantages to  the  job  than  that,  and  there  are.  What 
else  I get  is  to  write  what  I please.  And  I do, 
even  though  on  occasion  that  has  earned  me  such 
appellations  as  insensitive,  chauvinistic,  illiter- 
ate, frivolous,  cavalier,  opinionated,  curmud- 
geonly, ignorant,  and  other  less  complimentary 
ones.  To  which  my  general  response  is,  OK,  so 
you  do  it,  though  in  own  my  curmudgeonly,  in- 
sensitive, chauvinistic  way  I try  to  phrase  it  more 
delicately.  The  Board  of  Trustees  of  this  Associ- 
ation, bless  their  hearts,  have  in  all  instances 
stood  solidly  behind  me  in  my  travail,  whenever, 
and  it  is,  after  all,  to  them  alone  I am  answer- 
able.  So  there! 

Now,  to  get  down  to  business.  This  is,  to  put 
it  in  perspective,  more  a generic  sob  story  than  a 
paen  to  a person,  though  it  is  sort  of  that,  too. 
Like  funerals,  retirements  (both  of  which  I am 
becoming  increasingly  involved  in,  though  mer- 
cifully firsthand  in  neither,  so  far)  can  be  messy 
business.  People  often  have  to  scramble  around 
pretty  nimbly  to  try  to  find  something  nice  to  say 
about  the  dear  departed  or  departing,  and  the 
latter  often  takes  the  form  of  a roast  as  a cover- 
up  (so  may  the  former,  if  you  get  what  I mean, 
but  we  are  not  supposed  to  pass  judgment  on 
that).  I went  to  a retirement  party  the  other  day 
where  some  nice  things  were  said  and  some  fun- 
ny things  were  said  and  some  best  wishes  were 
wished,  and  it  was  all  refreshingly  sincere,  and 
therefore  appropriate,  particularly  since  it  was 
antemortem  and  in  plain  view  of  the  honoree.  If 
you  think  my  recounting  of  it  inappropriate, 
please  refer  to  the  above  paragraphs,  and  wel- 
come to  the  club.  (I  have  been  gratified  over  the 
years,  I have  to  add  here,  to  find  membership, 
or  at  least  manifested  membership,  in  that  club 
remarkably  small,  for  which  I thank  all  of  you 
who  have  managed  either  to  stay  out  of  it  or  not 
let  me  know  you  were  in  it.  Maybe  all  of  you 
have  nonresident  membership;  I wouldn’t  know. 
That,  too,  is  your  privilege.) 

The  subject,  or  object  if  you  prefer,  of  these 
next  few  paragraphs  drove  into  a filling  station 
one  day,  he  recalls,  only  to  have  the  attendant 
tell  him,  “Say,  doc.  I’ve  got  a Polish  joke  for 
you.”  In  response  to  our  hero’s  “Careful;  I’m 
Polish,  you  know,”  the  attendant  said,  “That’s 
OK,  doc;  I’ll  tell  it  slow.”  Whether  or  not  the 
Kochtitzky  lineage  is  Polish,  as  he  allowed  (he 
has  also  on  occasion  allowed  not),  his  manner  of 
speaking  betrays  a Mississippi  detour.  Not  inap- 
propriately, Park  View  Hospital,  where  he  and  I 
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have  both  practiced  for  25  years,  gave  him  a send- 
off,  which  prompted  this  piece.  As  he  stood  at 
the  door  receiving  well-wishers,  and  later  at  the 
podium  successfully  parrying  good-natured  barbs, 
at  which  he  has  few  peers,  I thought  he  looked 
much  too  young  to  be  retiring.  I thought  that 
partly  because  we  are  the  same  age,  but  mostly 
because  he  really  did — does. 

It  is  appropriate  that  Park  View  gave  him  a 
reception  because  Morse  did  as  much  as  any  oth- 
er individual  to  get  it  on  the  road  from  a nursing 
home  to  a hospital,  and  as  chairman  of  the  Board 
of  Trustees  for  what  seemed  forever  fought  as 
hard  as  anyone  else  and  harder  than  most  to  keep 
it  running  right.  Of  the  beautiful  crystal  bowl  that 
was  presented  to  “Miss  Marjorie,”  he  said  she 
earned  every  grain  of  sand  in  it.  I’m  sure  she  put 
up  with  a lot,  as  he  remarked,  but  so  far  as  I am 
aware  it  was  at  least  almost  all  in  the  line  of  duty. 
In  addition  to  all  the  other  things  he  did,  some 
of  which  I shall  subsequently  refresh  your  mem- 
ory on,  he  took  good  care  of  his  patients,  which 
requires  patience  of  spouses. 

Now  some  of  you,  I know,  are  by  now  ques- 
tioning the  propriety  of  this  accolade  in  these 
pages;  that  is  doubtless  because  you  haven’t  been 
around  very  long.  Hence  the  brief  refresher. 
Morse  Kochtitzky  has  been  both  chairman  of  the 
Board  of  Trustees  and  president  of  the  TMA.  He 
has  been  a delegate  to  the  AMA,  where  he  served 
on  the  Council  on  Legislation.  (He  also  served 
for  years  as  chairman  of  TMA’s  legislative  com- 
mittee.) Having  watched  him  function  at  the  na- 
tional level,  I harbor  the  firm  conviction  that  had 
he  persisted,  he  would  have  gone  on  to  serve  on 
the  AMA  Board  of  Trustees,  and  ultimately  have 
been  its  president.  When  he  decided  not  to  re- 
turn as  a delegate,  I thought  it  a waste  of  talent, 
but  one  can  never,  or  at  least  should  never, 
question  another’s  priorities. 

Events  have  proved  his  choice  a wise  one  for 
the  doctors  of  Tennessee,  if  not  for  his  personal 
aggrandizement.  He  chose  not  to  return  to  the 
AMA  because  no  one  can  do  everything,  and  he 
believed  his  time  could  be  better  spent  in  seeing 
to  the  proper  functioning  of  the  fledgling  State 
Volunteer  Mutual  Insurance  Company,  your 
wholly  physician-owned  professional  liability  car- 
rier, which  he  had  had  a premier  role  in  found- 
ing. That  alone  might  not  have  earned  him  a 
place  here,  but  then  again  it  might.  The  combi- 
nation, though,  is  hard  to  beat.  If  you  question 
my  judgment,  just  remember  you  get  what  you 
pay  for,  and  you  ain’t  payin’  for  much. 


As  I said  at  the  outset,  this  both  is  and  isn’t 
about  Morse;  it  is  also  a generic  sob  story — mine 
and  some  others’  I could  name  but  won’t.  As  we 
shook  hands  in  the  receiving  line,  Morse  said, 
“You’re  next,  John  Brown.”  Well,  maybe  not 
next,  but  close;  however  far  off  it  may  be,  it’s 
still  close,  and  getting  closer.  Several  of  us  close 
ones  were  sitting  on  the  back  row  watching  Morse 
and  Marjorie  get  theirs;  it  was  the  general  obser- 
vation among  that  particular  group  that  such  sta- 
tus was  becoming  more  attractive  every  day.  If 
the  feds  keep  pursuing  their  present  course,  and 
there  is  every  indication  that  not  only  will  they 
not  change  direction,  but  will  step  on  the  gas, 
Morse  is  going  to  have  a lot  of  company. 

Nevertheless,  it  is  sad  to  watch  colleagues  pe- 
ter out;  it  is  particularly  sad  when  one  is  one  of 
them. 

J.B.T. 


Spacing  Out 

If  I had  been  Mike  DeBakey  I would  have  told 
them  thanks  but  no  thanks.  Instead,  he  took  the 
AMA  up  on  its  assignment  to  recount  to  the 
participants  at  the  1990  AMA  Leadership  Con- 
ference the  advances  in  medicine  during  this  cen- 
tury. Those,  like  Dr.  DeBakey  and  his  accom- 
plishments, have  been  impressive,  but  as  I think 
could  have  been  anticipated,  the  address  wasn’t. 
How  does  one  handily  compress  a century  of 
momentous  discovery,  even  in  the  single  area  of 
medicine,  into  half  an  hour?  He  did  perhaps  bet- 
ter than  could  have  been  expected,  considering 
the  circumstances,  but  as  far  as  I’m  concerned,  it 
failed  to  jell. 

I don’t  recall  what  Dr.  DeBakey  thought  the 
most  important  event  of  all,  or  if  he  even  hazard- 
ed an  opinion,  and  in  fact  I don’t  recall  much  at 
all  about  the  address,  except  that  it  was  clut- 
tered. So  what  am  I doing  tell  you  where  I think 
the  greatest  advances  of  any  category  have  been 
made?  I think  they  have  been  made  in  transpor- 
tation. Another  day  I might  not  think  that;  some 
other  day  it  might  be  in  communications,  or  in 
data  processing,  or  in  medicine — it’s  all  highly 
individualized.  Not  only  that,  it’s  all  highly  tem- 
porary. It  depends  upon — well,  it  just  depends. 

Why  transportation?  Well,  a couple  of  months 
or  so  back  I spent  two  weeks  in  the  Hawaiian 
Islands,  a little  less  than  the  first  of  them  in  Hon- 
olulu at  a meeting,  and  something  more  than  the 
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second  one  hopping  from  one  to  another  of  the 
“companion"  islands.  In  his  book  Return  to  Par- 
adise James  Michener  recounts  his  wallowing 
about  the  Societies  in  a leaky,  crowded  tub;  it 
took  him  a month.  That  was  fast.  Captain  Cook’s 
voyages  of  discovery  took  between  two  and  three 
years.  Five  astronauts  just  returned  to  earth  after 
four  days  of  spinning  about  above  the  earth  in  a 
spaceship  that  kept  disgorging  satellites  of  one 
sort  of  another.  A coup  for  transportation,  or  for 
communication,  or  both? 

I first  encountered  red  rocks  in  the  Garden  of 
the  Gods  in  Colorado  Springs  when  I was  sta- 
tioned in  Denver  just  after  World  War  II.  I 
thought  them  pretty  wondrous — in  fact,  pretty 
and  wondrous.  Since  then  I have  spent  some  time 
on  several  occasions  among  the  Red  Rocks  in  the 
Lake  Mead  National  Recreation  Area  near 
Boulder  City,  Nevada,  which  is  close  to  Las  Ve- 
gas. I found  those  even  more  marvelous.  Nei- 
ther, however,  though  spectacular,  can  even  hold 
a candle  for  magnificence  to  the  Red  Rocks  of 
the  canyons  and  valleys  around  Sedona,  Arizo- 
na, between  Flagstaff  and  Phoenix.  For  sheer 
grandeur  the  Red  Rocks  might  not  compete  suc- 
cessfully with  another  of  Arizona’s  natural  won- 
ders, the  Grand  Canyon — after  all,  what  can? — 
but  they  can  certainly  hold  their  own  among  all 
comers  in  any  beauty  contest.  I shan’t  attempt  to 
describe  them,  for  those  magnificent  megaliths 
and  palisades  defy  description.  You  must  see 
them  for  yourself — the  Grand  Canyon,  too,  in 
case  you  haven’t.  As  the  sun  peeked  over  the 
canyon  rim  early  one  morning  I heard  a woman 
breathe,  “God!  It’s  awesome.”  And  it  was.  Get- 
ting there  now  is  all  very  easy,  which  is  what  I 
have  been  talking  about. 

It  wasn’t  always.  Topside,  it’s  way  up  there — 
around  5,000  feet  for  the  red  rock  area  and  from 
7,000  to  9,000  feet  from  the  canyon  rims.  Climb- 
ing up  there  before  the  invention  of  the  gasoline 
engine  would  have  taken  you  a long  time  through 
some  dreadfully  forbidding  country,  and  the 
chances  are  better  than  average  you  wouldn’t 
have  made  it;  with  it,  along  today’s  highways  the 
journey  from  Phoenix  takes  three  or  four  hours, 
and  getting  there  is  all  but  assured.  You  can  still 
do  it  the  way  Major  John  Wesley  Powell,  discov- 
erer of  the  Grand  Canyon,  did  it,  though  in  to- 
day’s inflatable  rubber  rafts  it’s  less  hazardous  and 
I would  guess  more  fun.  I intend  just  to  keep 
guessing.  Of  course,  Powell  had  to  cope  with 
reaching  the  Colorado  River  in  the  first  place, 
which  is  now  nothing  at  all.  There  is  still  no  easy 
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way,  though,  to  make  the  trip  up  to  the  rim  along 
Bright  Angel  Trail,  unless  you  call  riding  a mule 
up  easy.  You  take  the  low  road  and  I’ll  take  the 
high  road,  and  I’ll  be  atop  it  afore  ye — way  be- 
fore. My  way  is  easy.  And  therein  lies  the  rub. 

If  you  want  to  just  look  at  the  Red  Rocks  of 
Sedona,  one  time  is  as  good  as  another;  they  look 
pretty  permanent.  Wind  and  water  have  been 
polishing  away  for  many  millennia  and  have  suc- 
ceeded in  just  denting  them  a little,  only  adding 
to  their  charm.  You  can  either  drive  down  the 
canyon  from  Flagstaff,  descending  in  the  18  miles 
from  7,500  to  4,400  feet,  or  come  up  the  valley 
along  1-17  from  Phoenix  80  miles  away,  and  there 
they  are.  And  there,  too,  is  Sedona,  which  not 
too  long  ago  was  a sleepy  little  settlement  on  Oak 
Creek.  That  little  settlement  is  now  known  as 
Uptown  Sedona.  If  you  drive  up  to  the  airport, 
which  lies  on  a plateau  a couple  of  thousand  feet 
above  the  town,  you  can  see  Downtown  sprawled 
out  for  miles  along  the  valley  floor,  and  climb- 
ing. 

For  most  of  society,  “spacing  out”  and  “spa- 
cey”  are  pejorative  terms;  the  latter  describes  the 
results  of  engaging  in  the  former.  I believe  the 
space  they  refer  to  is  inner  space.  While  I doubt 
that  spacey  could  be  made  a respectable  term,  I 
thought  spacing  out  not  a bad  one  to  apply  to 
getting  out  into  outer  space,  outer  here  meaning 
anywhere  outside  oneself,  as  well  as  getting  in 
into  inner  space  (which  probably  should  be  called 
spacing  in  instead  of  spacing  out,  but  the  junkies 
got  there  first).  I thought  I would  try  it  out — 
using  it  that  way,  I mean.  Hence  the  title  of  the 
piece. 

Applied  to  either  space,  modern  transporta- 
tion has  made  it  easy.  As  with  everything  else, 
though,  there  is  a price.  Easy  access  for  you  to 
enjoy  the  scenery  today  and  possibly  tomorrow 
means  easy  access  for  the  myriads  who  yearn  to 
enjoy  the  scenery  each  morning  when  they  get 
up.  In  this  they  are  abetted  by  other  myriads, 
this  time  the  developers. 

Still  other  myriads  surround  one  in  once  little 
Sedona — myriads  of  for  sale  signs  before  newly 
constructed,  unoccupied  homes,  and  myriads  of 
others  before  deforested  acres  proclaiming  home 
sites  for  sale.  Houses  clamber  as  far  as  remotely 
possible  up  the  base  of  the  red  megaliths.  Though 
the  sheer  facades  present  an  eventual  impasse, 
viewed  across  the  plain  the  houses  have  all  the 
charm  of  unsightly  blemishes  on  a ruddy  coun- 
tenance. Sedona  is  of  course  not  unique  in  this 
respect.  The  only  salvation  there  and  elsewhere 
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is  in  national  forests,  which  still  preserve  patches 
of  pristine  beauty.  Such  respite  is  also  under  con- 
tinuous pressure;  the  problem  is  one  of  a bur- 
geoning and  highly  mobile  population,  and  the 
solution  is  not  in  sight.  It  seems  certain  the  situ- 
ation can  only  worsen. 

Its  very  nature  makes  the  Grand  Canyon  an 
unlikely  target  for  despoiling  until,  as  is  more  or 
less  bound  to  happen,  someone  figures  out  a way 
to  hang  things  in  there,  and  as  I indicated  ear- 
lier, barring  some  unpredictable  cataclysm  you 
will  likely  be  able  to  see  Sedona  and  its  red  rocks 
any  time  you  choose  to  travel  there.  If  on  the 
other  hand  your  hankering  involves  more  than 
just  looking  at  Sedona  and  its  red  rocks — if  you 
want  to  enjoy  them  as  well — well,  pardner.  I’d 
say  you  better  choose  to  travel  there  pronto. 

J.B.T. 


James  H.  Collins,  age  73.  Died  November  2,  1989. 
Graduate  of  University  of  Tennessee  College  of  Medi- 
cine. Member  of  Memphis-Shelby  County  Medical 
Society. 

Robert  M.  Jeter,  age  83.  Died  March  1,  1990.  Graduate 
of  Vanderbilt  University  School  of  Medicine.  Member 
of  Northwest  Tennessee  Academy  of  Medicine. 

Cary  M.  Kuykendall,  age  72.  Died  February  18,  1990. 
Graduate  of  University  of  Tennessee  College  of  Medi- 
cine. Member  of  Memphis-Shelby  County  Medical 
Society. 

William  Lee  Moffatt,  Jr.,  age  67.  Died  January  17, 1990. 
Graduate  of  University  of  Tennessee  College  of  Medi- 
cine. Member  of  Memphis-Shelby  County  Medical 
Society. 

Gordon  K.  Rogers,  age  78.  Died  January  28,  1990. 
Graduate  of  Louisiana  State  University  School  of  Med- 
icine. Member  of  Memphis-Shelby  County  Medical 
Society. 

William  E.  Sheffield,  age  73.  Died  February  8,  1990. 
Graduate  of  University  of  Tennessee  College  of  Medi- 
cine. Member  of  Memphis-Shelby  County  Medical 
Society. 

Saul  Siegel,  age  69.  Died  February  8,  1990.  Graduate 
of  University  of  Tennessee  College  of  Medicine.  Mem- 
ber of  Memphis-Shelby  County  Medical  Society. 


Robert  C.  Taylor,  age  85.  Died  September  29,  1989. 
Graduate  of  University  of  Tennessee  College  of  Medi- 
cine. Member  of  Memphis-Shelby  County  Medical 
Society. 

C.  Ferrell  Varner,  Sr.,  age  83.  Died  February  10,  1990. 
Graduate  of  University  of  Tennessee  College  of  Medi- 
cine. Member  of  Memphis-Shelby  County  Medical 
Society. 

Samuel  I.  Wener,  age  81.  Died  January  14,  1990.  Grad- 
uate of  University  of  Tennessee  College  of  Medicine. 
Member  of  Memphis-Shelby  County  Medical  Society. 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

The  following  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during 
February  1990.  This  list,  supplied  by  the  AMA, 
does  not  include  members  who  reside  in  other 
states. 

Physicians  can  receive  the  PRA  certificate 
valid  for  one,  two,  or  three  years.  For  the  one- 
year  award,  physicians  report  50  hours  of  con- 
tinuing medical  education,  including  20  hours  of 
Category  1;  for  the  two-year  award,  physicians 
report  100  hours  of  CME,  including  40  hours  of 
Category  1;  for  the  three-year  award,  physicians 
report  150  hours  of  CME,  60  of  which  are  Cat- 
egory 1. 

Robert  L.  Adams,  M.D.,  Memphis 
Benjamin  J.  Alper,  M.D.,  Nashville 
Paul  S.  Auerbach,  M.D.,  Nashville 
George  F.  Bale,  M.D.,  Memphis 
Freddie  T.  Barron,  M.D.,  Knoxville 
Richard  D.  Buchanan,  M.D.,  Nashville 
Robert  E.  L.  Craig,  M.D.,  Chattanooga 
William  H.  Fancher,  M.D.,  Memphis 
J.  Vance  Fentress,  M.D.,  Pulaski 
George  S.  Flinn,  Jr.,  M.D.,  Memphis 
Jerry  M.  Foster,  M.D.,  Knoxville 
John  C.  Frist,  Jr.,  M.D.,  Nashville 
James  W.  Giles,  M.D.,  LaFollette 
Katherine  W.  Goff,  M.D.,  Monterey 
Linda  K.  Green,  M.D.,  Knoxville 
Harvey  H.  Grime,  M.D.,  Lebanon 
Julian  C.  Heitz,  M.D.,  Nashville 
Ronald  J.  Johnson,  M.D.,  Memphis 
Daniel  P.  Labrador,  Jr.,  M.D.,  Chattanooga 
Stephen  M.  Lazarus,  M.D.,  Knoxville 
Joseph  C.  Lougheed,  M.D.,  Memphis 
James  J.  Madden,  Jr.,  M.D.,  Nashville 
Robert  W.  Meadows,  M.D.,  Knoxville 
James  G.  Murphy,  M.D.,  Memphis 
Daniel  R.  Ramey,  III,  M.D.,  Memphis 
Lovett  P.  Reddick  M.D.,  Kingsport 
James  G.  Stensby,  M.D.,  Winchester 
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neui  mcfflbcf/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

CAMPBELL  COUNTY  MEDICAL  SOCIETY 

Sunan  Vongkasemsiri,  M.D.,  Tazewell 

BENTON-HUMPHREYS  COUNTY 
MEDICAL  SOCIETY 

Agustin  V.  Vitualla,  M.D.,  Camden 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Eric  R.  Ellis,  M.D.,  Chattanooga 
Ered  H.  O'Connell,  M.D.,  Chattanooga 
El.  Oh  Sal,  M.D.,  Chattanooga 

FRANKLIN  COUNTY  MEDICAL  SOCIETY 

James  Alfred  Bryan,  M.D.,  Sewanee 

KNOXVILLE  ACADEMY  OF  MEDICINE 

James  W.  Baker,  M.D.,  Knoxville 
Wesley  R.  Dean,  M.D.,  Powell 
William  C.  Hall,  M.D.,  Knoxville 
John  P.  McMurray,  M.D.,  Knoxville 

LAKEWAY  MEDICAL  SOCIETY 

Marilyn  J.  Gordon,  M.D.,  Morristown 
John  C.  Horner,  III,  M.D.,  Morristown 

MAURY  COUNTY  MEDICAL  SOCIETY 

James  H.  Marshall,  M.D.,  Columbia 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

George  Chu,  M.D.,  Memphis 
Martin  A.  Croce,  M.D.,  Memphis 
Roger  Deshaies,  M.D.,  Memphis 
Martin  S.  Eodiman,  M.D.,  Memphis 
Michael  F.  Foster,  M.D.,  Memphis 
Anthony  Han,  M.D.,  Memphis 
William  R.  Hayes,  Jr.,  M.D.,  Memphis 
Fred  E.  King,  M.D.,  Memphis 
Michael  A.  Lemmi,  M.D.,  Memphis 
John  D.  McBrayer,  M.D.,  Memphis 
Mark  D.  McCaslin,  M.D.,  Memphis 
William  M.  Rodney,  M.D.,  Memphis 
Lisa  G.  Sandies,  M.D.,  Memphis 
Jeffrey  S.  Warren,  M.D.,  Memphis 

MONROE  COUNTY  MEDICAL  SOCIETY 

Douglas  R.  Carpenter,  M.D.,  Madisonville 

MONTGOMERY  COUNTY  MEDICAL  SOCIETY 

Greer  H.  Ricketson,  M.D.,  Clarksville 

NASHVILLE  ACADEMY  OF  MEDICINE 

Kevin  L.  Donovan,  M.D.,  Nashville 
Dingess  M.  Givens,  M.D.,  Nashville 
James  Donald  Jones,  M.D.,  Nashville 


Wendy  Jo  McCurdy,  M.D.,  Nashville 
William  A.  Mitchell,  M.D.,  Nashville 
Paul  C.  Nail,  M.D.,  Brentwood 
Trevor  Hambling  Paris,  M.D.,  Madison 
David  K.  Winek,  M.D.,  Nashville 
Anne  Woeste  Winterland,  M.D.,  Franklin 

ROANE-ANDERSON  COUNTY 
MEDICAL  SOCIETY 

Otis  W.  Jones,  M.  D. , Oak  Ridge 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Thomas  Michael  Bulle,  M.D.,  Kingsport 
Mark  W.  Emery,  M.D.,  Kingsport 
Michael  R.  Fleenor,  M.D.,  Bristol 
James  Winston  Kirksey,  M.D.,  Bristol 
Michaels.  Phillips,  M.D.,  Kingsport 
Mary  Anne  Woodring,  M.D.,  Kingsport 

WASHINGTON-UNICOI-JOHNSON  CITY 
MEDICAL  ASSOCIATION 

Nicholas  J.  Lynn,  M.D.,  Johnson  City 
Scott  Dale  Watson,  M.D.,  Johnson  City 

WILLIAMSON  COUNTY  MEDICAL  SOCIETY 

Harry  G.  Browne,  M.D.,  Nashville 


pCf/OAQl  ncul/ 


Lester  Littell,  Jr.,  M.D.,  Dayton,  was  awarded  a Profes- 
sional Service  Citation  by  the  Federal  Aviation  Admin- 
istration in  recognition  and  appreciation  of  his  25  years 
of  service  as  an  aviation  medical  examiner. 


cihnounccmcfil/ 


CALENDAR  OF  MEETINGS 
NATIONAL 

June  3-7 

American  Association  of  Immunologists — 
Hilton,  New  Orleans 

June  6-10 

American  College  of  Cryosurgery — Fair- 
mont, New  Orleans 

June  6-10 

Southern  Orthopaedic  Association,  7th  An- 
nual Meeting — Hyatt  Regency  Hotel,  Maui, 
Hawaii 

June  12-15 

American  Cancer  Society — J.  W.  Marriott, 
Washington,  D.C. 

June  14-17 

American  Association  of  Neuropatholo- 
gists— Meridien,  San  Francisco 

June  22-24 

American  Association  for  the  Study  of 
Headache — Century  Plaza  Hotel,  Los  An- 
geles 

June  22-24 

American  College  of  International  Physi- 
cians— Key  Bridge  Marriott,  Washington, 
DC. 
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June  22-24 

Virginia  Society  of  Ophthalmology,  Annual 
Meeting — Omni  International  Hotel,  Nor- 
folk, Va. 

June  27-30 

American  Academy  of  Child  and  Adoles- 
cent Psychiatry — Westin,  Boston 

June  27-July  1 

American  Sleep  Disorders  Association — 
Hyatt  Regency,  Minneapolis,  Minn. 

July  16-19 

American  Orthopedic  Society  for  Sports 
Medicine — Sun  Valley  Inn,  Sun  Valley, 
Idaho 

July  21-25 

American  Veterinary  Medical  Associa- 
tion— Marriott  River  Center,  San  Antonio, 
Tex. 

July  27-Aug.  4 

American  Association  for  Pediatric  Oph- 
thalmology and  Strabismus — The  Saga- 
more, Bolton  Landing,  N.Y. 

Aug.  1-5 

American  Association  of  Medical  Society 
Executives — Hyatt  Regency,  Baltimore 

Aug.  1-5 

National  Medical  and  Dental  Association — 
Mt.  Airy  Lodge,  Pa. 

Aug.  10-15 

Association  of  Medical  Illustrators — Wynd- 
ham  Franklin,  Philadelphia 

Aug.  12-16 

American  Society  for  Pharmacology  and 
Experimental  Therapeutics — Milwaukee 

STATE 

June  20-22 

Upper  Cumberland  Medical  Society — Fall 

Creek  Falls  Resort  Inn,  Pikeville 


Marc  E.  Overlook  Named 


Tennessee  Medical 
Association  Executive 
Director  L.  Hadley  Wil- 
liams has  announced  the 
appointment  of  Marc  E. 
Overlock  as  TMA’s  new 
Staff  Attorney.  Mr.  Ov- 
erlock comes  to  TMA 
from  the  law  firm  of  Ray 
& Housch  where  he  was 
an  associate  specializing 
in  labor,  civil  rights,  and 
business  tort  litigation. 

In  1987,  Marc  graduated  from  Vanderbilt  Univer- 
sity’s joint  degree  program  in  law  and  theology.  Fol- 
lowing the  July  1987  bar  exam,  Marc  became  the  law 
clerk  for  Davidson  County  Chancellor  Robert  S. 
Brandt. 

Prior  to  his  entrance  into  the  Doctor  of  Jurisprud- 
ence/Master of  Divinity  program,  Marc  was  a mental 
health  specialist  for  a Lima,  Ohio  social  services  agen- 
cy. He  graduated  in  1980  from  the  Defiance  College 
with  a bachelor  of  science  degree  in  social  work  and 
physical  science.  While  at  Defiance,  he  was  a student 
senator  and  editorial  editor  of  the  campus  newspaper. 

Marc  is  currently  a member  of  the  American,  Ten- 
nessee, and  Nashville  Bar  Associations.  He  also  be- 
longs to  the  Tennessee  Trial  Lawyers  Association  and 
is  a member  of  the  board  of  directors  for  Reconcilia- 
tion Ministries,  an  organization  supporting  the  families 
of  Tennessee  inmates. 


TMA  Staff  Attorney 


AAAY,  1990 


Yes,  send  me  information  on  TMA’s  non- 
cancellable  disability  insurance  plan. 


Name 


Date  of  Birth 


Spouse  Date  of  Birth 


Firm  name 


Address 


State 

Smoker  yes  lU  no  CH 


Zip 

Spouse 


yes  □ no  □ 


Mail  to  Plan  Administrator 
The  TMA  Association  Insurance  Agency,  Inc. 

P.O.  Box  1109,  Chattanooga,  TN  37401 
Sponsored  by  the  Tennessee  Medical  Association! 


Odds  Are 
Against  You. . . 

. . . when  you  take  a chance  on  disability 
without  disability  insurance.  A disability  can 
strike  without  warning.  In  fact,  you  are  three 
times  more  likely  to  be  disabled  this  year 
than  to  die!*  You  can  protect  your  ability  to 
practice  medicine  through  the  Tennessee 
Medical  Association’s  plan  of  disability 
coverage. 

Fill  out,  clip  and  return  the  coupon  below. 
We  will  send  you  information  on  a disability 
plan  that’s  a sure  winner.  Or,  call  us  toll  free 

at  1-800-347-1109. 

■^Jourrul  of  the  American  Sociec)-  of  Chartered  Life  L'ndenxfirers.  \'oi  VIII.  No  1 (Based  on 
persons  between  the  ages  of  ^2  and  "'2) 


Turn 


continuino  mcdkcil . 
cdwccition  oppoctunitic/ 


The  conliniiing  medical  education  accreditation  program  of 
the  TMA  has  full  approval  by  the  Accreditation  Council  for 
Continuing  Medical  Education.  An  accredited  institution  or 
organization  may  designate  for  Category  I credit  toward  the 
AM  A Physician's  Recognition  Award  those  CME  activities  that 
meet  appropriate  guidelines.  If  you  wish  information  as  to  how 
vour  hospital  mav  receive  accreditation,  write:  Director  of 
Continuing  Medical  Education,  Tennessee  Medical  Associa- 
tion, 112  Louise  Ave.,  Nashville,  TN  37203. 


IMPORTANT  NOTICE 

Published  in  this  section  many  educational  opportunities  which  come  to 
our  attention  which  might  be  of  interest  to  our  membership.  As  some  of 
these  are  very  long,  full  year  schedules,  and  others  are  detailed  descrip- 
tions of  courses,  in  order  to  conserve  space,  most  of  them  will  be  pub- 
lished in  only  one  issue  of  the  Journal. 


IN  TENNESSEE 


VANDERBILT  UNIVERSITY  MEDICAL  CENTER 
Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to 
meet  the  physician’s  practice  needs.  This  may  include  contact 
with  patients,  participation  in  clinical  rounds  and  diagnostic 
procedures,  interaction  with  faculty  and  housestaff,  access  to 
the  Medical  Center  Library  and  other  learning  resources,  and 
other  benefits  of  a preceptorship.  AMA  Category  1 or  AAFP 
prescribed  credit  is  possible.  Physicians  must  be  licensed  and 
be  in  active  practice  with  evidence  of  liability  coverage. 

Ongoing  Rounds  and  Conference 

Arrangements  can  be  made  for  licensed  practicing  physi- 
cians to  attend  for  credit. 


Special  Conferences/Seminars 

Detailed  brochures  for  the  following  courses  are  avail- 
able. In  some  cases,  registration  numbers  are  limited. 


June  18-28 


July  16-20 

Aug.  10-11 
Sept.  7-8 
Sept.  14-15 

Sept.  28-30 
Oct.  3-6 
Oct.  4-6 

Oct.  12-14 


Oct.  24-27 

Oct.  25-27 
Nov.  1-3 


Diving  Medicine  1990:  Medicine  in  the 
Aquatic  Environment — The  Solomon  Is- 
lands 

Contemporary  Clinical  Neurology — Hilton 
Head  Island,  S.C. 

Endoscopic  Sinus  Surgery  Workshop 

Pediatric  Advanced  Life  Support 

The  CO2  Laser  in  Gynecologic  Surgery — 

Tutorial  and  Workshop 

Critical  Care  Medicine — Destin,  Fla. 

Drug  Therapy  for  the  Practicing  Internist 
Lasers  in  Otolaryngology — Head  and  Neck 
Surgery  Workshop 

Intraoperative  Monitoring  of  the  Auditory 
System  and  Facial  Nerve;  A Tutorial  and 
Hands-On  Workshop 

Computers  in  Anesthesia  XI — Grand  Can- 
yon, Ariz. 

Annual  Alumni  Reunion 

Advances  in  Color  Doppler  Sonography — 

White  Sulfur  Springs,  W.Va. 


Nov.  2-3 
Nov.  3-21 
Nov.  7-10 

Nov.  29-Dec. 

Nov.  30-Dec. 
Dec.  1-2 


The  CO2  Laser  in  Gynecologic  Surgery — 
Tutorial  and  Workshop 
Wilderness  Medical  Emergencies — Kath- 
mandu, Nepal 

19th  Annual  Vanderbilt  Urology  Society 
Visiting  Professorship  and  the  Rhamy-Shel- 
ley  Lecture 

Lasers  in  Otolaryngology — Head  and  Neck 
Surgery  Workshop 

16th  Annual  High  Risk  Obstetric  Seminar 
Updates  in  Anesthesiology 


For  information  contact  Division  of  CME,  Vanderbilt 
University  School  of  Medicine,  CCC-5326  MCN,  Nashville, 
TN  37232,  Tel.  (615)  322-4030. 


MEHARRY  MEDICAL  COLLEGE 
Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and 
departments  in  the  medical  school  to  allow  practicing  physi- 
cians to  participate  in  the  service’s  activities  for  a period  of 
one  day  to  one  week.  This  program  provides  an  opportunity 
for  physicians  to  study  in  depth  for  a specified  period.  The 
schedule  of  activities  is  individualized  in  response  to  the  phy- 
sician’s request  by  the  participating  department.  The  experi- 
ence includes  conferences,  ward  rounds,  audiovisual  mate- 
rials and  contact  with  patients,  residents  and  faculty. 

Eee:  $75  per  day  or  $275  per  five-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical 
College.  Credit:  AMA  Category  1 of  the  Physician’s  Recog- 
nition Award,  AAFP,  and  Continuing  Education  Units  from 
Meharry  Medical  College.  Application:  For  information  con- 
tact Henry  A.  Moses,  Ph.D.,  Director  of  Continuing  Educa- 
tion, Meharry  Medical  College,  1005  D.B.  Todd  Blvd., 
Nashville,  TN  37208,  Tel.  (615)  327-6235. 


Continuing 


June  9-13 


June  28 

Aug.  5-12 

Aug.  24-25 
Sept.  7-8 
Sept.  27-28 

Oct.  5-6 
Oct.  17-18 
Oct.  18-19 

Oct.  19-21 
Nov.  1 


June  4-6 
June  20-24 


UNIVERSITY  OF  TENNESSEE 
Education  Schedule 
Memphis 

Essential  Concepts  and  Methodology  for 
Application  of  the  Ilizarov  Technique — Or- 
lando 

Advances  in  Therapy  for  Acid-Related  Dis- 
eases 

4th  Annual  Contemporary  Issues  in  Obstet- 
rics and  Gynecology 

Health  Care  for  the  Poor  and  Underinsured 
Advances  in  Critical  Care  Medicine 
22nd  Memphis  Conference  on  Mother,  Fe- 
tus and  Newborn 

College  of  Medicine  Alumni  Weekend 

Pediatric  Critical  Care 

Child  Health  Forum:  Chemical  Dependency 

in  Children  and  Adolescents 

Advanced  Pediatric  Life  Support  Course 

Utterback  Lectureship 

Chattanooga 

OB-GYN  Summer  Seminar 
Family  Medicine  Review 
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June  22-23 

Ophthalmology  Update 

Aug.  15-18 

Infectious  Diseases — Orlando 

Sept.  6-7 

Clinical  Medicine 

Sept.  13-14 

Care  of  the  Aging  Patient 

Oct.  4-5 

Cardiovascular  Disease  Prevention  in  the 
Young  and  the  Adult 

Oct.  18-19 

Critical  Care  Medicine 

Knoxville 

June  1 1-12 

Pediatric  Advanced  Life  Support  Providers 
Course — Gatlinburg 

June  14-16 

35th  Great  Smoky  Mountains  Pediatric 
Seminar — Gatlinburg 

June  20-22 

96th  Annual  Upper  Cumberland  Medical 
Society  Meeting — Fall  Creek  Falls  Resort 
Inn,  Pikeville 

Aug.  27-29 

12th  Annual  Obstetric  Office  Ultrasound 
Workshop 

Oct.  22-24 

10th  Annual  Smoky  Mountain  Seminar  in 
OB/GYN— Gatlinburg 

Nov.  2-4 

Practical  Otolaryngology  for  Primary  Care 
Physicians — Asheville,  N.C. 

Nov.  8-9 

7th  Annual  Alzheimer’s  Disease  Sympos- 
ium— Gatlinburg 

Nov.  29-30 

Perinatal  Update  '90 — Gatlinburg 

For  information  contact  Mrs.  Jean  Taylor  Bryan,  Office 
of  CME,  University  of  Tennessee,  800  Madison  Ave.,  Mem- 
phis, TN  38163,  Tel.  (901)  528-5547. 


BAPTIST  HOSPITAL— NASHVILLE 

The  Baptist  Center  for  Medical  Education,  in  cosponsor- 
ship with  the  University  of  Tennessee,  Memphis  College  of 
Medicine,  will  present  the  following  CME  programs. 

June  23  Gynecology  Conference 

July  19-21  Hands-On  Skills  Workshop 

For  information  contact  Baptist  Center  for  Medical  Edu- 
cation, 2010  Church  St.,  Suite  524,  Nashville,  TN  37203,  Tel. 
(615)  340-4800  locally,  (800)  342-2312,  ext.  4800  in  Tennes- 
see, or  (800)  826-9998,  ext.  4800  outside  Tennessee. 


IN  SURROUNDING  STATES 


EASTERN  VIRGINIA  MEDICAL  SCHOOL 

June  4-8  Family  Medicine  Review  Course,  6th  ed. — 

Sheraton  Beach  Inn,  Virginia  Beach,  Va. 

For  information  contact  Office  of  CME,  Eastern  Virginia 
Medical  School,  P.O.  Box  1980,  Norfolk,  VA  23501,  Tel. 
(804)  446-6140. 


WASHINGTON  UNIVERSITY— MISSOURI 

June  1-2  3rd  Annual  Contact  Lens  Course 

June  7-9  Frontiers  in  Endosurgery:  Flexible  Endos- 

copy, Laser  Surgery  and  Endourological 
Techniques  (for  urologists  only) 

June  6-9  Facial  Rejuvenation 

Aug.  3-4  Management  of  Postsurgical  and  Posttrau- 

matic  Complications  in  Orthopaedics 

For  information  contact  Cathy  Caruso,  Office  of  CME, 
Washington  University  School  of  Medicine,  Box  8063,  St. 
Louis,  MO  63110,  Tel.  (800)  325-9862. 


AAAY,  1990 


Picture 
Your  Family. . . 

. . . without  you  in  the  picture.  Could  they 
continue  the  lifestyle  they  now  enjoy.^  What 
about  the  house  . . . the  car  . . . the  kids’ 
education.^  That’s  why  there’s  LOW  COST 
LIFE  INSURANCE  AVAILABLE  to  you  and 
your  spouse  through  the  Tennessee  Medical 
Association. 

Eill  out,  clip  and  return  the  coupon  below. 
We  will  send  you  details  on  a picture  perfect 
TMA  sponsored  plan  of  life  coverage.  Or,  call 
us  toll  free  at  1-800-347-1109. 


Yes,  send  me  a quote  on  the  Low  Cost  Life 
Coverage.  Amount 


Name 


Date  of  B irth 


Spouse  Date  of  Birth 


Firm  name 


Address 


City 


State 

Smoker  yes  [Zl  no  [D 


Zip 

Spouse  yes  CH  no  [d 


Mail  to  Plan  Administrator 
The  TMA  Association  Insurance  Agency,  Inc. 

P.O.  Box  1109,  Chattanooga,  TN  37401 
Sponsored  by  the  Tennessee  Medical  Association'. 


Minutes  of  the  Tennessee  State 
Board  of  Medical  Examiners  Meetings 

November  14  and  15,  1989 


Members  Present:  Duane  C.  Budd,  M.D.,  President 
William  W.  Cloud,  M.D.,  Secretary 
Edgar  L.  Scott,  Jr.,  M.D. 

Oscar  M.  McCallum,  M.D. 

Chris  Blevins,  M.D. 

The  meeting  was  called  to  order  at  8:30  am  by 
Duane  C.  Budd,  M.D.,  president. 

The  minutes  of  the  October  3 and  4,  1989  meeting, 
the  October  11  hearing,  and  the  October  4 rulemaking 
hearing  were  approved  as  submitted. 

Reciprocity  applications  were  approved  for  Drs. 
James  A.  George,  Lawrence  Jackson,  Carl  M.  Reed, 
Kent  W.  Sorensen,  Randy  A.  Sussmane-Stubbs,  Greg- 
ory Swafford,  Daniel  J.  Thomas,  and  Sara  E.  Ziever- 
ink.  The  reciprocity  application  for  Dr.  Machiko  K. 
Kim  was  deferred  pending  receipt  of  further  informa- 
tion on  her  lawsuit.  The  reciprocity  application  for  Dr. 
Mangaraju  Kolluru  was  denied  because  Dr.  Kolluru 
has  not  passed  FLEX.  Action  on  the  application  of 
Dr.  John  Miller  was  deferred  pending  receipt  of  a copy 
of  his  Summary  Suspension  from  the  hospital,  copies 
of  the  two  psychiatric  evaluations,  and  documentation 
of  any  action  by  the  Illinois  Board.  The  reciprocity 
application  for  Dr.  Richard  Sundling  was  approved  with 
the  same  restrictions  as  outlined  by  the  State  of  Mich- 
igan for  one  year  and  to  work  in  Peninsula  Hospital. 
At  the  end  of  the  one  year,  he  must  reappear  before 
the  Board.  If  he  changes  practice  settings,  the  license 
becomes  null  and  void. 

The  resinstatement  application  was  approved  for  Dr. 

Joseph  T.  Fuller. 

The  Board  granted  a continuance  of  the  hearing  for 
Dr.  Frank  H.  Lambert  until  Feb.  17  and  18,  1990.  A 
continuance  was  also  granted  for  Dr.  Owen  C.  Bell. 
He  is  to  be  evaluated  by  Dr.  David  Dodd  and  the 
hearing  will  be  scheduled  at  a later  date  at  the  Board’s 
convenience. 

Charges  which  were  pending  against  Dr.  Marvin 
Gregory  were  dismissed.  Charges  were  also  dismissed 
against  Dr.  Mike  Smelser. 

Requests  for  Reinstatements 

Name:  Winston  B.  Willingham,  M.D. 

The  reinstatement  of  Dr.  Willingham’s  license  was 
granted  with  the  following  restrictions:  He  must  (1) 
maintain  a contract  with  the  Tennessee  Medical  As- 
sociation’s Impaired  Physician  Program;  (2)  have  no 
DEA  certificate;  (3)  not  practice  surgery;  and  (4)  be 


Parts  of  these  minutes  not  relevant  to  the  medical  profession  have 
been  deleted. 
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on  probation  for  a minimum  of  two  years.  At  the  end 
of  the  two-year  period,  he  must  appear  before  the 
Board  for  the  probation  and  restrictions  to  be  re- 
moved. 

Name:  M.  B.  Knight,  Jr.,  M.D. 

The  Board  voted  for  the  probation  to  continue,  as 
previously  ordered  by  the  Board,  until  the  continuing 
medical  education  has  been  completed.  When  he  suc- 
cessfully completes  the  course,  probation  will  be  au- 
tomatically lifted. 

Name:  Winston  Griner,  M.D. 

Since  Dr.  Griner  had  fulfilled  all  requirements  of 
the  Board  Order,  the  probation  was  lifted;  therefore, 
Dr.  Griner  now  has  an  unrestricted  license. 

Contested  Cases 

Name:  Jose  M.  Montalvo,  M.D. 

Violation:  Convicted  of  a felony  in  Mississippi.  Li- 
cense to  practice  medicine  in  Mississippi  was  revoked 
following  his  conviction.  Dr.  Montalvo  appeared  be- 
fore the  Board  to  petition  for  licensure  in  Tennessee. 
Action:  Licensure  denied. 

Name:  Kenny  Ratana,  M.D. 

Violation:  Failure  to  achieve  a passing  score  on  Day 
1 and  Day  2 of  FLEX.  Appeared  before  the  Board  to 
request  waiver  of  FLEX  score  requirement. 

Action:  Licensure  denied. 

Name:  Keith  Norton,  M.D. 

Violation:  Dr.  Norton’s  license  to  practice  medicine 
in  Georgia  has  been  limited  to  the  supervised  practice 
of  pathology  because  he  was  being  treated  for  depres- 
sion and,  therefore,  was  impaired.  When  he  applied 
for  renewal  of  his  Tennessee  license,  he  did  not  inform 
the  Board  regarding  his  problems  with  the  Georgia 
Board. 

Action:  Accepted  an  Agreed  Order  consisting  of 
probation  of  not  less  than  three  years  or  more  than 
five  years. 

Name:  Renfro  B.  Baird,  Jr.,  M.D. 

Violation:  Inappropriate  prescribing  of  narcotic  an- 
algesics. 

Action:  Accepted  an  Agreed  Order  as  follows:  (1) 
Dr.  Baird’s  practice  will  be  supervised  by  Dr.  David 
Dodd  for  one  year,  following  which  Dr.  Dodd  will  re- 
port to  the  Board  regarding  the  suitability  of  lifting  the 
probation.  (2)  Dr.  Baird  will  attend  a seminar  on  sub- 
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stance  abuse.  (3)  Dr.  Baird  will  maintain  a log  of 
scheduled  drug  prescriptions  for  one  year. 

Name:  James  Hastie,  M.D. 

Violation:  Unprofessional  conduct  and  incompe- 
tence. 

Action:  (1)  Probation  for  two  years.  (2)  Surrender 
of  DEA  certificate  for  nine  months. 

Name:  Dale  Norris,  M.D. 

Violation:  Convicted  in  criminal  court  in  Shelby 
County  of  unlawful  possession  of  cocaine  and  of  as- 
sault and  battery  on  women. 

Action:  (1)  Probation  for  a minimum  of  three  years 
and  a maximum  of  five  years.  (2)  Enter  into  a contract 
with  the  TMA  Impaired  Physician  Program. 

Name:  Thomas  W.  Williams,  M.D. 

Violation:  Questionable  prescribing  practices. 
Action:  Charges  dismissed. 

Name:  Aubrey  Richards,  M.D. 

Violation:  Questionable  prescribing  practices. 
Action:  Charges  dismissed.  Dr.  Richards  agreed  to 
discontinue  prescribing  Schedule  II  and  anorectic  drugs. 

Name:  Bailey  F.  Allred,  M.D. 

Violation:  Improper  prescribing. 

Action:  Board  member,  Dr.  Chris  Blevins,  is  to  re- 
view the  case  and  work  out  an  Agreed  Order  which 
the  Board  will  accept. 

Summary  Suspensions 

Name:  Dewey  Hood,  M.D. 

Violation:  Improper  prescribing  of  controlled  sub- 
stances. 

Action:  License  Summarily  Suspended. 

Name:  Rodolfo  Villar,  M.D. 

Violation:  Improper  prescribing  of  controlled  sub- 
stances. 

Action:  License  Summarily  Suspended. 

Name:  Rodolfo  Villar,  M.D. 

Violation:  Improper  prescribing  of  controlled  sub- 
stances. 

Action:  License  Summarily  Suspended. 

Name:  William  K.  Emerson,  M.D. 

Violation:  (1)  Failure  to  comply  with  a previous 
Order  of  the  Board  which  included  inpatient  drug  abuse 
treatment  program.  (2)  Felonious  sale  of  Schedule  IV 
drugs  for  which  he  is  under  indictment  in  Sullivan 
County. 

Action:  License  Summarily  Suspended. 

Name:  Kenneth  Wiley,  M.D. 

Violation:  (1)  Improper  prescribing  of  Scheduled 
drugs.  (2)  Overmedicating  hospitalized  patients. 
Action:  License  Summarily  Suspended. 

Name:  Pedro  Galvez,  M.D. 

Violation:  Improper  prescribing  of  Scheduled  drugs. 
Action:  License  Summarily  Suspended. 


Other  Business 

Respiratory  Care  Supervision  Rules:  Mr.  Charlie 
Brooks,  chairman  of  the  Respiratory  Care  Council,  was 
present  at  this  meeting.  The  Board  was  concerned 
about  the  many  letters  which  it  had  received  in  regard 
to  the  Respiratory  Care  Supervision  Rules.  This  will 
be  made  an  agenda  item  for  the  January  meeting  and 
everyone  who  has  written  will  be  invited  to  be  present 
and  voice  his  opinions.  The  Respiratory  Care  Council 
will  also  plan  to  meet  at  that  time  and  join  the  Board 
for  this  portion  of  its  meeting. 

Athletic  Trainers:  Dr.  David  Adams  has  been  act- 
ing as  consultant  for  the  Board  in  reviewing  all  appli- 
cations for  certification  as  an  athletic  trainer  since  the 
law  passed  to  certify  athletic  trainers  and  has  never 
received  any  payment  for  his  services.  The  Board  vot- 
ed to  officially  appoint  him  as  consultant  to  the  Board 
in  matters  concerning  certification  of  athletic  trainers 
so  that  he  may  receive  consultant  pay.  The  administra- 
tive offices  are  directed  to  do  whatever  is  necessary  to 
achieve  this. 

The  Board  requested  Mrs.  Blair  to  check  on  making 
arrangements  in  one  of  the  state  parks  for  a meeting 
of  the  Board  sometime  between  the  1st  of  January, 
1990  and  the  middle  of  March,  1990.  This  meeting 
would  be  for  Board  business  and  not  for  hearings  or 
applicant  interviews. 

The  Rulemaking  Hearing  Rules  regarding  Civil 
Penalties  were  unanimously  approved  by  the  Board. 

FLEX  Policy:  The  Board  discussed  the  policy  for 
applicants  to  sit  for  FLEX.  It  was  decided  to  maintain 
the  present  policy  for  foreign  medical  graduates,  who 
must  wait  until  December  examination  following  fin- 
ishing the  first  year  of  a residency  on  June  30.  How- 
ever, it  was  decided  to  allow  United  States  graduates 
to  sit  any  time  after  graduation  since  they  could  sit  for 
Part  3 of  the  national  boards  during  this  time,  even 
though  they  must  wait  until  they  finish  the  first  year 
of  residency  to  be  issued  a license. 

There  being  no  further  business,  the  meeting  ad- 
journed. j ^ 
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Abstract  of  the  Proceedings  of  the  House  of  Delegates 

Of  the  Tennessee  Medical  Association 
Knoxville,  Tennessee — April  4-7,  1990 


Call  to  Order 

The  155th  annual  meeting  of  the  Tennessee  Medical  As- 
sociation was  conducted  in  Knoxville,  Tennessee,  April  4-7, 
1990,  with  headquarters  in  the  Hyatt  Regency  Hotel.  The 
House  of  Delegates  met  initially  at  3:00  pm,  April  4,  1990, 
with  F.  Hammond  Cole,  Jr.,  M.D.,  Memphis,  presiding  as 
speaker  of  the  House  and  George  H.  Wood,  M.D.,  Knox- 
ville, as  vice-speaker. 

Invocation 

Let  us  pray.  In  the  words  of  the  psalmist,  O Lord,  our 
Lord,  how  excellent  is  your  name  in  all  the  Earth.  When  we 
consider  your  Heavens,  the  work  of  your  fingers,  the  moon, 
the  stars  which  you  have  ordained,  what  is  man  that  you  care 
for  him.  For  you  have  made  him  a little  lower  than  the  angels 
and  have  crowned  him  with  glory  and  honor. 

You  also,  O Lord,  have  called  some  to  care  for  others, 
and  we  believe  that  we  belong  to  a profession  which  has  heard 
that  call.  This  is  why  we  are  here  today,  and  we  pray  that  as 
we  go  about  the  business  of  this  meeting,  you  will  give  each 
of  us  the  openness  of  mind  to  be  receptive,  the  stoutness  of 
principle  to  be  fair,  the  courage  of  conviction  to  be  counted, 
and  the  greatness  of  heart  to  be  tolerant  of  the  opposite  point 
of  view,  so  that  whatever  we  do  as  this  House  of  Delegates 
listens,  deliberates,  and  acts  may  be  done  to  the  greater  glory 
of  God  and  to  the  larger  benefit  of  all  mankind.  Amen. 

Report  of  the  Committee  on  Credentials 

Clifford  C.  Kirk,  M.D.,  Knoxville,  chairman  of  the  Com- 
mittee on  Credentials,  reported  there  was  a quorum  present. 
The  speaker  declared  the  House  was  in  session. 

1989  Minutes  Approved 

The  speaker  announced  that  an  abstract  of  the  minutes  of 
the  last  regular  session  of  the  House  of  Delegates  was  repro- 
duced in  the  June  1989  issue  of  the  Journal  of  the  Tennessee 
Medical  Association.  It  was  moved  and  seconded  that  the  ab- 
stracted minutes  of  the  1989  session  of  the  House  of  Dele- 
gates be  approved  as  published  in  the  June  1989  issue  of  the 
Journal.  The  motion  was  adopted. 


Reference  Committees 

The  speaker  announced  the  members  of  the  reference 
committees  to  consider  reports,  resolutions,  amendments,  and 
all  matters  requiring  action  by  the  House  of  Delegates. 

REFERENCE  COMMITTEE  ON  CREDENTIALS 
Clifford  C.  Kirk,  Jr.,  M.D.,  Knoxville,  Chairman 
Subhi  D.  Ali,  M.D.,  Waverly 
David  J.  Donahue,  M.D.,  Memphis 

REFERENCE  COMMITTEE  ON  AMENDMENTS 
TO  THE  CONSTITUTION  AND  BYLAWS 
John  H.  Burkhart,  M.D.,  Knoxville,  Chairman 
Melborne  A.  Williams,  M.D.,  Nashville 
C.  Eugene  Jabbour,  M.D.,  Memphis 

REFERENCE  COMMITTEE  A 

Jesse  C.  Woodall,  Jr.,  M.D.,  Memphis,  Chairman 

David  K.  Garriott,  M.D.,  Kingsport 

Ralph  E.  Wesley,  M.D.,  Nashville 

REFERENCE  COMMITTEE  B 
Hobart  H.  Beale,  M.D.,  Martin,  Chairman 
William  K.  Dwyer,  M.D.,  Chattanooga 
John  W.  Hammon,  Jr.,  M.D.,  Nashville 

REFERENCE  COMMITTEE  C 
Lloyd  T.  Brown,  M.D.,  Gallatin,  Chairman 
David  G.  Gerkin,  M.D.,  Knoxville 
J.  Chris  Fleming,  M.D.,  Memphis 

REFERENCE  COMMITTEE  D 

Charles  T.  Womack,  III,  M.D.,  Cookeville,  Chairman 

Charles  F.  Barnett,  M.D.,  Knoxville 

William  L.  Moffatt,  III,  M.D.,  Memphis 

COMMITTEE  TO  ELECT  OUTSTANDING 

PHYSICIAN  OF  THE  YEAR 

James  R.  Royal,  M.D.,  Chattanooga,  Chairman 

James  T.  Galyon,  M.D.,  Memphis 

John  B.  Thomison,  M.D.,  Nashville 
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Nominating  Committees 

a\s  rcc|iiirod  in  tlic  Bylaws,  the  Board  of  Trustees  ap- 
pointed a Nominating  Committee  with  representatives  from 
each  of  the  three  grand  divisions  of  the  state.  The  speaker 
announced  the  committee  memhers. 

EAST  TENNESSEE 
Nat  E.  Hyder,  Jr.,  M.D.,  Johnson  City 
Robert  N.  Montgomery,  M.D.,  Knoxville 
Pete  S.  Soteres,  M.D.,  Signal  Mountain 

MIDDLE  TENNESSEE 
Will  G.  Quarles,  Jr.,  M.D.,  Livingston 
W.  Joel  Pedigo,  Jr.,  M.D.,  Clarksville 
William  B.  fJarwell,  Jr.,  M.D.,  Nashville 

WEST  TENNESSEE 
Charles  W.  White,  M.D.,  Lexington 
J.  Chris  Fleming,  M.D.,  Memphis 
Warren  A.  Alexander,  M.D.,  Covington 


ELECTION  BY 
HOUSE  OF  DELEGATES 
APRIL  7,  1990 


The  preliminary  report  of  the  Nominating  Committee  was 
presented  in  the  first  session  of  the  Ffouse  of  Delegates  on 
Wednesday,  April  4,  1990.  The  final  report  of  the  Nominat- 
ing Committee  was  presented  on  Saturday,  April  7,  1990  at 
the  closing  session  of  the  House.  Nominees  submitted  by  the 
committee  were  voted  upon  individually,  and  in  each  in- 
stance the  speaker  called  for  additional  nominations  from  the 
floor.  The  following  Were  elected. 


Newly  elected  President-Elect 
Howard  L.  Salyer,  M.D.,  Nashville 

President-Elect — Howard  L.  Salyer,  M.D.,  Nashville 
Speaker — George  H.  Wood,  M.D.,  Knoxville 
Vice-Speaker — Thurman  L.  Pedigo,  M.D.,  McMinnville 
Vice-President  (East  Tennessee) 

Michael  A.  Love,  M.D.,  Chattanooga 


Vice-President  (Middle  Tennessee) 

R.  Gary  Samples,  M.D.,  Cookeville 
Vice-President  (West  Tennessee) 

Richard  M.  Pearson,  M.D.,  Memphis 
AM  A Delegate  (East  Tennessee) 

William  O.  Miller,  M.D.,  Knoxville 
(January  1,  1991-December  31,  1992) 

AM  A Alternate  Delegate  (East  Tennessee) 

Nat  E.  Hyder,  Jr.,  M.D.,  Johnson  City 
(January  1,  1991-December  31,  1992) 

AM  A Delegate  (East  Tennessee) 

Charles  E.  Allen,  M.D.,  Johnson  City 
(January  1,  1991-December  31,  1992) 

AM  A Alternate  Delegate  (East  Tennessee) 

James  R.  Royal,  M.D.,  Chattanooga 
(January  1,  1991-December  31,  1992) 

AM  A Delegate  (West  Tennessee) 

Thomas  K.  Ballard,  M.D.,  Jackson 
(January  1,  1991-December  31,  1992) 

AM  A Alternate  Delegate  (West  Tennessee) 

A.  Roy  Tyrer,  Jr.,  M.D.,  Memphis 
(January  1,  1991-December  31,  1992) 

AM  A Delegate  (State-at- Large) 

Hamel  B.  Eason,  M.D.,  Germantown 
(January  1,  1991-December  31,  1992) 

AM  A Alternate  Delegate  (State-at-Large) 

Robert  E.  Bowers,  M.D.,  Chattanooga 
(January  1,  1991-December  31,  1992) 

AMA  Delegate  (State-at-Large) 

George  A.  Zirkle,  Jr.,  M.D.,  Knoxville 
(January  1,  1991-December  31,  1992) 

AMA  Alternate  Delegate  (State-at-Large) 

Francis  W.  Gluck,  Jr.,  M.D.,  Nashville 
(January  1,  1991-December  31,  1992) 

AMA  Young  Physician  Section  Delegate 
Paul  Parsons,  M.D.,  Franklin 
(April  7,  1990-April  13,  1991) 

AMA  Young  Physician  Section  Alternate  Delegate 
David  J.  Donahue,  M.D.,  Memphis 
(April  7,  1990-April  13,  1991) 

TRUSTEES 
East  Tennessee: 

Duane  C.  Budd,  M.D.,  Johnson  City  (1993) 

Middle  Tennessee: 

Virgil  H.  Crowder,  Jr.,  M.D.,  Lawrenceburg  (1993) 

John  W.  Lamb,  M.D.,  Nashville  (1991) 

(filling  unexpired  term  of  Dr.  Howard  L.  Salyer) 

West  Tennessee: 

Dennis  A.  Higdon,  M.D.,  Memphis  (1993) 

Montie  E.  Smith,  Jr.,  M.D.,  Selmer  (1993) 

COUNCILORS 

First  District — J.  Lawrence  Jayne,  Jr.,  M.D.,  Bristol  (1992) 
Third  District — Stephen  S.  Hawkins,  M.D.,  Chattanooga  (1992) 
Fourth  District — E.M.  Dudney,  M.D.,  Gainesboro  (1991) 
(filling  unexpired  term  of  Dr.  R.  Gary  Samples) 

Fifth  District — Fred  Ralston,  Jr.,  M.D.,  Fayetteville  (1992) 
Sex’enth.  District — Norman  Henderson,  M.D.,  Lawrenceburg  (1992) 
Ninth  District — Kenneth  R.  Maloney,  M.D.,  Dyersburg  (1992) 

THE  ABOVE  WERE  ELECTED  BY  THE 
HOUSE  OF  DELEGATES 
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BYLAW  AMENDMENT  NO.  2-90 


AMENDMENTS  TO  THE 
CONSTITUTION  AND  BYLAWS 


The  speaker  reported  that  there  were  three  amendments 
to  the  Bylaws  to  be  considered  at  this  session  by  the  House. 


The  proposed  amendments  to  the  Constitution  and  By- 
laws are  shown  below,  with  proposed  new  language 
shown  in  boldface  type  and  material  to  be  deleted  shown 
in  italics  and  enclosed  in  brackets. 


AMENDMENTS  TO  THE  BYLAWS 

BYLAW  AMENDMENT  NO.  1-90 

Change  in  Status  of  Committee  on 
Rural  and  Community  Health 

Whereas,  The  Committee  on  Rural  and  Community  Health 
occupies  the  status  of  a “Special  Committee”  in  the  organi- 
zational structure  of  this  Association;  and 

Whereas,  For  27  years,  the  Committee  on  Rural  and 
Community  Health  has  annually  sponsored  a “Rural  Health 
Conference”  with  attendance  averaging  almost  300;  and 

Whereas,  In  1989  the  Committee  on  Rural  and  Commu- 
nity Health  expanded  its  scope  of  activities  to  include  a con- 
ference for  the  inner  city  population  of  Tennessee  with  ex- 
cellent attendance;  and 

Whereas,  These  conferences  have  proven  to  be  a vital  part 
of  the  overall  public  relations  effort  of  this  Association.  Now, 
therefore  be  it 

RESOLVED,  That  the  status  of  the  Committee  on  Rural 
and  Community  Health  be  upgraded  to  that  of  a “Standing 
Committee”  with  appropriate  changes  being  made  in  Chapter 
VII  of  the  Bylaws  and  committee  structure  as  follows: 

Sec.  8.  (a),  add  11.  Committee  on  Rural  and  Community 
Health 

Sec.  8.  (b),  add  Sec.  19.  The  Committee  on  Rural  and 
Community  Health  shall  be  composed  of  not  more  than  fifteen 
members  to  be  appointed  by  the  Board  of  Trustees.  The  Board 
may  also  appoint  non-physician  consultant  members  as  need- 
ed. The  committee  shall  plan,  develop,  and  promulgate  an  in- 
formation program  for  both  rural  and  urban  citizenry  on  timely 
medical  topics  of  interest  to  the  general  public. 

REFERENCE  COMMITTEE  ON  AMENDMENTS  TO 
THE  CONSTITUTION  AND  BYLAWS — recommended 
adoption  of  Bylaw  Amendment  No.  1-90. 

ACTION:  ADOPTED 


Change  in  Status  of 
Committee  on  Medicine  and  Religion 

Whereas,  The  Committee  on  Medicine  and  Religion  oc- 
cupies the  status  of  a “Special  Committee”  as  delineated  in 
the  Bylaws  of  this  Association;  and 

Whereas,  For  20  years,  the  Committee  on  Medicine  and 
Religion  has  sponsored  a breakfast  with  guest  speaker  as  a 
part  of  the  annual  meeting,  which  has  enjoyed  excellent  at- 
tendance; and 

Whereas,  The  Committee  on  Medicine  and  Religion  has 
periodically  promoted  other  activities  of  interest  to  the  mem- 
bership. Now,  therefore  be  it 

RESOLVED,  That  the  status  of  the  Committee  on  Med- 
icine and  Religion  be  upgraded  to  a “Standing  Committee” 
with  appropriate  changes  being  made  in  Chapter  VII  of  the 
Bylaws  and  committee  structure  as  follows: 

Sec.  8.  (a),  add  12.  Committee  on  Medicine  and  Religion 
Sec.  8.  (b),  add  Sec.  20.  The  Committee  on  Medicine  and 
Religion  shall  be  composed  of  not  more  than  ten  members  to 
be  appointed  by  the  Board  of  Trustees,  including  a represent- 
ative of  the  Tennessee  Medical  Association  Auxiliary  as  a con- 
sultant. The  committee  shall  be  charged  with  the  responsibil- 
ity of  planning  and  implementing  an  annual  breakfast, 
luncheon,  or  dinner  and  promoting  other  committee  activities 
conducive  to  the  spiritual  well-being  of  the  membership. 
Chapter  VII,  Sec.  19.  Delete  Sec.  19  and  insert  Sec.  21. 

REFERENCE  COMMITTEE  ON  AMENDMENTS  TO 
THE  CONSTITUTION  AND  BYLNVSS— recommended 
adoption  of  Bylaw  Amendment  No.  2-90. 

ACTION:  ADOPTED 


BYLAW  AMENDMENT  NO.  3-90 
Election  of  Young  Physician  Section  Delegates 

Whereas,  Resolution  No.  15-89  was  adopted  calling  for 
amendment  to  the  TMA  Bylaws  providing  for  the  election 
process  for  the  Young  Physician  delegates  from  Tennessee  to 
the  American  Medical  Association  Young  Physicians  Section. 
Now,  therefore  be  it 

RESOLVED,  That  Chapter  III  of  the  Bylaws  be  amend- 
ed by  inserting  following  Section  5,  a new  Section  6,  w'hich 
will  read  as  follows: 

Sec.  6.  It  shall  elect  the  Tennessee  Medical  Association  del- 
egate and  alternate  delegate  to  the  American  Medical  Associ- 
ation-Young Physicians  Section.  The  Tennessee  Medical  As- 
sociation-Young Physician  Section  shall  select  candidates  from 
among  their  membership  and  recommend  the  candidates  to 
the  Tennessee  Medical  Association  Nominating  Committee;  and 
be  it  further 

RESOLVED,  That  the  remaining  sections  of  Chapter  III 
be  renumbered  appropriately. 

REFERENCE  COMMITTEE  ON  AMENDMENTS  TO 
THE  CONSTITUTION  AND  BYLPVNS— recommended 
adoption  of  Bylaw  Amendment  No.  3-90. 

ACTION:  ADOPTED 
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RESOLUTIONS 


The  reference  eomniittees  have  the  option  of  recommend- 
ing a resolution  for  adoption  or  rejection,  for  adoption  as 
amended  or  substituted,  for  referral,  or  for  no  action.  The 
resolutions  that  follow  are  in  the  form  in  which  they  were 
adopted,  not  adopted,  or  referred  by  the  House  ol  Delegates. 
Resolution  No.  25-90  was  withdrawn. 


RESOLUTION  NO.  1-90 

Reaffirmation  of  Resolution  No.  3-83 
(Dues  to  Fund  TMA-SEF) 

Bv:  James  T.  Craig,  Jr.,  M.D.,  Chairman 
TMA  Board  of  Trustees 

Whereas,  Resolution  No.  3-83  established  a dues  increase 
in  the  amount  of  $15  annually  earmarked  for  the  Tennessee 
Medical  Association  Student  Education  Fund;  and 

Whereas,  Said  resolution  will  sunset  at  this  annual  meet- 
ing unless  reaffirmed  by  this  House  of  Delegates;  and 

Whereas,  Revenue  produced  by  said  resolution  is  vital  in 
providing  financial  assistance  to  worthy  Tennessee  medical 
students  in  the  pursuit  of  their  medical  education.  Now, 
therefore  be  it 

RESOLVED,  That  Resolution  No.  3-83  be  reaffirmed  to 
provide  an  annual  $15  per  member  earmarked  for  the  Ten- 
nessee Medical  Association-Student  Education  Fund;  and  be 
it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1997. 

REFERENCE  COMMITTEE  C — recommended  adoption  of 
Resolution  No.  1-90. 

ACTION:  ADOPTED 


SUBSTITUTE  RESOLUTION  NO.  2-90 

Resident  Physician  Campaign  and 
Resident  Physician  Section 

By:  James  T.  Craig,  Jr.,  M.D.,  Chairman 
TMA  Board  of  Trustees 

Whereas,  The  number  of  resident  physicians  in  training  in 
Tennessee  accredited  residency  programs  total  approximately 
1,500;  and 

Whereas,  In  1989  only  53  resident  physicians  chose  to  be 
members  of  the  Tennessee  Medical  Association  (TMA);  and 
Whereas,  In  1989  some  591  resident  physicians  chose  to 
belong  to  the  AMA  by  joining  as  direct  members;  and 

Whereas,  Memibership  in  the  TMA  in  all  membership  cat- 
egories is  initiated  through  component  (county)  medical  so- 
cieties; and 
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Whereas,  Several  resident  physicians  have  recently  ex- 
pressed new  enthusiasm  for  joining  and  becoming  active  in 
the  state  and  local  society,  and  desire  to  assist  in  a member- 
ship campaign.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
undertake  to  develop  a resident  physician  membership  cam- 
paign and  also  work  to  form  a resident  physician  section;  and 
be  it  further 

RESOLVED,  That  component  (county)  medical  socie- 
ties, with  resident  member  categories,  be  encouraged  to  work 
with  the  Tennessee  Medical  Association  and  the  American 
Medical  Association  to  maximize  efforts  to  recruit  and  in- 
clude resident  physicians;  and  be  it  further 

RESOLVED,  That  resident  physicians  be  included  in  the 
decision-making  process  affecting  all  physicians  in  the  state 
of  Tennessee;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1997. 

REFERENCE  COMMITTEE  B — offered  Substitute  Resolu- 
tion No.  2-90  to  replace  original  Resolutions  No.  2-90  and  11- 
90;  recommended  adoption  of  Substitute  Resolution  No.  2-90. 

ACTION:  ADOPTED 


RESOLUTION  NO.  3-90 
Dues  Increase 

By:  James  T.  Craig,  Jr.,  M.D.,  Chairman 
TMA  Board  of  Trustees 

Whereas,  The  current  headquarters  building  of  the  Ten- 
nessee Medical  Association  was  constructed  35  years  ago  to 
provide  administrative  offices,  and  conference  and  meeting 
space  for  all  the  Association’s  activities;  and 

Whereas,  The  headquarters  was  enlarged  in  1971  to  pro- 
vide additional  office  space,  plus  expanded  conference  and 
meeting  areas;  and 

Whereas,  The  current  staff  is  utilizing  all  available  space 
including  half  of  the  building’s  conference  and  meeting  room 
space  as  work  areas;  and 

Whereas,  Since  1971  the  workload  and  activities  of  the 
Association,  as  directed  by  the  House  of  Delegates,  have  ex- 
panded substantially,  necessitating  the  increase  in  staff  from 
7 in  1975  to  the  present  total  of  21  executive  and  administra- 
tive support  personnel;  and 

Whereas,  Recognizing  the  critical  current  need,  as  well  as 
projected  future  requirements,  the  Board  of  Trustees  has  for 
the  past  two  years  investigated  all  feasible  possibilities  for 
expanding  the  current  building,  and  has  also  searched  for 
suitable  alternative  building  sites;  and 

Whereas,  In  January  1990,  the  Board  of  Trustees  author- 
ized the  purchase  of  property  for  a new  headquarters  building 
at  2301  21st  Avenue  South  in  Nashville,  utilizing  almost  half  of 
the  Association’s  reserves  to  make  such  a purchase;  and 

Whereas,  The  Board  of  Trustees  recommends  the  con- 
struction of  a new  headquarters  building,  the  cost  of  which 
will  far  exceed  all  remaining  reserves  of  the  Association;  and 

Whereas,  The  current  dues  structure  of  the  Tennessee 
Medical  Association  remains  one  of  the  lowest  in  the  nation 
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at  $255  per  year,  $75  of  which  has  been  earmarked  by  the 
House  of  Delegates  for  specific  programs,  i.e..  Student  Ed- 
ucation Fund,  Impaired  Physician  Program,  and  most  recent- 
ly the  CARE  Project;  and 

Whereas,  The  remaining  $180  of  dues  is  inadequate  to 
maintain  the  efficient  administrative  operation  of  the  Asso- 
ciation and  to  construct  and  furnish  a new  headquarters 
building;  and 

Whereas,  As  a result  of  ordinary  increases  in  the  cost  of 
operations  for  the  current  year,  plus  the  loss  of  investment 
income  on  depleted  reserves,  a deficit  is  anticipated  which 
would  in  itself  necessitate  approximately  a $50  dues  increase. 
Now,  therefore  be  it 

RESOLVED,  That  the  annual  dues  of  active  members  of 
the  Tennessee  Medical  Association  beginning  on  January  1, 
1991  shall  be  $355  in  order  to  carry  forth  and  accomplish  all 
the  activities  that  have  been  directed  by  the  House  of  Dele- 
gates, and  to  provide  necessary  funding  for  constructing  and 
furnishing  a new  headquarters  building;  and  be  it  further 

RESOLVED,  That  this  $100  increase  in  dues  shall  be  for 
five  years,  at  which  time  the  Board  of  Trustees  shall  review 
the  entire  dues  structure  in  detail  and  report  its  recommen- 
dation to  this  House  of  Delegates;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1997. 

REFERENCE  COMMITTEE  C — recommended  adoption  of 
Resolution  No.  3-90. 

ACTION:  ADOPTED 


RESOLUTION  NO.  4-90 

Reaffirmation  of  Resolution  No.  2-83 
(Medical  Records) 

By:  James  T.  Craig,  Jr.,  M.D.,  Chairman 
TMA  Board  of  Trustees 

Whereas,  Medical  records  are  and  should  remain  the 
property  of  the  individual  physician;  and 

Whereas,  Patients  should  have  certain  rights  of  access  to 
information  on  their  records;  and 

Whereas,  The  doctrine  of  confidentiality  requires  that  a 
physician  not  divulge  certain  information  to  third  parties 
without  the  consent  of  the  patient;  and 

Whereas,  Resolution  No.  2-83  entitled  “Medical  Rec- 
ords” was  adopted  by  the  House  of  Delegates  and  continues 
to  be  a very  useful  document  and  guideline  for  physicians 
with  regard  to  medical  records;  and 

Whereas,  Resolution  No.  2-83  will  sunset  at  this  annual 
meeting  unless  reaffirmed  by  this  House  of  Delegates.  Now, 
therefore  be  it 

RESOLVED,  That  Resolution  No.  2-83  be  a reaffirmed 
policy  of  the  Association  as  follows: 

(A)  Member  physicians  should  make  available  to  a pa- 
tient, upon  a written  request,  summaries  or  copies  of  the  pa- 
tient’s medical  record. 

(B)  Patients  should  have  access  to  a record  of  all  medical 
reports  concerning  the  patient  made  available  to  third  parties 
(any  health  care  provider,  public  or  private  insurance  carrier, 
employer,  attorney  or  governmental  agency  or  body). 


(C)  Physicians  should  comply  with  the  patient’s  written 
request  for  copies  of  the  medical  record  within  a reasonable 
time,  not  to  exceed  60  days. 

(D)  At  the  physician’s  discretion,  disclosure  of  any  por- 
tion of  the  medical  record  to  the  patient  may  be  made  in  the 
form  of  an  accurate,  representative  summary  of  the  factual 
information  contained  within  the  written  account(s). 

(E)  For  the  purpose  of  these  guidelines,  “medical  record” 
does  not  include  the  personal  office  notes  of  physicians  or 
personal  communications  between  a referring  and  consulting 
physician  relating  to  the  patient.  However,  at  the  discretion 
of  the  physician,  representative  summaries  of  such  notes  and 
communications  may  be  included  in  the  disclosure. 

(F)  If  the  physician  disclosing  the  medical  record  to  a pa- 
tient believes,  in  good  faith,  that  the  release  of  any  portion 
of  the  medical  record  would  be  injurious  to  the  health  or 
well-being  of  the  patient,  such  disclosure  of  any  portion  of 
the  medical  record  may  be  denied. 

(G)  The  physician  may  establish  charges  for  the  costs  in- 
curred in  providing  the  patient  with  copies  of  his  medical  rec- 
ord. Such  charges  may  include  the  costs  of  reviewing,  sum- 
marizing and/or  reproducing  the  original  medical  record.  The 
physician  should  not  refuse  to  give  medical  reports  or  depo- 
sitions where  the  patient  is  unable  to  pay  his  bill  for  medical 
services.  The  physician  may  refuse  to  honor  requests  for  re- 
ports and/or  depositions  requested  for  litigation  if  payment 
for  same  is  not  made  at  the  time  of  the  service  rendered  or 
by  agreement  within  a reasonable  time  after  billing. 

(H)  Any  portion  of  a medical  record  relating  to  medical 
or  surgical  diagnosis  or  treatment  of  a minor  emancipated  by 
law,  and  performed  without  the  consent  or  knowledge  of  the 
parent(s)  or  guardian,  shall  not  be  disclosed  to  the  parent(s) 
or  guardian  without  the  written  consent  of  the  minor;  and  be 
it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1997. 

REFERENCE  COMMITTEE  D — recommended  adoption  of 
Resolution  No.  4-90. 

ACTION:  ADOPTED 


RESOLUTION  NO.  5-90 

Reaffirmation  of  Resolution  No.  6-83 
(Time  of  Submission  of  Resolutions  to 
TMA  House  of  Delegates) 

By:  James  T.  Craig,  Jr.,  M.D.,  Chairman 
TMA  Board  of  Trustees 

Whereas,  Resolution  No.  15-76  established  policy  relating 
to  introduction  of  resolutions  to  be  acted  on  in  the  House  of 
Delegates;  and 

Whereas,  Resolution  No.  15-76  was  reaffirmed  by  Reso- 
lution No.  6-83  and  continues  to  prove  effective  and  should 
be  maintained  as  policy.  Now,  therefore  be  it 

RESOLVED,  That  Resolution  No.  6-83  be  reaffirmed 
whereby  all  resolutions  received  at  the  Tennessee  Medical 
Association  headquarters  two  weeks  prior  to  the  Tennessee 
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kdiciil  Association  annual  meeting  be  forwarded  to  dele- 
ites  prior  to  the  opening  session  ol  the  House;  and  be  it 
jrther 

RESOLVED,  riiat  all  resolutions  received  prior  to  the 
polling  session  of  the  House  be  introduced  without  special 
pproval  of  the  House  ot  Delegates;  and  be  it  lurther 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
nodified  prior  thereto,  shall  terminate  after  the  regular  an- 
lual  meeting  of  the  House  of  Delegates  in  1997. 

REFERENCE  COMMITFEE  D — recommended  adoption  of 
'Resolution  No.  5-90. 

\CTION:  ADOPTED 


RESOLUTION  NO.  6-90 

Reaffirmation  of  Resolution  No.  4-83 
(Impaired  Physician  Program  Funding) 

By:  James  T.  Craig,  Jr.,  M.D.,  Chairman 
TMA  Board  of  Trustees 

Whereas,  Resolution  No.  4-83  established  a dues  increase 
in  the  amount  of  $15  annually  earmarked  for  the  Impaired 
Physician  Program;  and 

Whereas,  Resolution  No.  4-83  will  sunset  at  this  annual 
meeting  unless  reaffirmed  by  this  House  of  Delegates;  and 
Whereas,  The  Impaired  Physician  Program  continues  to 
5e  one  of  the  most  effective  and  beneficial  activities  of  the 
Association  serving  both  the  membership  and  the  citizens  of 
Tennessee.  Now,  therefore  be  it 

RESOLVED,  That  Resolution  No.  4-83  be  reaffirmed  to 
)rovide  an  annual  $15  per  member  to  continue  the  Impaired 
^hysician  Program;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
nodified  prior  thereto,  shall  terminate  after  the  regular  an- 
lual  meeting  of  the  House  of  Delegates  in  1997. 

REFERENCE  COMMITTEE  D — recommended  adoption  of 
'Resolution  No.  6-90. 

ACTION;  ADOPTED 


RESOLUTION  NO.  7-90 

Reaffirmation  of  Resolution  No.  12-83 
(Opposition  to  Prospective  Payment  for  Physicians’ 
Services  to  Medicare  Patients  Based  on  DRGs) 

By:  James  T.  Craig,  Jr.,  M.D.,  Chairman 
TMA  Board  of  Trustees 

Whereas,  The  United  States  Congress  has,  since  1983,  re- 
quired that  Medicare  recipients  admitted  to  hospitals  will  have 
the  greatest  portion  of  their  bill  paid  according  to  the  diag- 
nosis of  the  illness;  and 

Whereas,  Under  Diagnosis  Related  Groups  (DRG),  hos- 
pitals are  paid  prospectively  depending  on  primary  and  sec- 
ondary diagnosis  regardless  of  length  of  stay,  and  of  the  an- 
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ciliary  services  required  except  in  unusual  circumstances;  and 
Whereas,  the  American  Medical  Association,  through  an 
unprecedented  grass  roots  effort  in  conjunction  with  the  Ten- 
nessee Medical  Association  and  other  state  medical  and  spe- 
cialty organizations,  was  able  to  defeat  a congressional  pro- 
posal to  include  services  provided  by  radiologists,  anes- 
thesiologists, and  pathologists  under  DRG  payments;  and 
Whereas,  Organized  medicine  must  remain  vigilant  toward 
further  attempts  to  require  DRG  payments  to  physicians  in  light 
of  increased  fiscal  pressures.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
join  the  American  Medical  Association  in  opposing  any  leg- 
islation requiring  prospective  payment  of  physicians’  fees  based 
on  Diagnosis  Related  Groups;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1997. 

REFERENCE  COMMITTEE  B — recommended  adoption  of 
Resolution  No.  7-90. 

ACTION:  ADOPTED 


RESOLUTION  NO.  8-90 
Colorectal  Cancer  Screening 

By:  Joseph  Moon,  M.D. 

Tennessee  Academy  of  Family  Physicians 

Whereas,  Colorectal  cancer  is  a significant  health  prob- 
lem, accounting  for  60,000  American  deaths  per  year,  and  is 
second  only  to  lung  cancer  and  prostate  cancer  in  men  and 
lung  cancer  in  women;  and 

Whereas,  Twice  as  many  lives  can  be  saved  by  detecting 
colorectal  cancer  early,  rather  than  waiting  for  symptoms  to 
develop;  and 

Whereas,  Screening  procedures,  including  flexible  fiber- 
sigmoidoscopy,  can  discover  and  virtually  lead  to  total  elimi- 
nation of  colon  polyps,  the  present  precursor  of  colon  cancer, 
and  effect  cures  in  up  to  100%  of  cases;  and 

Whereas,  Ninety  percent  of  colorectal  cancer  cases  occur 
in  patients  above  age  50,  many  of  whom  are  patients  in  the 
Medicare  age  group;  and 

Whereas,  Medicare  refuses  to  pay  for  routine  flexible  fi- 
bersigmoidoscopy  screening,  and  additionally  refuses  to  pay 
for  those  cases  who  have  medically  qualified  indications  for 
the  procedure,  but  in  whom  no  significant  pathology  is  found. 
Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  pe- 
tition the  American  Medical  Association  to  take  action  that 
would  require  Medicare  to  reimburse  providers  for  routine  flex- 
ible fibersigmoidoscopy  examination  and  for  testing  of  patients 
who  have  medical  indications  for  colorectal  cancer  but  in  whom 
no  significant  pathology  is  found;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1997. 

REFERENCE  COMMITTEE  B — recommended  adoption  of 
Resolution  No.  8-90  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 
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RESOLUTION  NO.  9-90 
Strategic  Plan  for  the  TMA 

By:  Richard  M.  Pearson,  M.D. 

Memphis-Shelby  County  Medical  Society 

Whereas,  Physicians  are  being  buffeted  without  precedent 
by  economic  pressure;  and 

Whereas,  Physicians  need  organized  medicine  to  act  as 
their  champion;  and 

Whereas,  The  Tennessee  Medical  Association  (TMA) 
cannot  address  every  issue,  but  must  set  its  priorities  within 
a limited  budget;  and 

Whereas,  TMA  is  contemplating  major  capital  expendi- 
tures; and 

Whereas,  TMA  needs  to  be  an  organization  that  acts  on 
issues  rather  than  reacts  to  them.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association  de- 
velop a long-range  strategic  plan,  which  establishes  priorities 
for  the  Association  over  the  next  five  years;  and  be  it  further 

RESOLVED,  That  in  developing  this  plan,  the  Tennes- 
see Medical  Association  should  include  input  from  as  many 
members  as  possible;  and  be  it  further 

RESOLVED,  That  to  assist  in  this  plan  development,  the 
Tennessee  Medical  Association  should  engage  the  services  of 
a qualified  consultant;  and  be  it  further 

RESOLVED,  That  the  strategic  plan  should  be  presented 
to  the  House  of  Delegates  at  the  1991  annual  meeting. 

REFERENCE  COMMITTEE  C — recommended  nonadop- 
tion of  Resolution  No.  9-90. 

ACTION:  NOT  ADOPTED 


SUBSTITUTE  RESOLUTION  NO.  10-90 

Membership  Development  and  Retention  Campaign 

By:  Richard  M.  Pearson,  M.D. 
Memphis-Shelby  County  Medical  Society 

RESOLVED,  That  the  Tennessee  Medical  Association 
Board  of  Trustees  select  an  appropriate  mode  of  action  and 
carry  out  a membership  development  and  retention  campaign 
for  physicians  concurrently  and/or  in  conjunction  with  the 
Community  Awareness,  Resource  and  Education  (CARE) 
Program  for  the  general  public;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1997. 

ACTION:  ADOPTED 


RESOLUTION  NO.  11-90 

Formation  of  a Resident  Physician  Section  to  the  TMA 

By:  Thomas  A.  Currey,  M.D.,  Chairman 
Memphis-Shelby  County  Medical  Society  Delegation 

Whereas,  Resident  physicians  in  the  state  of  Tennessee 
have  genuine  interest  in  the  activities  of  organized  medicine 


in  the  state  and  the  nation;  and 

Whereas,  The  American  Medical  Association  (AMA)  has 
a policy  that  active  participation  by  residents  is  vital  to  the 
future  of  the  Federation  and  the  unity  of  the  medical  profes- 
sion; and 

Whereas,  The  AMA  formed  a Resident  Physician  Section 
in  1974  whose  major  goals  are  to  educate  residents  about  is- 
sues concerning  national  health  policies  and  develop  a truly 
representative  organization  in  order  to  effect  changes  in  pol- 
icy and  to  train  young  physician  leaders;  and 

Whereas,  The  AMA  resident  physician  members  total 
more  than  38,000  and  from  its  membership  representatives 
serve  in  the  AMA  House  of  Delegates,  on  the  Board  of 
Trustees  and  on  various  AMA  councils  and  also  boast  active 
participation  in  over  28  state  medical  associations  with  many 
contributions  to  policy-making.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
form  a Resident  Physician  Section  to  provide  a forum  within 
the  Tennessee  Medical  Association  for  the  exchange  of  infor- 
mation among  resident  physicians  and  their  colleagues;  and 
be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association 
include  resident  physicians  in  the  decision-making  or  policy- 
making process  affecting  all  physicians  in  the  state  of  Ten- 
nessee; and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1997. 

REFERENCE  COMMITTEE  B — offered  Substitute  Resolu- 
tion No.  2-90  to  replace  original  Resolutions  No.  2-90  and  11- 
90;  recommended  adoption  of  Substitute  Resolution  No.  2-90. 

ACTION:  NOT  ADOPTED  (Was  replaced  with  Substitute 
Resolution  No.  2-90,  which  was  adopted.) 


RESOLUTION  NO.  12-90 

Disposition  of  Resolutions  Referred  to 
Board  of  Trustees  or  to  TMA  Committees 

By:  C.  Eugene  Jabbour,  M.D. 

Memphis-Shelby  County  Medical  Society 

Whereas,  Each  year  some  resolutions  are  referred  to  Ten- 
nessee Medical  Association  committees  for  further  study  or 
action,  either  directly  or  through  the  Board  of  Trustees;  and 
Whereas,  The  Board  of  Trustees  or  the  committee  to  which 
the  resolution  is  referred  would  benefit  from  the  sponsors’ 
input  since  they  have  done  background  study  on  the  resolu- 
tion. Now',  therefore  be  it 

RESOLVED,  That  when  resolutions  are  referred  to  the 
Tennessee  Medical  Association  committees  or  Board  of 
Trustees  for  further  action,  the  Tennessee  Medical  Associa- 
tion member  sponsor  shall  have  the  option  of  serving  as  a 
special,  nonvoting  member  of  that  committee,  or  as  a guest 
of  the  Board  of  Trustees,  until  the  issue  is  resolved,  or  until 
the  committee  or  chairman  of  the  Board  of  Trustees  judges 
that  further  input  from  the  Tennessee  Medical  Association 
member  sponsor  is  no  longer  needed;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1997. 
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REF  i-.RENi 'E  COMMITTEE  C— recommended  adoption  of 
Resolution  No.  12-90  as  amended. 

M TION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  13-90 
TMA  Annual  Meeting  Format  Change 

By:  Arnold  M.  Drake,  M.D. 

Mhmphis-Shelby  County  Medical  Society 

Whereas,  The  Business  Sessions  of  the  Tennessee  Medi- 
cal Association  House  of  Delegates  meetings  are  held  on  a 
Wednesday,  Thursday,  and  Saturday  schedule;  and 

Whereas,  The  current  format  poses  both  a time  and  eco- 
nomic hardship  on  the  practicing  physician.  Now,  therefore 
be  it 

RESOLVED,  That  the  interval  between  the  Business 
Sessions  of  the  Tennessee  Medical  Association  House  of  Del- 
egates be  shortened  and  that  the  Sessions  also  possibly  in- 
clude more  of  the  weekend  days  contingent  upon  the  Ten- 
nessee Medical  Association  administrative  staff’s  ability  to 
resolve  such  contingencies  as  hotel  contracts,  the  Tennessee 
Medical  Association  Auxiliary  schedule,  and  the  schedule  of 
the  many  medical  specialty  societies  hereby  affected;  and  be 
it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1997. 

REFERENCE  COMMITTEE  C — recommended  adoption  of 
Resolution  No.  13-90  as  amended. 

ACTION;  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  14-90 
Student  Loan  Repayment 

By:  Stephanie  Johnson,  Delegate 
Medical  Student  Section 

Whereas,  The  cost  of  medical  education  is  increasing  at  a 
faster  rate  than  inflation;  and 

Whereas,  The  availability  of  financial  aid  for  medical  ed- 
ucation, other  than  student  loans,  is  scarce;  and 

Whereas,  The  interest  on  student  loans  is  no  longer  tax 
deductible;  and 

Whereas,  The  average  debt  of  loan-bearing  senior  medi- 
cal students  increased  to  $42,374  in  1989;  and 

Whereas,  Repayment  of  guaranteed  student  loans  (Staf- 
ford Loans)  can  no  longer  be  deferred  past  the  second  year 
of  postgraduate  medical  training  without  accming  interest;  and 
Whereas,  Pay  for  residents  entering  practice  is  declining, 
down  4.6%  in  1988.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
commend  the  physicians  who  have  donated  their  time  and/or 
resources  to  help  Tennessee  medical  students  in  financial  need 
through  the  Tennessee  Medical  Association-Student  Educa- 
tion Fund;  and  be  it  further 

288 


RESOLVED,  That  the  Tennessee  Medical  Association, 
through  its  congressional  lobbying  efforts,  support  deferral  of 
repayment  of  federally  sponsored  student  loans  during  resi- 
dency training;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1997. 

REFERENCE  COMMITTEE  D — recommended  nonadop- 
tion of  Resolution  No.  14-90. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  15-90 
Voluntary  Drug  Testing  of  TMA  Members 

By:  Aleen  S.  Boyd,  Jr.,  M.D.,  Delegate 

Whereas,  Drug  abuse  is  truly  a clear  and  present  danger 
to  our  society;  and 

Whereas,  Tennessee  is  the  Volunteer  State;  and 
Whereas,  Physicians  should  be  leaders,  both  in  word  and 
by  example,  rather  than  tardy  and  reluctant  followers;  and 
Whereas,  It  is  neither  logically  nor  morally  proper  to  en- 
courage drug  testing  of  airline  pilots,  government  employees, 
and  others  without  physicians  also  being  ready  and  willing  to 
submit  to  the  same  testing;  and 

Whereas,  The  benefits  of  drug  testing  to  physicians,  as 
individuals  and  as  an  Association,  would  be  improved  in  that: 
(a)  some  impaired  physicians  would  be  found  and  likely  re- 
habilitated; (b)  some  early  or  borderline  physician  drug  users 
might  be  encouraged  to  desist  if  subjected  to  randomized  and 
supervised  testing;  (c)  our  Association  (TMA)  could  then 
honestly  and  effectively  lead  and  assist  in  the  testing  of  other 
groups  entrusted  with  human  life;  (d)  the  public  would  be 
better  served  and  protected  (surely  part  and  parcel  of  “first 
do  no  harm”  is  to  prudently  police  ourselves);  (e)  our  public 
image  would  be  greatly  enhanced  by  the  knowledge  that  we 
are  voluntarily  testing  ourselves;  and 

Whereas,  The  data  collected  would  be  strictly  confidential 
regarding  the  individual  tested,  i.e.,  the  hospital  would  not 
be  privy  to  the  test  results,  and  no  harm  and  only  good  could 
come  to  the  impaired  physician,  and  the  TMA  Impaired  Phy- 
sician Committee  will  know  of  test  results  and  they  will  de- 
cide what  action,  if  any,  need  be  taken  (e.g.,  physicians 
properly  taking  medications  prescribed  by  other  physicians 
would  certainly  not  constitute  a diagnosis  of  “impaired”);  and 
Whereas,  The  program  is  voluntary,  and  no  one  will  be 
forced  to  participate  who  holds  his  privacy  or  the  sanctity  of 
his  urine  of  higher  value  than  his  public  image  or  the  public 
weal.  Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
undertake  a study  toward  implementation  of  a voluntary, 
randomized,  supervised,  and  confidential  urine  testing  pro- 
gram to  screen  members  of  the  Tennessee  Medical  Associa- 
tion for  drug  use;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1997. 

REFERENCE  COMMITTEE  B — recommended  adoption  of 
Resolution  No.  15-90. 

ACTION:  REFERRED  TO  TMA  BOARD  OF  TRUSTEES 
JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


RESOLUTION  NO.  16-90 


Reimbursement  by  Medicare  for  Services 
Rendered  by  Covering  Physicians 

By:  W.  Joel  Pedigo.  Jr..  M.D. 

Montgomery  County  Medical  Society' 

Whereas,  The  Health  Care  Financing  Administration 
through  its  Medicare  fiscal  intermediary  has  recently  remind- 
ed Tennessee  physicians  of  the  prohibition  on  billing  for  ser- 
vices provided  by  a covering  colleague;  and 

Whereas,  Resolution  No.  26-89  expressed  the  Tennessee 
Medical  Association's  (TMA)  opposition  to  this  policy;  and 
Whereas,  the  TMA  Committee  on  Governmental  Medical 
Services  has  been  informed  by  Medicare  officials  that  an  ex- 
ception to  this  policy  has  been  granted  for  cross  coverage  by 
physicians  who  are  members  of  the  same  group  practice  who 
have  identical  fee  profiles;  and 

Whereas,  No  such  exception  exists  for  physicians  in  group 
practices  with  differing  fee  profiles  or  solo  practitioners  who 
make  such  arrangements  on  weekends,  weeknights.  holidays, 
vacations,  and  days  off;  and 

Whereas.  The  Inspector  General  has  repeatedly  thwarted 
efforts  to  relax  this  provision;  and 

Whereas.  Legislation  has  been  introduced  in  the  United 
States  Congress  on  behalf  of  the  American  Medical  Associa- 
tion to  permit  both  solo  and  group  practitioners  to  “cover" 
for  each  other;  and 

Whereas.  This  legislation  further  provides  that  payment 
may  be  made  to  a second  physician  on  an  occasional  basis  in 
situations  where  the  first  physician  is  unable  to  provide  such 
services.  Now.  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
directly,  and  through  its  contact  doctor  system,  encourage  the 
members  of  the  Tennessee  congressional  delegation  both  to 
support  and  to  sign  on  as  cosponsors  of  legislation  that  would 
permit  both  solo  and  group  practitioners  to  "cover"  for  each 
other  and  be  reimbursed  for  such  service;  and  be  it  further 
RESOLVED,  That  the  Tennessee  Medical  Association 
encourage  the  American  Medical  Association  to  make  sup- 
port for  this  legislation  a top  priority;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1997. 

REFERENCE  COMMITTEE  A — recommended  adoption  of 
Resolution  No.  16-90. 

ACTION:  ADOPTED 


SUBSTITUTE  RESOLUTION  NO.  17-90 
Regulations  of  Gender  Selection  Abortions 

By:  Allen  S.  Boyd.  M.D..  Delegate 

RESOLVED,  That  the  Tennessee  Medical  Association 
place  itself  on  record  as  being  opposed  to  abortion  for  the 
purpose  of  gender  selection;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1997. 

ACTION:  ADOPTED 


RESOLUTION  NO.  18-90 
Electronic  Claims  Billing 

By:  W.  Robert  Gronewald.  M.D. 

Lakevv  ay  Medical  Society 

Whereas.  Electronic  claims  processing  is  becoming  in- 
creasingly commonplace;  and 

Whereas.  Electronic  claims  processing  can  be  cost  effi- 
cient and  should  be  mutually  beneficial;  and 

Whereas.  Many  insurance  companies  who  accept  elec- 
tronically submitted  claims  do  not  return  the  remittance  or 
explanation  of  medical  benefits  information  in  a similar  for- 
mat. Now.  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
work  with  the  insurance  companies  accepting  electronic  bill- 
ing. to  promptly  develop  standardized  computer  protocols  and 
software  that  will  allow  the  return  of  remittance  information 
electronically,  in  formats  compatible  with  the  submitting 
source;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1997. 

REFERENCE  COMMITTEE  B — recommended  adoption  of 
Resolution  No.  18-90. 

ACTION:  ADOPTED 


RESOLUTION  NO.  19-90 
Study  of  Board  of  Medical  Examiners 

By:  Thomas  G.  Pe.nntngton.  M.D..  Delegate 

Whereas.  The  Board  of  Medical  Examiners  of  the  State 
of  Tennessee  (BME)  has  recently  encountered  problems  in 
meeting  its  legislative  requirements  and  in  accomplishing  its 
mission;  and 

Whereas.  A further  increase  in  the  workload  of  the  BME 
is  anticipated  from  new  federal  regulations  now  in  place  cre- 
ating a National  Physicians'  Data  Bank  which  charges  the 
BME  with  additional  responsibilities  in  monitoring  reports  of 
disciplinary  actions  by  multiple  agencies;  and 

Whereas.  There  is  continued  public  criticism  and  media 
interest  in  the  BME.  Now.  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
create  and  fund  a task  force  to  perform  a comprehensive  study 
of  the  Board  of  Medical  Examiners'  (BME)  mission,  purpose 
and  mandates,  including  a survey  and  study  of  the  results  of 
selected  successful  programs  in  other  states;  and  be  it  further 
RESOLVED,  That  this  task  force,  together  with  the  BME. 
develop  the  most  feasible  plan  for  the  funding  and  operation 
of  the  BME;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1997. 

REFERENCE  COMMITTEE  A — recommended  adoption  of 
Resolution  No.  19-90  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 
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RESOLUTION  NO.  20-90 
Organ  Procurement  Organizations 

By:  R.  Benton  Adkins,  M.D. 

Nashville  Academy  of  Medicine 

Whereas,  Every  day  over  400  Tennesseans  are  on  waiting 
lists  to  receive  organ  transplants  and  more  than  25%  of  all 
potential  recipients  for  a heart,  liver,  or  lung  transplant  will 
die  before  an  organ  becomes  available;  and 

Whereas,  Fewer  than  one-fourth  of  the  potential,  suitable 
organ  donors  in  Tennessee  actually  become  donors  each 
year;  and 

Whereas,  Both  state  and  federal  law  requires  physicians 
to  assist  in  the  identification  and  referral  of  potential  donors. 
Now,  therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association, 
through  its  membership,  endorse  organ,  tissue,  and  eye  do- 
nation as  an  essential  means  of  continuing  or  improving  the 
quality  of  life  for  people  throughout  Tennessee;  and  be  it 
further 

RESOLVED,  That  the  Tennessee  Medical  Association 
encourage  its  membership  to  assist  the  federally  designated 
organ  procurement  organizations  in  their  efforts  to  procure 
donated  organs  and  tissues  for  transplantation  and  to  comply 
with  both  the  spirit  and  language  of  Section  68-30-110  of  the 
Tennessee  Code  Annotated;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association 
join  the  Tennessee  Hospital  Association,  the  organ  procure- 
ment organizations,  and  the  eye  bank  organizations  to  devel- 
op a consolidated  plan  for  insuring  that  the  donation  option 
is  offered  to  the  families  of  all  potential  donors;  and  be  it 
further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1997. 

REFERENCE  COMMITTEE  A — recommended  adoption  of 
Resolution  No.  20-90. 

ACTION;  ADOPTED 


RESOLUTION  NO.  21-90 

Release  of  Information  by  Peer  Review  Organization 

By;  R.  Benton  Adkins,  M.D. 

Nashville  Academy  of  Medicine 

Whereas,  The  Peer  Review  Organization  (PRO)  contin- 
ually becomes  an  increasing  force  in  the  practice  of  medicine; 
and 

Whereas,  Under  guidelines  and  regulations  of  Health  Care 
Financing  Administration  (HCFA),  the  PRO  conducts  ret- 
rospective review  of  patients  in  hospitals  and  outpatient  cen- 
ters in  search  of  “quality  issues”;  and 

Whereas,  On  identification  of  a “quality  issue”  the  PRO 
notifies  the  physician  of  such  and  requests  information  from 
him  to  justify  the  care  given  the  patient;  and 

Whereas,  Correspondence  between  the  PRO  and  the 
physician  may  go  on  for  several  months;  and 

Whereas,  When  a final  determination  of  the  matter  is  made 
by  the  PRO,  the  patient  or  family  may  request  copies  of  all 
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the  correspondence  related  to  the  issue,  and  the  PRO  consid- 
ers this  confidential  information;  and 

Whereas,  If  such  a request  is  made  by  the  patient  or  fam- 
ily, the  PRO  must  ask  the  physician  involved  for  his  permis- 
sion to  release  such  information;  and 

Whereas,  In  the  potential  quality  issues  involving  hospi- 
tals, after  the  final  PRO  determination  is  made,  if  the  pa- 
tient/family requests  information,  the  hospital  is  informed  of 
the  PRO’S  intent  to  release  its  conclusion  in  the  matter;  and 
Whereas,  There  is  ongoing  litigation  by  some  Tennessee 
hospitals  contesting  this  HCFA  regulation.  Now,  therefore 
be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
advise  its  members  that  agreeing  to  allow  the  Peer  Review 
Organization  to  release  copies  of  correspondence  related  to 
quality  issues  may  not  be  in  the  members’  best  interest,  and 
that  there  are  no  adverse  legal  ramifications  involved  in  de- 
nying the  Peer  Review  Organization  the  right  to  release  in- 
formation of  this  type;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association  use 
all  the  resources  at  its  command  to  inform  state  and  national 
lawmakers  of  the  dangers  inherent  in  regulations  that  require 
release  of  confidential  correspondence;  and  be  it  further 
RESOLVED,  That  the  Tennessee  Medical  Association 
explore  ways  in  which  it  may  support  the  efforts  of  Tennessee 
hospitals  engaged  in  litigation  to  prevent  the  further  imple- 
mentation of  these  regulations;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1997. 

REFERENCE  COMMITTEE  A — recommended  adoption  of 
Resolution  No.  21-90. 

ACTION:  ADOPTED 


RESOLUTION  NO.  22-90 
Utilization  Review  in  Tennessee  Hospitals 

By:  J.  Kelley  Avery,  M.D. 

Ex-Officio  Delegate 

Whereas,  Utilization  review  in  Tennessee  hospitals  has 
become  increasingly  onerous;  and 

Whereas,  The  Tennessee  Medical  Association  (TMA)  and 
the  Tennessee  Hospital  Association  (THA)  both  introduced 
legislation  in  the  1989  session  of  the  Legislature  concerning 
utilization  review;  and 

Whereas,  During  a Senate  committee  hearing,  both  the 
TMA  and  the  THA  agreed  to  study  this  matter  until  the  1990 
session;  and 

Whereas,  During  the  interim,  the  TMA  and  the  THA  co- 
operated in  the  formation  of  the  Health  Relations  Group 
consisting  of  representatives  of  both  these  organizations,  the 
payor  industry,  the  utilization  review  industry,  hospital  utili- 
zation review/quality  assurance  and  medical  records  repre- 
sentatives, and  the  business  community;  and 

Whereas,  This  group  has  worked  to  develop  voluntary 
guidelines  to  be  used  by  physicians,  hospitals,  and  the  utiliza- 
tion review  industry  in  an  effort  to  avoid  the  creation,  through 
legislation,  of  yet  another  government  bureaucracy;  and 

Whereas,  Tennessee’s  voluntary  approach  has  resulted  in 
much  favorable  national  media  attention;  and 
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Whereas,  These  voluntary  guidelines  have  recently  been 
completed  and  have  served  as  a model  for  the  industry 
throughout  the  entire  country;  and 

Whereas,  Tennessee’s  voluntary  guidelines  are  far  more 
stringent  than  legislation  adopted  by  other  states.  Now, 
therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
Board  of  Trustees  carefully  study  the  comprehensive  utiliza- 
tion review  guidelines  for  the  state  of  Tennessee  as  devel- 
oped by  the  Health  Relations  Group  and  urge  their  imple- 
mentation as  soon  as  possible  if  approved;  and  be  it  further 
RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1997. 

REFERENCE  COMMITTEE  A — recommended  adoption  of 
Resolution  No.  22-90  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  23-90 

Use  of  Corporal  Punishment  in  Tennessee  Schools 

By:  Hays  Mitchel,  M.D. 

TN  Chapter,  American  Academy  of  Pediatrics 
Tennessee  Pediatric  Society 

Whereas,  As  physicians  we  dedicate  ourselves  to  promot- 
ing and  protecting  the  physical  and  psychological  health  of 
the  children  of  Tennessee;  and 

Whereas,  Children  suffer  physical,  psychological,  and 
emotional  injury  as  a result  of  corporal  punishment;  and 
Whereas,  The  American  Academy  of  Pediatrics  and  the 
American  Medical  Association  as  well  as  the  American  Psy- 
chological Association,  the  American  Bar  Association,  the 
National  Education  Association,  and  the  National  PTA  all 
favor  the  abolition  of  corporal  punishment  in  schools;  and 
Whereas,  Corporal  punishment  is  unnecessary,  and  strong 
and  effective  alternative  methods  of  discipline  exist  and  are  al- 
ready used  by  the  majority  of  educators.  Now,  therefore  be  it 
RESOLVED,  That  the  Tennessee  Medical  Association 
oppose  the  use  of  corporal  punishment  in  Tennessee  schools; 
and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association 
strongly  urge  the  Tennessee  General  Assembly  to  discourage 
the  use  of  corporal  punishment  in  Tennessee  schools;  and  be 
it  further 

RESOLVED,  That  the  Tennessee  Medical  Association 
assist  educators  with  the  implementation  of  alternative  meth- 
ods of  discipline  in  schools;  and  be  it  further 

RESOLVED,  That  the  Tennessee  Medical  Association 
urge  its  component  societies  to  address  the  issues  of  corporal 
punishment  with  their  local  school  districts  and  to  urge  and 
support  the  development  of  alternative  means  of  discipline; 
and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1997. 

REFERENCE  COMMITTEE  A — recommended  adoption  of 
Resolution  No.  23-90  as  amended. 

ACTION:  ADOPTED  AS  AMENDED 


RESOLUTION  NO.  24-90 
Medicaid  Drug  Formulary  Legislation 

By:  Thurman  L.  Pedigo,  M.D. 

Warren  County  Medical  Society 

Whereas,  The  Tennessee  Medical  Association  recognizes 
the  need  to  ensure  that  Tennessee  delivers  a medical  assis- 
tance program  which  is  cost  effective  and  prudently  adminis- 
tered; and 

Whereas,  Rising  health  care  costs  are  creating  an  in- 
creased demand  on  the  State’s  limited  revenues;  and 

Whereas,  Prescription  pharmaceuticals  are  a cost-effec- 
tive component  of  the  Medicaid  program;  and 

Whereas,  In  many  instances  physicians  are  being  denied  the 
opportunity  to  treat  their  patients  with  the  drug  of  choice;  and 
Whereas,  Denial  of  proper  drug  therapy  can  result  in  in- 
creased Medicaid  costs  to  the  State  as  well  as  decreased  pa- 
tient care;  and 

Whereas,  The  Tennessee  Department  of  Health  and  En- 
vironment is  moving  increasingly  to  limit  physician  autonomy 
and  restrict  patient  access  to  needed  drug  products.  Now, 
therefore  be  it 

RESOLVED,  That  the  Tennessee  Medical  Association 
strongly  support  and  urge  the  enactment  of  nonrestrictive 
Medicaid  drug  formulary  legislation;  and  be  it  further 

RESOLVED,  That  this  resolution,  unless  reaffirmed  or 
modified  prior  thereto,  shall  terminate  after  the  regular  an- 
nual meeting  of  the  House  of  Delegates  in  1997. 

REFERENCE  COMMITTEE  A — recommended  nonadop- 
tion of  Resolution  No.  24-90. 

ACTION:  NOT  ADOPTED 


COMMENDATION  RESOLUTION 

James  H.  Sammons,  M.D. 

By:  Thomas  K.  Ballard,  M.D. 

Consolidated  Medical  Assembly  of 
West  Tennessee 

Whereas,  James  H.  Sammons,  M.D.,  has  served  the 
American  Medical  Association  as  its  Executive  Vice 
President  for  the  past  fifteen  years;  and 
Whereas,  James  H.  Sammons,  M.D.,  has  been  a 
spokesman  for  medicine  dealing  with  many  and  varied 
issues  throughout  these  years;  and 
Whereas,  Through  his  leadership  and  depth  of 
knowledge  the  American  Medical  Association  has  re- 
mained a leading  force  in  American  medicine;  and 
Whereas,  James  H.  Sammons,  M.D.,  has  recently 
resigned  his  office  of  Executive  Vice  President  of  the 
American  Medical  Association.  Now,  therefore  be  it 
RESOLVED,  That  the  Tennessee  Medical  Associ- 
ation commend  James  H.  Sammons,  M.D.,  for  his 
years  of  service  to  the  American  Medical  Association; 
and  be  it  further 

RESOLVED,  That  a copy  of  this  resolution  be  for- 
warded to  James  H.  Sammons,  M.D.;  and  be  it  further 
RESOLVED,  That  a similar  resolution  be  intro- 
duced into  the  American  Medical  Association  House 
of  Delegates  by  the  Tennessee  delegation. 
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TENNESSEE’S  OUTSTANDING  PHYSICIAN  OF  THE  YEAR 


Charles  C.  Smeltzer,  M.D. 


Outstanding  Physician  of  the  Year  Award  is  presented  to  Dr. 
Charles  C.  Smeltzer,  Knoxville  (right)  by  TMA  House  of  Del- 
egates speaker,  Dr.  F.  Hammond  Cole,  Jr. 


The  TMA  House  of  Delegates  elected  Charles  C. 
Smeltzer,  M.D.,  of  Knoxville  as  the  1990  Outstanding 
Physician  of  the  Year  at  the  155th  TMA  annual  meet- 
ing. The  speaker  of  the  House,  F.  Hammond  Cole,  Jr. , 
M.D.,  presented  the  award  to  Dr.  Smeltzer  at  the  clos- 
ing session  of  the  House  of  Delegates  on  April  7.  Dr. 
Smeltzer  was  nominated  for  the  award  by  the  Knoxville 
Academy  of  Medicine. 

Charles  C.  Smeltzer,  M.D.,  a native  of  Greendale, 
Virginia,  earned  his  medical  degree  from  the  Univer- 
sity of  Tennessee  College  of  Medicine  in  Memphis.  He 
completed  an  internship  and  surgical  residency  at 
Knoxville  General  Hospital. 

Dr.  Smeltzer  went  on  to  serve  as  chief  of  surgery 
at  Knoxville  General  and  later  held  that  position  at  St. 
Mary’s  Medical  Center. 

His  commitment  to  the  medical  profession  is  evi- 
dent through  his  involvement  in  organized  medicine. 
A past  president  of  the  Knoxville  Academy  of  Medi- 
cine, Dr.  Smeltzer  represented  Knoxville  in  the  Ten- 


nessee Medical  Association  House  of  Delegates  for 
many  years.  He  served  as  a Tennessee  delegate  to  the 
American  Medical  Association  House  of  Delegates  for 
ten  years. 

Widely  known  for  his  efforts  in  the  area  of  medical 
ethics.  Dr.  Smeltzer  was  a member  of  the  American 
Medical  Association’s  Judicial  Council  for  ten  years, 
serving  as  chairman  for  two  years. 

“Our  profession  is  better  today  because  of  Dr. 
Smeltzer’s  commitment  to  medical  ethics,’’  comment- 
ed Dr.  John  Burkhart  of  Knoxville  in  his  speech  to 
second  Smeltzer’s  nomination.  “He  has  carried  the 
banner  of  our  profession  with  pride  and  distinction.’’ 

In  addition  to  his  active  roles  in  the  Knoxville 
Academy  of  Medicine,  the  Tennessee  Medical  Asso- 
ciation and  the  American  Medical  Association,  Dr. 
Smeltzer  is  a member  of  the  Southeastern  Surgical  As- 
sociation and  the  American  College  of  Surgeons.  He 
is  also  active  in  the  East  Tennessee  Chapter  of  the 
Multiple  Selerosis  Society. 

He  and  his  wife,  Helen,  have  two  children,  C.  Clark 
Smeltzer,  Jr.,  M.D.  and  Beth  Smeltzer. 
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DISTINGUISHED  SERVICE  AWARDS 

The  Distinguished  Service  Award,  established  in  1964,  is  presented  annually  by  the  TMA  Board  of  Trustees  to  member 
physicians  in  recognition  of  outstanding  service  or  contributions  to  the  advancement  of  medical  science,  the  TMA,  or  the 
public  welfare,  whether  of  a civic  or  scientific  nature.  At  the  TMA’s  155th  annual  meeting  in  Knoxville,  TMA  Board 
Chairman  James  T.  Craig,  Jr.,  M.D.,  presented  three  worthy  recipients  with  this  prestigious  award. 


Robert  E.  Bowers,  M.D.,  was 

nominated  by  the  Chattanooga-Ham- 
ilton  County  Medical  Society,  partic- 
ularly for  his  efforts  in  developing  the 
Community  Awareness,  Resource  and 
Education  (CARE)  Program. 

For  the  past  several  years,  TMA 
member  physicians  have  sought  an 
effective  way  to  “tell  medicine’s  sto- 
ry” and  position  themselves  as  “the 
ultimate  patient  advocate.”  Through 
his  work  as  chairman  of  the  TMA’s 
Communications  and  Public  Service 
Committee,  Dr.  Bowers  has  helped 
develop  and  implement  a public  re- 
lations program  (CARE)  to  accom- 
plish these  goals. 

A native  of  High  Point,  North 
Carolina,  Dr.  Bowers  is  a tireless 
participant  in  organized  medicine.  He 
currently  serves  as  a member  of  the 
TMA  Board  of  Trustees,  as  an  alter- 
nate delegate  to  the  American  Medi- 
cal Association  from  TMA,  and  as 
chairman  of  the  TMA  Communica- 
tions and  Public  Service  Committee. 
He  was  president  of  the  Chattanoo- 
ga-Hamilton  County  Medical  Society 
in  1986. 

Dr.  Bowers,  a Chattanooga  oto- 
laryngologist, has  served  as  chief  of 
staff  at  Memorial  Hospital  in  Chat- 
tanooga, secretary  of  its  medical  staff, 
and  is  currently  chairman  of  its  Cre- 
dentials Committee. 

Aside  from  his  professional  work. 
Dr.  Bowers  is  active  in  community  af- 
fairs, serving  as  chairman  of  the  Foun- 
dation for  Physical  Resources  and  In- 
formation, and  vice-president  (Finance 
and  Administration)  of  the  Chattanoo- 
ga-Hamilton  County  Speech  and 
Hearing  Center. 


Duane  C.  Budd,  M.D.,  retiring 
president  of  the  Tennessee  Board  of 
Medical  Examiners,  was  nominated 
by  William  Cloud,  M.D.,  Knoxville, 
for  his  strong  leadership,  as  he  has 
steadfastly  defended  the  Board’s  in- 
tegrity in  the  face  of  unfavorable 
publicity  and  unw'arranted  criticism. 

Dr.  Budd  served  on  the  Board  of 
Medical  Examiners  from  1980-89,  has 
been  its  president  since  1987,  and  was 
in  the  forefront  of  efforts  to  ensure 
the  effective  operation  of  the  Board. 
His  efforts  have  been  instrumental  in 
the  passage  of  legislation  to  address 
many  common  problems  facing  the 
state’s  professional  boards. 

Dr.  Budd,  a practicing  family 
physician  in  Johnson  City  since  1972, 
is  a licensed  pilot,  and  he  has  served 
as  senior  aviation  medical  examiner 
for  the  Federal  Aviation  Administra- 
tion since  1973  and  as  the  FAA’s 
aviation  accident  investigator  since 
1975. 

A native  of  Perryton,  Texas,  Dr. 
Budd  currently  chairs  the  TMA 
Committee  on  Medical  Practice  and 
is  a member  of  TMA’s  Interprofes- 
sional Liaison  Committee.  Dr.  Budd 
has  served  as  a delegate  or  alternate 
delegate  to  the  TMA  House  of  Del- 
egates since  1978.  He  received  the 
1986  “Family  Physician  of  the  Year 
Award”  from  the  Tennessee  Acade- 
my of  Family  Physicians.  Throughout 
his  career,  whether  in  practice,  with 
TMA,  or  in  his  position  on  the  Board 
of  Medical  Examiners,  Dr.  Budd  has 
demonstrated  a strong  commitment  to 
protecting  patients  in  Tennessee. 


Frederick  W.  Carr,  M.D.,  the 

volunteer  medical  director  of  the 
Knoxville  Union  Rescue  Mission,  was 
nominated  by  the  Knoxville  Acade- 
my of  Medicine. 

A native  of  Jackson,  Tennessee, 
Dr.  Carr  left  a successful  business  ca- 
reer in  Knoxville  to  pursue  his  dream 
of  becoming  a physician. 

He  entered  a general  practice  in 
Knoxville,  where  he  pioneered  a mo- 
bile medical  night  practice,  to  re- 
spond to  house  and  emergency  calls. 
This  innovative  solution  to  after-hours 
health  care  was  recognized  in  Janu- 
ary 1955  by  Newsweek. 

For  15  years  he  worked  in  the  oc- 
cupational medicine  field,  with  the 
Atomic  Energy  Commission  in  Oak 
Ridge.  He  returned  to  emergency 
medical  practice  in  1971  with  the 
Knoxville  Emergency  Physicians 
Group,  where  he  served  until  retiring 
in  1981. 

Upon  retirement  from  private 
practice.  Dr.  Carr  offered  his  talents 
to  the  Knoxville  Union  Rescue  Mis- 
sion. He  has  served  as  volunteer 
medical  director  at  the  mission  since 
1981,  as  he  continues  to  devote  time 
and  medical  expertise  to  the  home- 
less of  the  Knoxville  community.  He 
established  a medical/dental  clinic  at 
the  mission  in  1982,  and  last  year 
alone  3,535  men,  women,  and  chil- 
dren received  care  at  the  facility. 

Dr.  Carr  was  appointed  chairman 
of  the  board  of  directors  of  the  mis- 
sion in  1989,  and  is  not  only  respon- 
sible for  its  medical  clinic,  but  for 
staffing,  volunteer  recruitment,  and  all 
programs  of  the  mission. 
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COMMUNITY  SERVICE  AWARDS 


Mrs.  Evelyn  Blythe,  executive  di- 
rector of  Community  Development 
Services  in  Martin,  Tennessee,  a pri- 
vate, non-profit,  community-based 
mental  retardation  agency,  was  nom- 
inated by  the  Northwest  Tennessee 
Academy  of  Medicine. 

This  former  schoolteacher  is  a 
graduate  of  Tennessee  Technological 
University.  After  her  youngest  son 
was  born  with  mental  retardation, 
Mrs.  Blythe  became  determined  to 
help  others  overcome  the  obstacles 
facing  the  mentally  handicapped. 

In  1971,  after  obtaining  a govern- 
ment grant,  Mrs.  Blythe  helped  to 
start  Community  Development  Serv- 
ices (CDS)  to  serve  32  mentally 
handicapped  children  from  Obion, 
Lake,  and  Weakley  Counties  and  she 
was  appointed  center  director.  In 
1972,  CDS  expanded  their  services  to 
include  children  from  Henry  County 
and  opened  training  centers  for  de- 
velopmentally  disabled  adults. 

CDS  won  a great  political  battle 
in  1974  and  had  all  of  their  children 
admitted  to  public  school  systems. 
Since  that  time  they  have  continued 
their  efforts  on  behalf  of  adults, 
working  to  gain  employment  for  their 
clients  and  helping  them  move  into 
less  restrictive  residential  settings  as 
they  grow  in  independence. 

Mrs.  Blythe  was  the  first  woman 
invited  to  join  the  previously  all-male 
Martin  Lions  Club,  and  she  is  a 
member  of  the  Martin  Business  and 
Professional  Women’s  Club,  twice 
serving  as  president. 


Senator  Curtis  S.  Person,  Jr.  was 

nominated  by  the  Memphis-Shelby 
County  Medical  Society,  largely  based 
on  his  activities  on  behalf  of  handi- 
capped children  in  Memphis. 

Sen.  Person  earned  a bachelor  of 
science  degree  from  Memphis  State 
University  and  received  his  law  de- 
gree from  the  University  of  Mississip- 
pi. He  represents  state  senatorial  dis- 
trict 31. 

His  accolades  and  accomplish- 
ments in  the  area  of  child  welfare  are 
impressive.  Presently  chief  referee  of 
the  Juvenile  Court  of  Memphis,  Sen. 
Person  received  the  “Outstanding 
Service  to  Children  Award”  from  the 
Tennessee  Council  of  Juvenile  Court 
Judges  in  1981.  That  same  year,  the 
Tennessee  Juvenile  Court  Services 
Association  honored  him  with  the 
“President’s  Service  Award.”  He  was 
named  “Tennessee’s  Advocate  of  the 
Year  for  Handicapped  Children”  in 
1978  by  the  Tennessee  Association  of 
Children  with  Learning  Disabilities. 

Sen.  Person  has  served  as  presi- 
dent of  the  Memphis-Shelby  County 
Mental  Health  Association,  chairman 
of  the  Memphis  Commission  on  Drug 
Abuse,  president  of  Handicapped, 
Inc.,  and  president  of  the  Memphis 
Heart  Gala,  Inc. 

The  Tennessee  Republican  Party 
named  Sen.  Person  as  their  “Out- 
standing Legislator”  in  1985  and  the 
National  Organization  of  Mothers 
Against  Drunk  Driving  (MADD)  hon- 
ored him  in  1988  as  the  “Government 
Leader  Against  Drunk  Driving.” 


Mr.  Mervin  Pregulman  was  nom- 
inated by  the  Chattanooga-Hamilton 
County  Medical  Society  for  his  role 
in  establishing  the  Siskin  Hospital  for 
Physical  Rehabilitation. 

Mr.  Pregulman,  a native  of  Lan- 
sing, Michigan,  was  a graduate  of  the 
University  of  Michigan. 

Through  his  role  as  chairman  of 
the  board  of  the  Siskin  Memorial 
Foundation,  Mr.  Pregulman  person- 
ally spearheaded  a drive  to  raise  more 
than  $12  million  from  the  community 
to  finance  and  construct  a state-of-the- 
art  rehabilitation  hospital. 

The  58-bed  facility,  the  realiza- 
tion of  a ten-year  effort  of  Mr.  Pre- 
gulman and  the  Siskin  Foundation, 
provides  comprehensive  inpatient  and 
outpatient  physical  rehabilitation  for 
individuals  suffering  from  traumatic 
brain  injuries,  spinal  cord  injury,  pe- 
diatric disabilities,  arthritis,  chronic 
pain,  stroke,  and  other  disabling  dis- 
orders. 

The  unit  will  create  approximate- 
ly 250  new  jobs  in  the  Chattanooga 
area,  and  it  has  already  resulted  in  the 
establishment  of  a new  physical  ther- 
apy program  at  the  University  of 
Tennessee  at  Chattanooga. 

Along  with  his  work  with  the  Sis- 
kin Memorial  Foundation,  he  serves 
as  a member  of  the  board  of  directors 
and  executive  committee.  United  Way 
of  Greater  Chattanooga.  He  has  also 
been  recognized  for  his  past  work  with 
the  Boys  Club,  Goodwill  Industries, 
and  various  other  civic  and  charitable 
organizations. 


Each  vcar  since  7976,  ihe  Tennessee  Medical  Association  has  been  privileged  to  present  its  Community  Service  Award  to 
citizens  who  have  made  significant  contributions  to  their  community  and  state  in  the  very  broad  field  of  health  care.  At  the 
TMA's  1 55th  annual  meeting  in  Knoxville,  James  T.  Craig,  Jr.,  M.D.,  chairman  of  the  TMA  Board  of  Trustees,  presented 
the  awards  to  three  Tennesseans  for  their  exceptional  efforts  to  promote  better  general  health  and  well-being  of  the  population 
in  their  respective  communities. 
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Present 

Present 

TIPTON  

YOUNG  PHYSICIAN 

.Warren  Alexander.  M.D. 

Present 

— 

SECTION 

.William  L.  Hickerson,  M.D, 

— 

Present 

HOSPITAL  MEDICAL  STAFF 

SECTION 

.Donald  L.  Gaines,  M.D. 

Present 

— 

MEDICAL  SCHOOL  SECTION 

Stephanie  Johnson 

— 

Present 

^ Ex-Officio  delegates  serving  in  more  than  one  capacity  are  listed  only  once.  The  above  information  was  taken  from  attendance  records  signed  by  the  delegates. 

The  following  component  society  delegates  were  not  eligible  for  seating  due  to  failure  to  file  the  1 989  annual  report  as  required  by  the  TMA  Constitution  and  Bylaws; 

Hawkins,  Fentress,  Giles,  Jackson,  Macon,  Marshall. 


TMA  Annual  Meeting  Highlights 
Knoxville — April  1990 


Outgoing  TMA  president  Dr.  William  O.  Miller,  Knoxville  (left)  turning  over  Special  guest  Dr.  James  S.  Todd,  AMA  acting  executive 

gavel  to  incoming  president  Dr.  Hamel  B.  Eason,  Memphis  vice-president  (left)  with  Mr.  Hadley  Williams,  TMA 

executive  director 


I 


Dr.  Howard  L.  Salyer,  Nashville,  newly 
elected  TMA  president-elect,  addressing 
the  House  of  Delegates 


Dr.  and  Mrs.  William  O.  Miller,  Dr.  and  Mrs.  Hamel  B.  Eason,  and  Dr.  and  Mrs.  James  ' 
T.  Craig  at  annual  President’s  Banquet  < 

I 


Drs.  Hamel  B.  Eason,  incoming  TMA  president;  James  S.  Todd, 
AMA  acting  executive  vice-president;  William  O.  Miller,  outgoing 
TMA  president;  James  T.  Craig,  Jr.,  Jackson,  outgoing  chairman 
of  the  Board  of  Trustees;  John  B.  Thomison,  Nashville,  TMA 
immediate  past  president 


Dr.  F.  Hammond  Cole,  Jr.  Memphis  (right),  retiring  speaker  of 
the  House  of  Delegates,  receiving  plaque  of  appreciation  from  Dr. 
George  H.  Wood,  Knoxville,  newly  elected  speaker  of  the  House 
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EVIPACT  Luncheon  speaker  Dr.  Robert  Kirkpatrick,  Memphis,  chairman  of  the  IMPACT  Board  of  Directors,  addressing  the  Board 

Dr.  Randolph  Smoak,  and  guests  at  the  annual  IMPACT  Luncheon 

chairman  of  AMPAC  Board 
of  Directors 


TMA  past  presidents  from  left  (standing)  Drs.  James  R.  Royal,  Chattanooga,  1986;  Clarence 
R.  Sanders,  Gallatin,  1985;  J.  Kelley  Avery,  Nashville,  1975;  James  T.  Galyon,  Memphis, 
1987;  C.  Gordon  Peerman,  Nashville,  1976;  John  B.  Thomison,  Nashville,  1988;  John  H. 
Burkhart,  Knoxville,  1965;  George  A.  Zirkle,  Jr.,  Knoxville,  1980;  Allen  S.  Edmonson, 
Memphis,  1981;  (seated)  John  B.  Dorian,  Memphis,  1978;  David  H.  Turner,  Chattanooga, 
1977;  Thomas  K.  Ballard,  Jackson,  1984;  E.  Kent  Carter,  Kingsport,  1974;  Nat  E.  Hyder, 
Jr.,  Johnson  City,  1983 


Dr.  Rex  A.  Amonette,  Memphis,  newly 
elected  chairman  of  the  TMA  Board  of 
Trustees,  participating  in  the  House  of 
Delegates 


Medicine  and  Religion  Breakfast  speaker 
Dr.  Elizabeth  Holland 


Recipients  of  AMA-ERF  checks  from  the  six  Tennessee  medical  institutions,  with  Mrs.  Ida 
Deal,  Clarksville  (center),  state  AMA-ERF  chairman 
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PHYSICIANS 


• Monthly  Stipend  for  Physicians  in  training  leading  to  qualification 
as  General/Orthopedic/Neurosurgeon  or  anesthesiologist. 

• Loan  repayment  of  up  to  $20,000  for  Board 
eligible  General/Orthopedic  surgeons 
and  anesthesiologists. 

• Flexible  drilling  options. 

• CME  opportunities. 

*Promotion  Opportunities 
*Prestige 

For  graduates  of  AM  A approved  Medical  Schools 

1-800-443-6419 


NAVAL  RESERVE 

You  are  Tomorrow.  You  are  the  Navy. 
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REPORTS  OF  OFFICERS 


Report  of  the  President 

William  O.  Miller,  M.D. 

Tempus  Fugit 

Yes,  and  the  older  I get  the  more  it  fugits.  This  has  been 
an  eventful  and  enlightening  year  for  me.  I have  been  in- 
volved in  organized  medicine  since  I was  President  of  the 
Fellows  Association  at  Ochsner  Foundation  Hospital  in  1960. 
It  has  been  and  will  continue  to  be  for  me,  a rewarding  and 
fulfilling  experience. 

I am  not  a diarist  or  a chronicler  of  activities,  but  I do 
want  to  share  with  you  some  reflections  on  the  past  year. 

First,  you  have  to  accept  the  words  of  your  past  and  pres- 
ent elective  representatives  to  the  depth  of  dedication  and 
sincere  devotion  to  our  medical  profession  that  your  staff  at 
the  TMA  exhibits.  They  are  true  stewards  of  your  profession- 
al image,  finances,  ethics,  and  health  care  goals.  They  stand 
as  your  adversaries  in  conllicts  against  business  and  govern- 
mental challenges.  They  truly  deserve  your  heartfelt  thanks, 
congratulations,  and  support. 

This  year  we  have  had  multiple  challenges  as  we  have  every 
year,  but  my  sense  of  optimism  and  pride  goes  toward  several 
programs  which  you,  as  a visionary  group,  have  set  into  mo- 
tion. The  CARE  Program  which  you  adopted  and  funded  at 
the  last  House  of  Delegates  meeting  has  begun.  Through  the 
diligent  work  of  the  Communications  Committee,  chaired  by 
Dr.  Bob  Bowers,  it  has  selected  an  excellent  firm  that  has 
begun  laying  the  groundwork  for  a program  that  I fully  be- 
lieve will  be  one  of  which  each  of  us  will  be  proud.  You  will 
be  seeing  and  hearing  more  about  this  during  this  annual 
meeting  and  throughout  the  coming  years. 

You  were  also  visionary  in  unanimously  supporting  the 
Tennessee  Medicare  Access  Program  and  as  a result,  this  is 
beginning  to  take  form  and  substance.  It  has  been  warmly 
welcomed  by  the  citizens  of  the  state,  both  those  who  are  in 
need  and  those  who  deeply  appreciate  what  organized  medi- 
cine is  doing.  The  present  administration  is  very  supportive 
and  is  a financial  partner  in  this  endeavor.  We  have  received 
words  of  commendation  from  the  administration  on  this  work. 

The  pilot  project  in  Knoxville  is  underway  and  getting  the 
“kinks”  worked  out.  This  will  soon  become  statewide.  This 
has  been  mainly  due  to  the  tireless  effort  of  Mr.  Russ  Miller 
of  the  TMA  staff,  and  he  is  to  be  commended  for  this.  Sorry, 
he  is  no  relation,  but  I would  be  extremely  proud  if  he  were. 

This  program  is  designed  to  grow  and  benefit  the  needy 
and  indigent  patients  in  the  state  of  Tennessee.  It  has  been 
extremely  well  received  by  the  physicians  of  the  Association 
and  its  Auxiliary,  and  enthusiastically  supported  by  the  Council 
on  Aging.  We  have  gotten  excellent  press  because  of  this, 
and  that  too  is  expected  to  grow. 

1 firmly  believe  that  this  program  and  the  Medical  Home 
Program  put  in  place  last  year  demonstrate  to  the  citizens  of 
this  state  that  Tennessee  medicine  has  shown  the  willingness 
to  help  our  needy  population.  Thus  we  have  instituted  a real 
pro-active  attempt  to  solve  a problem. 


I have  read  the  President’s  Pages  for  the  last  several  years, 
I am  made  aware  of  the  problems  enumerated  on  those  pages 
and  how  organized  medicine,  through  its  various  staff  and 
committee  structures,  has  been  helpful  in  directing  solutions 
to  these  challenges  or  directed  changes  in  what  we  felt  was 
detrimental  for  the  health  care  services  and  delivery  in  Ten- 
nessee. It  is  these  constant  and  ongoing  challenges  which  re- 
quire total  dedication  on  the  part  of  committed  Association 
members  and  staff. 

As  Dr.  C.  Everett  Koop  said  at  the  most  recent  AMA 
Leadership  Conference  to  paraphrase,  “Take  time  to  listen 
to  your  patients.  Give  your  patients  the  best  care  you  know 
how  and  the  bottom  line  will  take  care  of  itself.”  Excellent 
advice  from  a man  who  has  been  there. 

Thank  you  again  for  the  opportunity  to  serve  you. 

REFERENCE  COMMITTEE  C — reviewed  the  report  of  the 
president  and  recommended  that  it  be  filed. 

ACTION:  FILED 


Report  of  the 
Board  of  Trustees 

James  T.  Craig,  Jr.,  M.D.,  Chairman 

Management  of  the  day-to-day  affairs  of  the  Tennessee 
Medical  Association  is  vested  by  the  Constitution  and  Bylaws 
in  the  Board  of  Trustees.  Full  authority  rests  with  the  Board 
between  sessions  of  this  House  of  Delegates  to  oversee  the 
finance,  property  management,  record-keeping,  and  all  de- 
mands of  an  organization  as  required  by  state  and  federal 
law.  Such  responsibility,  due  to  a number  of  factors,  has  been 
on  the  increase  annually  for  a number  of  years. 

In  order  to  carry  out  its  delegated  responsibilities,  the  Board 
conducted  four  regular  quarterly  meetings  during  which  199 
separate  items  of  business  related  to  the  operation  of  the  As- 
sociation were  considered  and  acted  upon.  As  is  customary, 
highlights  of  each  quarterly  meeting  are  reported  in  the  Journal 
of  the  Tennessee  Medical  Association  in  order  for  all  members 
to  be  aware  of  the  Board  actions.  In  addition  to  the  regular 
quarterly  meetings,  the  Board’s  Executive  Committee  also  met 
on  three  occasions  during  the  interim  between  meetings  of  the 
Board,  to  act  upon  items  of  business  more  pressing. 

Although  the  reports  of  the  president,  secretary-treasur- 
er, editor,  executive  director,  and  committee  chairmen  detail 
specific  activities  related  to  each  office,  the  Board  has  been 
very  much  involved  in  the  actions  and  activities  of  each.  Mat- 
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tcrs  pertaining  to  general  administration,  finances,  long  range 
planninc.  membership,  annual  meeting,  AMA  conventions. 
Journal  advertising  and  publication,  exhibits,  and  legislation 
were  considered  and  appropriate  action  taken  during  regular 
meetings  of  the  Board  and/or  Executive  Committee. 

The  following  is  a condensed  outline  of  many  items  brought 
before  the  Board  and/or  Executive  Committee  and  acted  upon 
during  the  past  12  months: 

Board  and  Executive  Committee  Actions 

Second  Quarter  Board  Meeting — April  12  and  15,  1989 
The  Board: 

• Appointed  certain  of  its  members  to  the  following  com- 
mittees of  the  Board:  Executive  Committee,  Finance  Com- 
mittee, Publications  Committee,  Committee  on  Exhibits, 
Committee  on  Long  Range  Planning,  and  Travel  Committee. 

• Appointed  members  to  the  new  special  Committee  on 
Drug  Education  and  Evaluation. 

• Received  a report  from  Dr.  Otis  Warr,  III,  medical  di- 
rector of  Mid-South  Foundation  for  Medical  Care,  on  pro- 
posed regulations  for  denial  of  payment  for  substandard  care. 

• Voted  to  endorse  the  Impaired  Physician  Committee’s 
plan  for  establishing  a group  of  approximately  20  physicians 
across  the  state  to  serve  as  “Regional  Aftercare  Monitors” 
or  “RAM  Teams.” 

• Adopted  positions  on  resolutions  submitted  to  the  TMA 
House  of  Delegates. 

• Received  a report  from  Dr.  Robert  M.  Zone,  medical 
director,  Equicor  Medicare  Administration,  and  designated 
the  Governmental  Medical  Services  Committee  to  work  di- 
rectly with  Dr.  Zone  on  several  issues. 

• Approved  a contribution  of  five  cents  per  TMA  member 
for  the  restoration  of  Medicine’s  Commemorative  Stone,  lo- 
cated in  the  Washington  Monument. 

• Established  a policy  of  reimbursing  expenses  for  a max- 
imum of  16  individuals  for  attendance  at  the  annual  TMA 
Washington  trip  and  congressional  visits. 

• Denied  a request  from  the  Memphis-Shelby  County 
Medical  Society  for  TMA  to  share  expenses  for  a field  rep- 
resentative in  Shelby  County. 

• Voted  to  reimburse  the  Medical  Student  Section  dele- 
gate and  alternate  delegate  for  expenses  to  attend  the  TMA 
annual  meeting. 

• Received  a report  on  letters  sent  to  all  physicians  in  the 
state  by  Medicaid  regarding  fraud  investigations. 

• Accepted  the  1988  audit  report. 

• Recognized  Drs.  Mitchell,  Gerkin,  Galyon,  Canale,  and 
Jordan  for  their  service  to  TMA  as  members  of  the  Board  of 
Trustees. 

• Elected  Drs.  James  T.  Craig,  chairman  of  the  Board  of 
Trustees;  John  R.  Nelson,  Jr.,  vice-chairman;  Howard  L.  Sal- 
yer, secretary-treasurer;  and  reelected  Mr.  L.  Hadley  Wil- 
liams, assistant  secretary-treasurer. 

• Referred  Resolution  No.  14-89  (TMA’s  Role  in  Man- 
datory AIDS  Policies,  which  was  adopted  as  amended  by  the 
House  of  Delegates)  and  Resolution  No.  20-89  (HIV  Testing 
for  Protection  of  Health  Care  Workers)  to  the  Committee  on 
HIV  Infection  and  AIDS  and  to  the  Legislative  Committee. 

Executive  Committee  Meeting — May  31,  1989 
The  Executive  Committee: 
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• Voted  to  endorse  the  Dial  Access  program  (a  toll-free 
call-in  CME  program  provided  by  the  Southern  Medical  As- 
sociation, offering  Category  2 credit). 

• Voted  to  cosponsor  with  Hospital  Corporation  of  Amer- 
ica a seminar  on  Hepatitis  B. 

• Voted  to  approve  the  purchase  of  a new  computer  sys- 
tem for  TMA  headquarters  due  to  increased  problems  with 
the  old  computer  as  well  as  its  limited  capabilities. 

• Received  a report  from  Mr.  Williams,  TMA  executive 
director,  regarding  a request  from  the  Governor’s  Council  on 
Physical  Fitness  and  Health  for  TMA  representation  on  the 
Council  as  well  as  assistance  in  the  organization  and  planning 
of  the  first  annual  “Tennessee  Games”  to  be  held  in  June 
1990. 

• Received  an  update  from  Mr.  Williams  regarding  the 
search  for  a new  building  site  and  authorized  him  to  proceed 
with  investigating  the  feasibility  of  rebuilding  at  the  present 
location  as  well  as  continuing  to  search  for  suitable  property. 

• Approved  the  employment  of  additional  TMA  staff  to 
support  the  implementation  of  the  TMA  Public  Relations 
Program,  “CARE,”  adopted  by  the  House  in  April  1989. 

• Received  a report  from  TMA  staff  regarding  the  pro- 
posed budget  for  the  “CARE”  Program. 

• Received  a report  from  Mr.  Cato  and  Mr.  Greene  out- 
lining the  status  of  pertinent  legislation  at  the  time  of  ad- 
journment of  the  1989  session  of  the  Tennessee  General  As- 
sembly. 

• Approved  a request  from  TMA  staff  attorney  to  engage 
a summer  law  clerk  from  Vanderbilt  University  Law  School. 

Third  Quarter  Board  Meeting — July  8-9,  1989 
The  Board: 

• Appointed  Dr.  Harold  W.  Jordan,  Nashville,  to  serve  as 
a member  of  the  Impaired  Physician  Committee. 

• Appointed  Dr.  W.  Louis  Moore,  Nashville,  to  serve  as 
a member  of  the  Geriatrics  Committee. 

• Received  a report  on  plans  by  the  Interprofessional  Li- 
aison Committee  to  work  with  the  Tennessee  Bar  Associa- 
tion in  revising  the  Code  of  Cooperation  between  medicine 
and  the  legal  profession. 

• Approved  TMA’s  cosponsorship  with  the  AMA  of  any 
ICD-9  Coding  workshops/seminars  scheduled  for  Tennessee. 

• Appointed  Drs.  Mack  Land,  Memphis,  and  Henry  Fos- 
ter, Jr.,  Nashville,  to  serve  as  members  of  the  Committee  on 
HIV  Infection  and  AIDS. 

• Received  a report  from  IMPACT  on  the  initiation  of  a 
new  category  of  membership:  the  “Governor’s  Club.”  The 
membership  includes  both  physician  and  spouse  (if  a TMA 
Auxiliary  member). 

• Approved  the  cosponsorship  of  a Substance  Abuse  Sem- 
inar at  Vanderbilt  University  and  the  Jeremiah  Milbank 
Scholarship  program  at  Vanderbilt. 

• Voted  to  nominate  state  Representative  Paul  Starnes  of 
Chattanooga  for  the  Dr.  Nathan  Davis  Award  of  the  AMA. 

• Authorized  Mr.  Williams  to  proceed  with  attempts  to 
acquire  suitable  property  for  the  construction  of  a new  head- 
quarters office  building. 

• Adopted  revised  policy  and  guidelines  governing  the 
planning  and  administration  of  the  TMA  annual  meeting. 

• Nominated  27  TMA  members  to  nine  committees,  coun- 
cils, boards,  and  commissions  of  state  government. 

• Approved  an  $8,000  appropriation  to  the  TMA  Auxil- 
iary for  the  1989  Teen  Health  Workshops  and  $2,000  for 
AMA-ERF  support. 
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Fourth  Quarter  Board  Meeting — October  15,  1989 
The  Board: 

• Received  a detailed  report  from  George  C.  Knox,  Jr., 
vice-president  of  the  TMA  Association  Insurance  Agency, 
Inc.,  regarding  the  TMA  Group  Health  Insurance  Plan. 

• Received  a status  report  from  the  Medical  Practice 
Committee  on  the  implementation  of  Resolution  No.  18-89 
(Guidelines  for  Third  Party  Queries  Regarding  Subscriber 
Patients). 

• Received  a report  from  Mr.  Williams  on  efforts  to  locate 
a suitable  property  site  for  the  construction  of  a new  TMA 
headquarters  office  building.  The  Board  also  reviewed  a fea- 
sibility study  report  from  Carl  Storey  Company  and  Adkis- 
son,  Harrison  & Rick  Architects,  Inc.  The  Board  authorized 
Mr.  Williams  to  negotiate  for  the  purchase  of  the  property 
reviewed  in  the  feasibility  study. 

• Received  a report  from  legal  staff  on  the  development 
of  recommendations  for  the  appropriate  handling  of  prob- 
lems arising  from  the  sexual  addiction  of  physicians.  The 
Board  authorized  the  medical  director  of  the  TMA  Impaired 
Physician  Program  to  work  as  a consultant  with  the  Board  of 
Medical  Examiners  on  problems  related  to  the  sexual  addic- 
tion of  physicians. 

• Received  a report  from  the  Committee  on  Scientific  Af- 
fairs regarding  the  eligibility  of  medical  specialty  societies  for 
holding  meetings  in  conjunction  with  the  1990  TMA  annual 
meeting.  Twenty-one  organizations  were  granted  meeting 
space  and  program  assistance  for  the  1990  annual  meeting. 

• Received  a report  on  the  Sept.  24,  1989  joint  meeting  of 
the  TMA  Interprofessional  Liaison  Committee  and  the  Inter- 
professional Relations  Committee  of  the  Tennessee  Pharma- 
cists Association.  Both  committees  are  working  to  implement 
TMA  Resolutions  Nos.  2-89  (Out  of  State  Pharmacies),  3-89 
(Prescription  Time  Limit)  and  5-89  (Outlawing  Anorectic 
Drugs  in  Tennessee). 

• Authorized  the  use  of  funds  from  the  CARE  Program 
membership  dues  assessment  for  staff  and  other  expenses.  Au- 
thorized Mr.  Williams  to  employ  an  additional  staff  person. 

• Received  a report  on  the  27th  Rural  Health  Conference, 
held  on  Oct.  4 in  Columbia  and  on  Oct.  5 in  Milan. 

• Referred  back  to  the  Committee  on  HIV  Infection  and 
AIDS  proposed  Resolution  No.  20-89  (HIV  Testing  for  Pro- 
tection of  Health  Care  Workers);  declined  to  authorize  fund- 
ing for  the  publication  of  an  AIDS  manual  for  Tennessee 
physicians  until  other  sources  have  been  investigated. 

• Approved  a recommendation  by  the  Continuing  Medical 
Education  Committee  to  survey  Tennessee  hospitals  on  their 
current  CME  activities. 

• Received  a report  from  Dr.  Otis  Warr,  III,  medical  di- 
rector of  the  Mid-South  Foundation  for  Medical  Care,  on  the 
PRO  sanction  process,  quality  assurance,  emergency  surgical 
procedures,  duplicate  physician  license  numbers,  and  small 
area  analysis. 

• Renewed  contract  for  the  medical  director  of  the  TMA 
Impaired  Physician  Program.  Appointed  Dr.  William  Cloud, 
Board  of  Medical  Examiners,  to  serve  on  the  Impaired  Phy- 
sician Committee. 

• Appointed  Dr.  David  Jarvis,  Nashville,  to  serve  as  TMA's 
representative  on  the  Tennessee  Coalition  on  Smoking  or 
Health. 

• Reaffirmed  TMA’s  opposition  to  triplicate  prescriptions 
through  a letter  to  Governor  Ned  McWherter. 

• Appointed  Dr.  Dwight  R.  Wade,  Jr.,  Knoxville,  and  Dr. 


Thomas  J.  Limbird,  Nashville,  to  the  Sports  Medicine  Com- 
mittee. 

• Agreed  to  nominate  the  following  physicians  for  ap- 
pointment by  the  Governor  to  the  Medical  Laboratory  Board 
(formerly  the  Laboratory  Advisory  Committee):  Four-year 
term  position:  Drs.  Augustus  L.  Middleton,  Jackson;  Francis 
S.  Jones,  Knoxville;  Terry  T.  Francisco,  Memphis.  Two-year 
term  position:  Drs.  David  R.  Yates,  Donelson;  Rodger  P. 
Lewis,  Union  City;  Jerome  H.  Abramson,  Chattanooga. 

Executive  Committee  Meeting — November  22,  1989 
The  Executive  Committee: 

• Voted  to  submit  a resolution  to  the  House  of  Delegates 
in  April  1990,  to  encourage  local  and  county  medical  socie- 
ties to  recruit  membership  of  residents  with  the  possibility  of 
forming  a section  in  the  TMA  House  if  recruitment  efforts 
are  successful. 

• Received  a report  from  Mr.  Cato  regarding  the  current  law 
pertaining  to  the  division  of  fees  by  physicians  (fee  splitting). 

• Concurred  with  the  recommendation  of  the  TMA  Leg- 
islative Committee  to  oppose  legislation  proposed  by  the 
pharmaceutical  industry  which  would  repeal  the  Medicaid 
Drug  Formulary. 

• Received  a request  for  guidance  from  the  Board  of 
Medical  Examiners  regarding  the  residency  requirements  in 
Tennessee  for  foreign  medical  school  graduates  and  voted  to 
support  the  current  law  as  it  stands. 

• Received  a report  from  Mr.  Williams  summarizing  the 
1989  Medical  Assistant  Workshops  that  were  held  across  the 
state  under  the  direction  of  Mrs.  Carolyn  Avery,  who  con- 
ducted the  workshops  under  contract  with  TMA  Physician 
Services,  Inc. 

• Received  a report  from  Mr.  Williams  regarding  efforts 
to  purchase  property  (per  direction  of  the  Board,  October 
1989)  located  at  the  southwest  corner  of  21st  Avenue  and 
Ashwood  Avenue.  The  first  contract  was  rejected  by  the 
owners  and  the  committee  gave  the  authorization  to  submit 
a revised  contract  which  was  accepted. 

• Received  a detailed  report  from  Mr.  Williams  and  Mr. 
Ken  Adkisson  of  Adkisson,  Harrison  & Rick  Architects,  Inc., 
Nashville,  regarding  the  projected  construction  costs  and  ex- 
penditures with  regard  to  building  a new  TMA  office  head- 
quarters. Also  discussed  how  to  generate  the  necessary  funds 
to  complete  the  project. 

• Voted  to  recommend  an  annual  dues  increase  of  $100 
per  member  to  the  full  Board  in  January  and  draft  a resolu- 
tion to  be  introduced  to  the  House  in  April. 

• Approved  the  modification  of  the  TMA  Employee  Health 
Insurance  Plan  to  increase  the  annual  deductible  from  $250 
to  $500  per  insured  with  TMA  self-insuring  $250. 

First  Quarter  Board  Meeting — January  13-14,  1990 
The  Board: 

• Appointed  the  current  Executive  Committee  to  serve  as 
the  TMA  Building  Committee. 

• Agreed  to  present  a resolution  to  the  House  of  Dele- 
gates calling  for  a 1991  annual  dues  increase  of  $100  per 
member  for  five  years,  after  which  the  dues  structure  will  be 
reexamined. 

• Approved  the  Public  Relations  firm  of  Dye,  Van  Mol  & 
Lawrence  of  Nashville  to  assist  with  the  CARE  Program. 

• Appointed  the  following  nominating  committee  repre- 
senting each  grand  division:  East  Tennessee— Drs.  Nat  E. 
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Hydcr,  Jr..  Juhns'.)ii  ('ity;  Robert  12.  Montgomery,  Knoxville; 
Pett'r  S ."  uti'ies.  C'lKntanougii.  Middle  Tennessee — Drs.  Wil- 
li;>m  B (larwdl.  Jr..  Na.sliville;  Will  G.  Quarles,  Jr.,  Liv- 
iimsitin;  William  Peiligo,  narksville.  West  Tennessee — Drs. 
Cliarli'-  W.  Whiii-.  iaexington;  J.  Chris  Fleming,  Memphis; 
Warren  A.  Alexander,  Covington. 

• Accepted  the  recommendation  of  the  Interprofessional 
Liaison  C ommittee  and  approved  the  revised  TMA-TBA  Code 
of  Cooperation  as  presented. 

•Voted  to  award  1990  Distinguished  Service  Awards  to 
Drs.  Duane  C.  Budd.  Johnson  City;  Frederick  W.  Carr, 
Knoxville;  and  Robert  E.  Bowers,  Chattanooga. 

• Accepted  the  recommendations  of  the  Communications 
and  Public  Service  Committee  to  award  the  1990  Community 
Service  Awards  to  Mrs.  Evelyn  Blythe,  Martin;  Sen.  Curtis 
S.  Person,  Jr.,  Memphis;  and  Mr.  Mervin  Pregulman,  Chat- 
tanooga. 

• Agreed  to  reintroduce  the  following  resolutions  to  the 
House  of  Delegates:  Nos.  2-83  (Medical  Records);  3-83  (Dues 
Increase  to  Fund  TMA-SEF);  4-83  (Impaired  Physician  Pro- 
gram Funding);  6-83  (Time  of  Submission  of  Resolutions  to 
the  TMA  House  of  Delegates);  12-83  (Opposition  to  Pros- 
pective Payment  for  Physicians'  Services  to  Medicare  Patients 
Based  on  Diagnosis  Related  Groups  [DRG]).  The  Board  also 
voted  to  allow  all  remaining  resolutions  adopted  in  1983  to 
sunset. 

• Made  appointments  to  all  standing  and  special  commit- 
tees, TMA-SEF  Board,  Tennessee  Medical  Foundation  Board, 
and  IMPACT  Board  of  Directors. 

• Received  a report  from  the  Impaired  Physician  Commit- 
tee, noting  that  the  loan  fund  solicitation  conducted  last  fall 
has  produced  approximately  $30,000,  the  largest  amount  ever 
contributed  through  a membership  solicitation. 

• Voted  to  offer  a resolution  re:  Resident  Membership, 
calling  for  county  societies  and  TMA  to  develop  a campaign 
to  recruit  resident  physician  members. 

• Voted  to  meet  with  Commissioner  of  Health  J.W.  Luna 
to  outline  concerns  regarding  funding  and  staffing  of  the  Board 
of  Medical  Examiners. 

• Voted  to  cosponsor,  along  with  the  Department  of  Health 
and  Environment’s  Division  of  Health  Access,  its  first  Phy- 
sician Recruitment  Fair,  to  be  held  Sept.  20-21,  1990  in 
Nashville. 

• Reappointed  Mr.  Charles  L.  Cornelius,  Jr.,  as  TMA  le- 
gal counsel,  and  Mr.  Bob  Bellenfant,  CPA,  as  TMA  auditor 
for  1990. 

Executive  Committee  Meeting — February  21,  1990 
The  Executive  Committee: 

• Reviewed  renderings  of  a proposed  headquarters  build- 
ing site  plans  presented  by  Adkisson,  Harrison  & Rick  Ar- 
chitects, Inc. 

• Received  a report  from  Mr.  Williams  regarding  con- 
struction loan  proposals  from  three  Nashville  banking  insti- 
tutions. Even  though  it  is  understood  that  TMA  cannot  com- 
mit at  the  present  time,  Mr.  Williams  requested  that  the 
Executive  Committee  select  one  of  the  proposals  in  an  effort 
to  make  the  necessary  arrangements  for  a construction  loan, 
pending  approval  of  the  proposed  annual  dues  increase  by 
the  House  in  April. 

• Voted  to  select  the  proposal  from  Third  National  Bank. 

• Reviewed  and  approved  a document  prepared  by  the 
TMA  staff,  which  outlines  the  goals  and  objectives  that  the 
Association  is  currently  trying  to  achieve  through  its  commit- 
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tee  system,  as  well  as  by  direction  of  the  House  of  Delegates 
and  Board  of  Trustees. 

• Voted  that  the  following  representatives  of  TMA  meet 
with  the  Governor  and  other  state  officials  on  March  14,  1990 
to  discuss  the  problems  regarding  the  Board  of  Medical  Ex- 
aminers: Drs.  James  T.  Craig,  Jr.,  Duane  C.  Budd,  William 
Cloud,  Kelley  Avery,  and  Mr.  Hadley  Williams. 

• Nominated  Drs.  Hamel  B.  Eason,  Memphis;  David  N. 
Freemon,  Johnson  City;  and  C.  Edward  Allen,  Johnson  City, 
for  the  vacancy  on  the  Board  of  Medical  Examiners  due  to 
the  resignation  of  Dr.  Duane  Budd,  effective  in  April. 

• Voted  to  increase  TMA  auto  mileage  reimbursement  to 
26  cents  per  mile. 

• Received  a staff  report  regarding  the  status  of  the  fee 
splitting  legislation  (previously  discussed  at  both  the  October 
and  January  Board  meetings).  Voted  to  approve  the  pro- 
posed amendment  that  was  developed  by  staff  as  directed  by 
the  Board  in  January. 

• Voted  to  support  the  Board  of  Medical  Examiners  pro- 
posed amendment  regarding  licensure  of  foreign  medical 
school  graduates. 

• Voted  to  be  a participant  and  cosponsor  a Health  Care 
Forum  to  be  held  in  July  with  representatives  from  the  hos- 
pital industry,  labor  council,  and  business  industry  for  the 
purpose  of  reaching  some  solutions  to  the  many  health  care 
problems  and  other  related  issues  in  Tennessee. 

• Voted  to  accept  the  recommendation  of  the  Committee  on 
HFV  Infection  and  AIDS,  to  support  the  previous  policy  of  TMA 
and  the  committee  with  respect  to  Resolution  No.  20-89  (HIV 
Testing  for  Protection  of  Health  Care  Workers). 

• Voted  to  decline  the  invitation  to  participate  in  the  United 
States  Pharmacopoeia  Convention  in  Washington,  D.C.,  in 
March. 

Actions  Taken  on  1989  Resolutions: 

In  addition  to  the  above  items  of  concern,  the  Board  re- 
sponded to  those  matters  referred  to  it  by  the  House  of  Del- 
egates last  April.  As  required  in  Constitutional  Amendment 
No.  4-88,  the  Board  hereby  reports  to  the  House  actions  tak- 
en on  resolutions  acted  upon  by  the  House  of  Delegates  in 
April,  1989: 

Resolution  No.  1-89 

Subject:  Reaffirmation  of  Resolution  No.  5-82.  This  res- 
olution reaffirmed  a previous  resolution  that  earmarked  $10 
annually  of  members’  dues  for  the  Tennessee  Medical  Asso- 
ciation-Student Education  Fund. 

Action:  Once  adopted  by  the  House  of  Delegates,  no  fur- 
ther action  was  required. 

Resolution  No.  2-89 

Subject:  Out-of-State-Pharmacies.  This  resolution  con- 
cerned the  practice  of  mail  order  pharmacies  in  Tennessee 
without  registering  with  the  Board  of  Pharmacy.  It  asked  that 
TMA  publicize  to  members  the  requirements  for  out-of-state 
pharmacies  and  that  physicians  educate  businesses  they  work 
with  of  these  requirements.  It  also  asked  the  TMA,  through 
the  Interprofessional  Liaison  Committee,  to  meet  with  the 
Tennessee  Pharmacists  Association  and  draft  appropriate 
regulations  or  legislation. 

Action:  After  mailing  copies  of  this  resolution  to  all  coun- 
ty medical  societies,  the  Board  referred  this  matter  to  the 
Interprofessional  Liaison  Committee.  In  September,  1989,  the 
TMA-IPL  met  as  a joint  committee  with  the  Tennessee  Phar- 
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macists  Association-IPL  to  discuss  this  issue.  It  was  the  con- 
sensus of  the  Joint  IPL  Committee  that  an  all-out  effort  be 
made  to  eliminate  this  problem  by  taking  whatever  measures 
are  indicated  to  develop  standards  and  to  register  all  out-of- 
state  pharmacies  doing  business  in  Tennessee. 

Resolution  No.  3-89 

Subject:  Prescription  Time  Limit.  This  resolution  called 
for  TMA  to  seek  legislation  or  regulation  to  establish  a one- 
year  time  limit  for  the  initial  filling  or  refilling  of  a prescrip- 
tion, and  to  urge  legislation  banning  “PRN”  refills  on  all 
scheduled  drugs.  It  also  called  for  TMA  to  seek  support  of 
the  Tennessee  Pharmacists  Association,  Tennessee  Osteo- 
pathic Medical  Association,  and  the  Tennessee  Dental  As- 
sociation for  such  legislation  or  regulation. 

Action:  The  Board  referred  this  issue  to  the  Interprofes- 
sional Liaison  Committee.  The  IPL  Committee  brought  this 
resolution  to  the  attention  of  the  Joint  IPL  Committee  (men- 
tioned above)  in  September,  where  it  w-as  decided  that  Dr. 
McCallum  should  present  this  matter  to  the  Board  of  Medical 
Examiners.  The  Board  of  Medical  Examiners  has  discussed 
this  (at  an  Oct.  3-4  meeting)  but  has  yet  to  make  a recom- 
mendation to  TMA  on  this  matter.  The  IPL  Committee  also 
has  written  to  the  TOA  to  gain  its  support,  but  that  group 
opposes  our  stance. 

Resolution  No.  4-89 

Subject:  Establishment  of  Local  EMS  Councils.  This  res- 
olution asked  the  House  of  Delegates  to  recommend  that  all 
local  medical  societies  establish  an  Emergency  Medical  Ser- 
vices Council,  to  be  composed  primarily  of  physicians,  but 
with  appropriate  representation  by  nurses,  paramedics,  and 
local  government  officials.  These  Councils  would  function  to 
promote,  maintain,  and  monitor  the  effectiveness  of  emer- 
gency care  in  their  area. 

Action:  The  TMA  Board  wrote  a letter  to  each  of  the  51 
component  medical  societies  on  May  4.  1989,  requesting  that 
action  required  by  said  resolution  be  put  into  effect.  A fol- 
low-up letter  was  mailed  on  Nov.  7,  1989  to  all  societies  not 
responding  to  date.  Approximately  half  of  the  component 
medical  societies  have  responded  thus  far. 

Resolution  No.  5-89 

Subject:  Outlawing  Anorectic  Drugs  in  Tennessee.  This  res- 
olution called  for  TMA  to  seek  legislation  banning  the  prescrip- 
tion or  use  of  anorectic  drugs  in  Tennessee,  and  seek  support 
of  this  legislation  from  the  Tennessee  Osteopathic  Association, 
Tennessee  Pharmacists  Association,  and  Tennessee  Dental  As- 
sociation. It  also  asked  for  the  TMA-IPL  Committee  to  meet 
with  the  TPA  and  draft  appropriate  legislation  or  regulations  to 
address  this  issue,  and  that  copies  of  this  resolution  be  made 
available  to  all  members  of  the  Tennessee  General  Assembly 
and  the  Governor  of  Tennessee. 

Action:  This  resolution  was  referred  to  the  TMA-IPL 
Committee  who  took  it  to  task  at  the  September  meeting  of 
the  Joint  IPL  Committee  (see  2-89  above).  It  was  the  consen- 
sus of  this  Joint  Committee  that  the  Board  of  Medical  Ex- 
aminers and  the  Board  of  Pharmacy  develop  regulations  to 
prevent  the  use  of  anorectic  drugs  except  for  specific  diag- 
noses and  conditions  to  be  outlined  in  these  regulations.  The 
regulations  are  currently  in  the  process  of  being  drafted. 

The  Tennessee  Osteopathic  Medical  Association  was  con- 
tacted about  this  resolution,  as  well.  At  present,  that  body 
has  not  formally  acted  upon  this  issue;  however,  its  president 
has  noted  that  he  opposes  the  idea.  Copies  of  this  resolution 


were  mailed  to  all  members  of  the  General  Assembly  and  the 
Governor. 

Resolution  No.  6-89 

Subject:  Health  Screening  in  Tennessee.  This  resolution 
expressed  the  support  of  TMA  for  adequate  quality  control 
procedures,  as  prescribed  by  law  in  regard  to  mass  health 
screenings.  TMA  was  directed  to  urge  the  Department  of 
Health  and  Environment  to  enforce  the  Medical  Laboratory 
Act  pertaining  to  facilities  and  procedures  in  this  area.  Cop- 
ies were  to  be  sent  to  the  Commissioner  and  Governor. 

Action:  TMA,  through  its  lobbying  effort,  was  directly  in- 
volved in  the  establishment  of  the  Medical  Laboratory  Board, 
which  replaced  the  Medical  Advisory  Committee  as  the  agen- 
cy empowered  to  enforce  the  Medical  Laboratory  Act.  TMA 
has  provided  key  input  in  the  development  of  regulations 
pertaining  to  health  screenings.  Copies  of  this  resolution  were 
forwarded  as  directed. 

Resolution  No.  7-89 

Subject:  TMA  Public  Relations  Program.  This  resolution 
called  for  TMA  to  implement  a public  relations  plan  over  the 
next  three  years  to:  (1)  increase  the  public's  confidence  in 
their  physicians  both  clinically  and  professionally;  (2)  estab- 
lish TMA  as  a primary  resource  for  medical  information;  and 
(3)  encourage  and  persuade  physicians  to  take  a personal, 
active  interest  in  the  specific  issues  and  concerns  of  patients. 
TMA  member  dues  were  increased  by  $35  annually,  with  the 
additional  funds  earmarked  for  the  public  relations  program. 

Action:  This  project  was  referred  to  the  Communications 
and  Public  Service  Committee.  The  program  was  named 
Community  Awareness,  Resource  and  Education  (CARE). 
Since  April  1989.  the  committee,  with  the  assistance  of  a con- 
sultant, has  developed  a first-year  plan  and  rough  outline  for 
years  two  and  three. 

Using  the  committee's  suggested  first-year  plan  as  a com- 
parison guide,  a search  committee  inter\iewed  ten  public  rela- 
tions firms  from  across  the  state,  choosing  Dye,  Van  Mol  and 
Lawrence  Public  Relations  of  Nashville  to  help  implement  the 
CARE  program.  The  Board  of  Trustees  confirmed  the  selec- 
tion of  D,V&L  at  its  Januaiy  1990  meeting.  A statewide  pa- 
tient/physician research  project  has  been  completed  and  results 
from  this  survey  will  be  released  in  a report  at  the  annual  meet- 
ing. The  issues  and  attitudes  drawn  from  this  research  will  be 
the  foundation  for  messages  carried  through  CARE  editorials, 
public  service  announcements,  radio  advertising,  and  practice 
management  materials  and  articles. 

Resolution  No.  8-89 

Subject:  Diversion  of  Prescription  Drugs.  This  resolution 
reaffirmed  TMA's  policy  urging  the  Board  of  Medical  Ex- 
aminers to  continue  their  efforts  to  investigate  and  discipline 
those  physicians  involved  in  illegal  prescribing  and  dispensing 
of  prescription  drugs. 

Action:  TMA  has  repeatedly  communicated  this  policy  to 
the  Board  of  Medical  Examiners,  which  has  shown  a marked 
increase  in  the  number  of  disciplinary  actions  taken  against 
practitioners. 

Resolution  No.  9-89 

Subject:  Community  Support  of  Indigent  Health  Care.  This 
resolution  reaffirmed  TMA's  support  in  planning  for  and 
supporting  indigent  care  programs  on  a community  basis,  in- 
cluding developing  of  a local  funding  mechanism. 

Action:  TMA  has  continued  to  support  community  in- 
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volveinent  in  indigent  care.  Passage  oi  the  Community  Health 
Agenev  Aet  of  1989  will  provide  for  such  input  through  the 
creation  of  eight  rural  and  four  urban  community  health 
atiency  boards.  I hese  boards,  co-tangent  with  regional  health 
departments,  are  composed  ol  a broad-based  cross  section 
from  each  area,  including  physician  representation.  These 
boards  will  coordinate  indigent  care  in  their  region  by  solic- 
iting and  securing  participation,  both  monetary  and  in-kind, 
from  local  governments  as  well  as  private  sources.  In  addi- 
tion, these  boards  will  oversee  the  distribution  of  funds  pro- 
vided by  the  Health  Access  Act  of  1986,  for  physician  reten- 
ion  and  recruitment  in  shortage  areas. 

Resolution  No.  10-89 

Subject:  Ban  on  Smoking  in  Public  Places.  This  resolution 
directs  TMA  to  be  “persistent  and  unrelenting”  in  its  efforts  to 
ban  smoking  in  all  public  buildings  and  transportation  vehicles. 

Action:  While  continuing  to  publicly  express  the  desire 
for  a smoke-free  environment,  the  TMA  Committee  on  Leg- 
islation, recognizing  the  political  realities  in  a tobacco-pro- 
ducing state,  has  instead  sought  by  legislation  to  designate 
75%  of  all  public  buildings  as  “no-smoking  areas.”  This  leg- 
islation was  recently  defeated  in  committee.  Nevertheless, 
TMA  has  gained  favorable  publicity  in  providing  testimony 
on  this  and  other  antismoking  measures.  TMA  continues  to 
cooperate  with  other  associations  dedicated  to  a tobacco-free 
society  in  support  of  further  restrictions. 

Substitute  Resolution  No.  11-89 

Subject:  TMA-Tennessee  Medicare  Access  Program.  This 
resolution  called  for  the  establishment  of  a formal  program 
to  provide  quality  medical  care  to  senior  citizens  who  do  not 
have  adequate  discretionary  income  to  pay  copayments  and 
deductibles  for  Medicare  insurance.  The  program  is  to  be  ti- 
tled TMA-Tennessee  Medicare  Access  Program.  The  TMA 
Board  of  Trustees  was  asked  to  encourage  timely  creation  of 
this  program  and  to  make  all  necessary  provisions  to  ensure 
such.  They  were  also  directed  to  appoint  a special  committee 
of  the  Board  to  oversee  and  direct  implementation.  TMA- 
TMAP,  by  direction  of  the  resolution,  is  to  be  a voluntary 
program  whereby  physicians  accept  Medicare  assignment, 
promoted  and  coordinated  by  TMA  with  registration  assist- 
ance from  senior  citizen  groups  and  community  health  de- 
partments. TMA  is  to  encourage  all  physicians  to  submit  their 
names  for  inclusion  in  the  program,  in  keeping  with  the  phy- 
sician spirit  of  public  service  and  contribution. 

Action:  The  TMA  Board  of  Trustees  appointed  a TMA- 
TMAP  Committee  at  the  April  1989  meeting,  and  that  com- 
mittee met  initially  in  May  1989.  The  committee  directed  the 
staff  to  research  the  possibility  and  feasibility  of  TMA-TMAP 
and  make  recommendations.  Following  committee  approval, 
TMA  staff  began  building  contacts  with  the  parties  to  assist 
in  finalizing,  funding,  and  implementing  TMA-TMAP.  TMA 
and  the  Commission  on  Aging  prepared  the  working  plan  and 
implementation  schedule.  The  Commission’s  138  affilliate 
senior  citizen  centers  were  chosen  as  official  registration  sites. 

The  TMA-TMAP  Committee  also  received  a grant  of 
$74,000  from  the  Department  of  Health  and  Environment  to 
produce  all  necessary  administrative  and  promotional  mate- 
rials for  registration  sites  and  physician  offices.  Physician  so- 
licitation began  in  December  1989,  and  approximately  900 
physicians  have  volunteered  to  date.  TMA-TMAP  enroll- 
ment goals  are  10,000  patients  and  2,500  physicians.  TMA- 
TMAP  also  expects  to  receive  another  state  grant  to  continue 
our  public  service. 
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Resolution  No.  13-89 

Subject:  Resource-Based  Relative  Value  Scale  (RBRVS). 
This  resolution  called  for  TMA  to  support  the  concept  of 
equitable  physician  payment  similar  to  an  RBRVS. 

Action:  The  Tennessee  delegation  to  the  AMA  House  of 
Delegates  has  supported  and  continues  to  support  equitable 
physician  payment  similar  to  an  RBRVS. 

Resolution  No.  14-89 

Subject:  TMA’s  Role  in  Mandatory  AIDS  Policies.  This 
resolution  called  for  TMA,  through  the  Committee  on  HIV 
Infection  and  AIDS,  to  assist  in  the  establishment  of  appro- 
priate policy  and  guidelines  for  hospital  medical  staffs  to  fol- 
low concerning  AIDS  and  HIV-positive  cases  in  Tennessee 
hospitals. 

Action:  The  members  of  TMA’s  Committee  on  HIV  In- 
fection and  AIDS  have  continually  made  themselves  avail- 
able in  a consultative  capacity  to  hospital  medical  staffs  across 
the  state  “to  assist  in  the  establishment  of  appropriate  policy 
and  guidelines  on  HIV  infection  and  AIDS.” 

Resolution  No.  15-89 

Subject:  TMA  Representation  in  the  AM  A- Young  Physi- 
cians Section.  This  resolution  called  for  the  TMA  House  to 
approve  a delegate  and  alternate  delegate  to  the  AMA-YPS, 
with  the  TMA-YPS  recommending  section  members  for  those 
positions  to  the  nominating  committee.  It  further  asked  for  a 
Bylaw  amendment  to  develop  this  process. 

Action:  Bylaw  Amendment  No.  3-90,  prepared  by  the  Con- 
stitution and  Bylaws  Committee,  is  before  the  House  of  Dele- 
gates and  upon  approval  will  fulfill  the  action  and  intent  of  this 
resolution.  A full  report  of  the  activities  of  the  Committee  on 
HIV  Infection  and  AIDS  is  expected  at  the  annual  meeting. 

Resolution  No.  16-89 

Subject:  Medicare  Reimbursement,  Geographical  Differ- 
ences. This  resolution  directs  TMA  to  support  the  elimina- 
tion of  geographical  differences  in  Medicare  reimbursement 
for  physicians  except  for  those  based  on  geographical  differ- 
ences in  medical  practices.  The  TMA  delegation  to  the  AMA 
House  of  Delegates  was  instructed  to  prepare  and  introduce 
a similar  resolution  in  that  assembly. 

Action:  This  matter  was  referred  to  the  Committee  on 
Governmental  Medical  Services.  While  geographical  differ- 
ences do  not  exist  within  Tennessee,  wide  variations  remain 
in  other  areas.  TMA  joined  with  32  other  states  to  form  the 
Geographic  Coalition  (For  a Fair  Medicare  Reimbursement 
System)  to  accomplish  this  goal.  Also,  the  TMA  delegation 
to  the  AMA  House  supported  a resolution  directed  at  this 
problem. 

With  implementation  of  the  Resource-Based  Relative 
Value  Scale  scheduled  to  begin  in  1992,  the  coalition  has  come 
to  a crucial  juncture.  TMA’s  Committee  on  Governmental 
Medical  Services  will  be  reviewing  their  options  regarding  its 
future  role. 

Resolution  No.  17-89 

Subject:  Resolution  Concerning  Reversal  of  Roe  v.  Wade. 

Action:  This  resolution  was  temporarily  postponed  by  the 
TMA  House  of  Delegates. 

Substitute  Resolution  No.  18-89 

Subject:  Guidelines  for  Third-Party  Queries  Regarding 
Subscriber  Patients.  This  resolution  instructed  TMA,  through 
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the  Medical  Practice  Committee,  to  establish  guidelines  re- 
garding: (1)  the  appropriateness  of  third-party  payor  inquir- 
ies; (2)  the  amount  of  time  spent  by  physicians  and  staff  on 
such;  (3)  the  lack  of  reimbursement  for  the  time  required  of 
physician  and  staff  to  provide  such;  (4)  the  confidentiality  of 
the  physician-patient  relationship  in  regard  to  these  inquiries; 
and  (5)  other  concerns  that  may  come  before  the  committee 
in  their  discussions.  It  also  requested  that  the  committee  pub- 
lish, in  a timely  fashion  in  the  TMA  Chart,  progress  made  on 
this  resolution. 

Action:  The  Medical  Practice  Committee  has  reviewed  in 
detail  the  guidelines  regarding  the  confidentiality  of  patient 
information  contained  within  the  Current  Opinions  of  the 
AMA’s  Council  on  Ethical  and  Judicial  Affairs.  The  commit- 
tee recommended  to  the  Board  that  these  guidelines  are  ad- 
equate in  addressing  two  of  the  concerns  expressed  in  the 
substitute  resolution  (numbers  1 and  4 above). 

Additionally,  in  response  to  the  number  3 above,  the 
committee  recommended  the  following;  (1)  The  identity  of 
third  parties  to  whom  the  disclosure  of  patient  information  is 
requested  should  be  verified.  (2)  Telephone  requests  for  pa- 
tient information  should  alw'ays  be  verified.  A '‘call-back” 
procedure  should  be  a standard  method  of  verification.  Be- 
fore disclosure,  there  should  be  no  doubt  whatsoever  in  the 
mind  of  physician  medical  office  personnel  as  to  the  legiti- 
macy of  the  requesting  third  party.  (3)  When  fees  must  be 
remitted  to  cover  routine  costs  for  record  inspection  and  copy 
preparation,  and  are  not  enclosed  with  the  request,  the  re- 
questing third  party  should  be  informed  of  the  fee  before  the 
request  is  processed.  (4)  Disclosures  to  insurers  should  be 
limited  to  information  that  is  relevant  to  the  request. 

As  a comprehensive  review  and  set  of  guidelines  on  deal- 
ing with  third-party  requests  for  patient  information,  the 
Medical  Practice  Committee  recommends  to  all  TMA  mem- 
bers Privacy  and  Confidentiality'  of  Health  Care  Information, 
published  by  American  Hospital  Publishing,  Inc. 

Resolution  No.  20-89 

Subject:  HIV  Testing  for  Protection  of  Health  Care 
Workers.  This  resolution,  referred  to  the  Board  of  Trustees, 
called  for  TMA  to  urge  for  legislation  to  enable  physicians  to 
order  diagnostic  tests  in  clinical  situations  without  the  pa- 
tient’s consent,  on  individuals  they  feel  are  potentially  infec- 
tious. It  further  asked  that  the  results  of  such  tests  be  made 
available  to  health  care  workers,  and  legislation  be  adopted 
to  permit  physicians  to  obtain  these  appropriate  public  health 
test  results  without  civil  penalties,  when  obtained  for  the  safety 
of  the  general  public  and  the  health  care  worker. 

Action:  The  Board  of  Trustees  referred  this  issue  to  the 
Committee  on  HIV  Infection  and  AIDS.  The  committee  re- 
viewed Resolution  No.  20-89  and  recommended  the  follow- 
ing options  to  the  TMA  Board:  (1)  That  the  Tennessee  Med- 
ical Association  not  urge  the  Tennessee  General  Assembly  to 
pass  any  legislation  concerning  HIV  testing  for  protection  of 
health  care  workers.  (2)  That  if  the  Board  of  Trustees  strong- 
ly feels  that  it  must  make  a recommendation  to  the  Tennes- 
see General  Assembly,  that  the  background  recommenda- 
tions would  involve  the  following  components:  (a)  Voluntary’ 
Testing — the  TMA  encourages  volunteer  HIV  testing  as  part 
of  an  indicated  diagnostic  and  infection  control  program,  (b) 
Consent  for  Testing — the  TMA  supports  the  need  for  in- 
formed consent  before  HIV  testing.  Patients  should  receive 
appropriate  pre-  and  post-test  counseling,  (c)  Exceptional 
Situations — the  TMA  recognizes  testing  could  be  done  either 
without  the  patient's  consent  or  despite  the  patient’s  refusal 


in  the  following  situations;  [1]  When  an  individual  health  care 
worker  has  had  exposure,  either  blood  products,  bloody  fluids, 
or  needle  sticks,  from  a patient  in  whom  HIV  infection  or 
hepatitis  B are  considered  a possibility.  The  patient  should 
be  asked  for  permission  to  test  his  serum  for  these  diseases. 
If  testing  is  refused  by  the  patient  and  serum  is  available,  a 
test  for  the  presence  of  HIV  antibody  and/or  antigen  could 
be  obtained  despite  the  patient’s  refusal.  Confidentiality  must 
be  rigorously  maintained  in  this  situation.  [2]  When  a patient 
who  is  unconscious,  from  whom  consent  cannot  be  obtained, 
and  w'hose  blood  or  bloody  fluids  have  exposed  individuals, 
it  could  be  appropriate  to  obtain  HIV  testing  even  though  that 
patient  may  not  be  able  to  provide  consent.  [3]  In  a hospital 
setting,  HIV  infection  testing  should  not  be  undertaken  on  a 
routine  basis  except  on  a voluntary  basis.  [4]  Confidentiality 
of  HIV  test  results  should  be  an  ongoing  primary  concern  in 
any  of  the  above  situations. 

Resolution  No.  21-89 

Subject:  Reevaluation  of  Criteria  for  Distinguished  Ser- 
vice Award.  This  resolution  called  for  the  Board  of  Trustees 
to  reevaluate  the  criteria  for  the  DSA  prior  to  the  announce- 
ment and  solicitation  of  the  1990  nominees. 

Action:  The  Board  of  Trustees  revised  the  criteria  that 
were  used  for  this  award  since  its  inception  in  1964.  To  clarity’ 
the  term  “preceding  year”  the  Board  determined  “preceding 
year”  would  be  deemed  to  be  the  past  calendar  year.  This 
clarification  was  made  known  to  all  component  societies  when 
the  solicitation  of  nominees  was  made  for  the  1990  award. 

Resolution  No.  22-89 

Subject:  Consent  Calendar.  This  resolution  asked  that  res- 
olutions that  are  unanimously  supported  in  the  reference 
committees  be  placed  on  a Consent  Calendar.  Also,  reports 
of  committees,  at  the  discretion  of  the  reference  committees, 
may  be  placed  on  the  Consent  Calendar. 

Action:  As  approved  by  the  Board,  the  use  of  the  Con- 
sent Calendar  will  take  place  for  the  first  time  in  the  1990 
session  of  the  TMA  House  of  Delegates. 

Resolution  No.  23-89 

Subject:  Hospital  Medical  Staff  Model  Bylaws.  The  TMA- 
Hospital  Medical  Staff  Section  developed  a set  of  model  staff 
bylaws,  to  serv'e  as  a guide  for  medical  staff  physicians  who 
were  in  the  process  of  reviewing  or  revising  staff  bylaws.  This 
resolution  called  for  the  TMA  Board  to  approve  reproduc- 
tion of  these  model  bylaws  to  be  distributed  to  interested 
parties  on  a per-request  basis. 

Action:  The  TMA  Board  approved  the  reproduction  of 
these  bylaws.  The  TMA  publicized  the  availability  of  said  by- 
laws through  the  TMA  Chart  and  the  AMA-HMSS  National 
Bulletin.  To  date,  TMA  has  fulfilled  more  than  100  orders  to 
hospital  staffs  across  the  country. 

Resolution  No.  25-89 

Subject:  Pre-Admission  Screening  for  Nursing  Homes.  This 
resolution  states  TMA’s  strong  opposition  to  the  Omnibus 
Budget  Reconciliation  Act  of  1987's  requirement  of  screening 
for  mental  health  prior  to  admission  to  a nursing  home  for 
persons  not  receiving  or  applying  for  Medicaid.  It  notes  that 
TMA  feels  that  such  a requirement  is  an  infringement  on  the 
rights  of  citizens,  and  that  a patient  or  his  physician  is  the 
proper  judge  as  to  facility  selection.  It  directed  that  copies  of 
the  resolution  be  sent  to  the  Governor,  the  Commissioner  of 
Mental  Health  and  Mental  Retardation,  and  the  General  As- 
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sembly.  It  further  directed  the  TMA  delegation  to  the  AMA 
House  of  Delegates  to  introduce  a similar  resolution. 

Action:  Copies  of  this  resolution  were  mailed  as  directed. 
This  matter  was  discussed  with  Medicaid  olficials  by  TMA's 
Committee  on  Governmental  Medical  Services.  It  was  found 
that  the  state,  faced  with  the  threat  of  the  loss  of  federal 
matching  funds,  has  no  choice  but  enforcement  of  this  policy. 
The  TMA  delegation  to  AMA  supported  a similar  resolution. 

Resolution  No.  26-89 

Subject:  Section  1842  (b)  (5),  Social  Security  Act,  regard- 
ing Reimbursement  for  Colleagues  Covering  for  Attending 
Physicians.  This  directed  TMA’s  Committee  on  Governmen- 
tal Medical  Services,  through  consultation  with  the  Tennes- 
see Medicare  intermediary,  to  address  the  problems  pro- 
duced by  HCFA’s  prohibition  on  physician  billing  for  services 
provided  by  a covering  colleague.  This  resolution  urges  TMA 
to  enlist  the  aid  of  AMA,  specialty  societies,  and  AARP  to 
seek  action  to  rescind  this  proposal. 

Action:  The  Governmental  Medical  Services  Committee 
found  that  this  regulation  was  not  being  actively  enforced  in 
Tennessee,  despite  increased  warnings  from  HCFA.  The 
committee  further  found  that  efforts  by  various  fiscal  inter- 
mediaries to  rescind  this  provision  were  met  by  strong  oppo- 
sition by  the  Inspector  General. 

TMA  participated  in  a survey  of  the  Medical  Association 
of  Georgia,  which  indicated  that  in  a vast  majority  of  states 
this  provision  was  not  being  enforced,  and  that  such  cross- 
coverage arrangements  were  the  norm.  Recently,  a narrow 
exception  to  this  policy  was  made  for  physicians  in  group 
practices  who  share  an  identical  Medicare  fee  profile. 

Senator  Howell  Heflin  of  Alabama  has  introduced  legis- 
lation to  permit  cross-coverage  billing  arrangements,  and  he 
has  received  the  enthusiastic  support  of  TMA.  Both  directly 
and  through  its  contact  doctor  system,  TMA  has  encouraged 
the  entire  Tennessee  congressional  delegation  to  cosponsor 
this  legislation. 

Resolution  No.  28-89 

Subject:  Support  of  the  Board  of  Medical  Examiners.  This 
resolution  expresses  TMA’s  continued  support  for  the  Board 
of  Medical  Examiners  and  directs  TMA  to  work  through  the 
General  Assembly  to  secure  the  necessary  funding,  adminis- 
trative support,  and  equipment  for  the  Board  to  meet  its  stat- 
utory obligations. 

Action:  TMA  was  instrumental  in  providing  testimony  to  a 
legislative  panel  in  securing  passage  of  legislation  restructuring 
the  funding  allocation  for  all  licensing  boards.  In  order  to 
secure  funding,  equipment  and  adequate  staff  support,  TMA 
has  worked  directly  with  every  level  of  state  government,  in- 
cluding the  Governor,  the  Commissioner  of  Health  and  En- 
vironment, and  the  Board’s  administrator.  Despite  this  leg- 
islation and  some  positive  personnel  changes,  serious  problems 
remain  for  the  Board,  including  lack  of  funding,  staffing,  and 
computerization.  TMA  is  continuing  to  include  the  effective  op- 
eration of  the  Board  of  Medical  Examiners  as  a top  priority. 

As  evidenced  by  the  lengthy  summaries  of  actions  taken 
by  the  Board  and  the  Executive  Committee,  much  time  and 
effort  have  been  expended  by  members  of  the  Board  during 
the  past  year.  This  is  a dedicated  group  of  individuals  who 
give  their  time  and  talents  to  the  improvement  of  the  Ten- 
nessee Medical  Association,  the  medical  profession  as  a whole, 
and  to  individual  members.  The  business  of  the  Association, 
as  evidenced  by  this  and  other  reports  presented  to  this  House, 
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attests  to  the  expanded  demands  upon  members  of  the  Board, 
the  Association’s  officers,  and  the  staff.  Every  effort  is  made 
by  the  Board  to  represent  the  best  interests  of  the  physician 
members.  I am  extremely  proud  to  have  served  this  past  year 
as  chairman  of  the  Board  of  Trustees. 

REFERENCE  COMMITTEE  C — reviewed  the  report  of  the 
Board  of  Trustees  and  recommended  that  it  be  filed. 

ACTION;  FILED 


Report  of  the 
Secretary-Treasurer 

Howard  L.  Salyer,  M.D. 

The  annual  audit  for  the  fiscal  (and  calendar)  year  ending 
December  31,  1989  has  been  completed  and  is  available  for 
review.  The  customary  examination  of  Association  records 
and  accounts  was  conducted  by  Bellenfant  & Miles,  P.C., 
Certified  Public  Accountants,  appointed  by  the  Board  of 
Trustees. 

The  attached  financial  reports  have  been  extracted  from 
the  complete  audit.  They  show  the  revenue  and  expenditures 
during  1989  as  well  as  the  assets,  liabilities,  and  fund  balance 
at  the  end  of  the  year. 


TENNESSEE  MEDICAL  ASSOCIATION 
BALANCE  SHEET 

Year  ended  December  31 


1989 

1988 

ASSETS 

Cash 

$ 291,543 

$ 342,502 

Investments 

1,985,000 

1,900,000 

Accounts  Receivable — Affiliates 

33,899 

Interfund  Notes  Receivable 

89,700 

89,700 

Accrued  Interest  Receivable 

38,843 

40,760 

Other  Receivables 

1,000 

1,000 

Total  Current  Assets 

$2,439,985 

$2,373,962 

Real  Estate  and 

Equipment  (net) 

250,654 

239,126 

Total  Assets 

$2,690,039 

$2,613,088 

LIABILITIES 

Accounts  Payable  and 

Accrued  Expenses 

$ 13,395 

$ 12,505 

Dues  Collection  Escrow 

593,750 

525,089 

Total  Current  Liabilities 

607,145 

537,594 

FUND  BALANCE 

2,082,894 

2,075,494 

Total  Liabilities  and 

Fund  Balance 

$2,690,039 

$2,613,088 
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Although  a small  deficit  occurred  in  1987,  TMA  operated 
within  the  1988  budget  and  a surplus  of  $14,671  resulted.  The 
same  prudent  financial  management  resulted  in  a meager  sur- 
plus of  $7,400  in  1989. 

Because  of  additional  demands  by  the  House  of  Dele- 
gates, a budget  of  $1,971,530  is  being  projected  for  the  cur- 
rent fiscal  year.  Revenue  of  $1,813,430  is  anticipated  which 
results  in  a projected  deficit  for  1990  of  $158,100.  Transfer  of 
assets  of  $875,000  to  a non-income  producing  investment  ac- 
counts for  loss  of  interest  revenue  expected  to  approximate 
one-half  of  the  1990  anticipated  deficit. 

The  dues  increase  proposed  by  the  Board  of  Trustees  of 
$100  for  five  years  will  enable  the  Association  to  eliminate  the 
expected  deficit,  engage  in  a new  headquarters  building  proj- 


TENNESSEE  MEDICAL  ASSOCIATION 
STATEMENT  OF  REVENUE,  EXPENSES  AND 
FUND  BALANCE 

Year  ended  December  31 
1989  1988 


REVENUE 

Membership  dues  (net  of  $77,764 
to  Journal  for  1989  and 


$77,736  for  1988) 

$ 992,844 

$ 986,387 

Annual  Meeting — Exhibits 

45,000 

45,403 

Annual  Meeting — Tickets 

9,510 

8,138 

Investment  Income 

163,426 

146,282 

AMA  Collection  Eees 

7,363 

7,130 

Impaired  Physician  Grant 

144,000 

72,000 

Specialty  Society  Administration 

41,085 

36,490 

Miscellaneous 

5,060 

Total  Revenue 

$1,408,288 

$1,301,822 

EXPENSES 

Administrative 

$ 569,527 

$ 559,006 

Administrative  Support  & Services 

; 35,260 

29,297 

Travel — Staff 

44,183 

37,616 

Officers 

86,948 

66,349 

Impaired  Physician  Program 

218,017 

147,263 

Committee  Expense 

20,869 

19,279 

Legislative  Committee 

38,982 

38,486 

Continuing  Medical  Education 

3,722 

Other  Organizations 

12,191 

10,185 

Annual  Meeting 

56,342 

52,919 

Taxes 

41,310 

36,235 

Headquarters  Expense 

33,232 

29,937 

Student  Education  Fund 

122,706 

122,219 

Specialty  Society  Administration 

48,420 

44,468 

Medicare  Access  Committee 

8,747 

Depreciation 

32,571 

21,424 

Contingencies 

8,403 

16,003 

Total  Expenses 

$1,381,430 

$1,230,686 

Excess  of  Revenue  Over 

Expenses  Before  Journal 

26,858 

71,136 

Excess  Journal  Expenses 
Excess  of  Revenue  Over 

( 19,458) 

( 23,908) 

Expenses 

FUND  BALANCE 

7,400 

47,228 

Beginning  of  the  Year 

2,075,494 

2,028,266 

End  of  the  Year 

$2,082,894 

$2,075,494 

ect,  and  replace  a small  portion  of  the  expended  reserves.  The 
resolution  calls  for  a complete  review  of  the  dues  structure  at 
the  end  of  this  period  in  order  to  determine  if  these  goals  and 
objectives  have  been  met  and  if  dues  should  be  restructured  to 
reflect  a sound  financial  condition  at  that  time. 

I wish  to  express  my  appreciation  to  the  Board  of  Trustees 
and  to  the  Finance  Committee  for  their  assistance  and  help 
throughout  the  past  year. 


TENNESSEE  MEDICAL  ASSOCIATION 
JOURNAL  INCOME  AND  EXPENSES 
Year  Ended  December  31,  1989 


INCOME 
Allocation  of  Dues 
Advertising 
Subscriptions 

Total 

$ 77,764 
74,560 
2,761 

Readership 

$ 77,764 
2,761 

Advertising 

$ — 
74,560 

Total  Income 

$155,085 

$ 80,525 

$74,560 

EXPENSES 

Clerical  Assistance 

$ 600 

$ 600 

$ — 

Clipping  Services 

2,555 

2,555 

— 

Editor  and  Board 

3,000 

3,000 

— 

Printing  and  Mailing 

105,264 

70,176 

35,088 

Fringe  Benefits 

3,847 

1,924 

1,923 

Payroll  Taxes 

1,926 

963 

963 

Salaries 

25,650 

12,825 

12,825 

Staff  Travel 

— 

— 

— 

Supplies 

— 

— 

— 

Overhead 

31,701 

21,134 

10,567 

Total  Expenses 

$174,543 

$113,177 

$61,366 

JOURNAL  INCOME 

(Loss) 

($  19,458) 

($  32,652) 

($13,194 

REFERENCE  COMMITTEE  C — reviewed  the  report  of  the 
secretary-treasurer  and  recommended  that  it  be  fded. 

ACTION;  FILED 


Report  of  the 
Judicial  Council 

Tom  R.  Duncan,  M.D.,  Chairman 

The  51  component  medical  societies  of  the  Tennessee  Med- 
ical Association  over  this  past  year  did  an  excellent  job  of  re- 
solving ethical  problems  that  came  to  their  attention.  The  indi- 
vidual members  of  the  Judicial  Council  became  involved  in 
disputes  when  appropriate.  Because  the  Judicial  Council  acts  as 
an  appellate  body,  it  was  not  required  to  meet  in  full  session 
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during  the  past  year  due  to  the  efficient  work  of  the  component 
societies. 

I he  Judicial  Council  chairman  at  the  request  of  the  Board 
of  I rustees  met  with  the  medical  director  of  the  Impaired  Phy- 
sician Program,  the  TMA  president,  'PMA  legal  counsel,  and 
members  of  the  executive  staff  to  discuss  the  role  of  the  TMA 
w’hen  dealing  with  members  involved  in  problems  of  sexual 
addiction.  No  mechanism  currently  is  in  place  to  refer  such  eth- 
ical problems  and  the  Impaired  Physician  Committee  had,  by 
default,  become  involved  in  situations  referred  to  it  by  the  Board 
of  Medical  Examiners.  It  was  the  opinion  of  the  TMA  legal 
counsel  that  these  matters  are  such  that  involvement  of  the  As- 
sociation would  have  to  be  on  a case-by-case  basis;  no  protocol, 
at  the  present  time,  was  developed  to  review  such  behavior.  It 
is  expected  most  such  cases  will  fall  under  the  purvievv  of  the 
Impaired  Physician  Committee. 

The  American  Medical  Association,  in  1989,  published  and 
distributed  its  latest  edition  of  the  Current  Opinions  of  the 
Council  on  Ethical  and  Judicial  Affairs.  This  document,  plus 
interim  reports  and  opinions  of  the  council,  are  an  invaluable 
resource  to  physicians  serving  on  grievance  and  related  com- 
mittees of  medical  societies  and  hospitals.  Each  member  of  the 
Association  is  encouraged  to  purchase  a copy  of  this  reference 
document. 

The  Judicial  Council  expresses  its  sincere  gratitude  to  those 
colleagues  who  became  involved  in  resolution  of  ethical  dis- 
putes among  our  ranks.  Also  to  be  commended  are  the  com- 
ponent societies  for  their  continued  diligence  in  resolving  mat- 
ters at  the  local  level.  A special  thanks  goes  to  Mr.  Don 
Alexander  and  the  TMA  staff  for  their  invaluable  assistance. 

REFERENCE  COMMITTEE  C — reviewed  the  report  of  the 
Judicial  Council  and  recommended  that  it  be  filed. 

ACTION;  FILED 


Report  of  the 
Executive  Director 

Mr.  L.  Hadley  Williams 


This  is  the  first  annual  meeting  of  the  Tennessee  Medical 
Association  in  the  new  decade.  What  lies  ahead  in  the  ’90s? 
Depending  upon  which  journal  or  other  medical  publication  or 
which  segment  of  the  lay  press  one  reads,  predictions  as  to  what 
lies  ahead  for  medicine  in  the  ’90s  are  as  varied  as  colored 
sprinkles  on  a cake.  Just  as  starting  a new  year  brings  hope  for 
a more  exciting  and  better  year,  entering  a new  decade  brings 
hope  for  new  changes,  new  ideas,  and  new  solutions. 

The  Tennessee  Medical  Association  enters  a new  decade 
for  the  16th  time  since  its  inception.  Each  of  the  preceding 
has  offered  challenges,  many  times  to  the  extreme,  and  the 
Association  and  its  members  have  played  an  integral  part  in 
developing  solutions  to  problems  never  before  faced.  The  same 
holds  true  today  with  perhaps  the  most  difficult  of  problems 
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that  will  undoubtedly  change  the  way  medicine  is  practiced 
in  our  country.  Difficult  decisions  regarding  access,  afforda- 
bility, and  quality  must  be  made  and  made  soon. 

Dr.  Harry  Schwartz  summed  it  up  in  the  Dec.  8,  1989 
issue  of  American  Medical  News:  “The  nation’s  resources  are 
finite.  The  demand  for  free  or  almost  free  medical  care — 
which  is  a privilege  most  Americans  enjoy  under  the  present 
melange  of  government  and  private  medical  insurance — is 
necessarily  larger  than  the  nation  can  pay  for,  especially  giv- 
en the  graying  of  our  population  and  the  enormous  and  still 
rapidly  growing  national  debt.” 

I believe  that  Americans  are  caught  in  a dilemma.  They 
want  to  save  money  on  their  health  care,  but  they  do  not 
want  to  give  up  their  freedom  of  choice,  the  access  of  tech- 
nology, or  the  convenient,  personal  care  to  which  they  have 
become  accustomed. 

Unfortunately,  health  care  is  expensive.  We  are  all  going 
to  witness  some  critical  choices  being  made  in  the  future.  The 
philosophical  question  of  rationing  will  have  to  be  addressed. 

Americans  need  to  be  very  cautious  about  alterations  in 
their  heath  care  system.  Changes  now  that  are  shortsighted 
and  prompted  primarily  by  a desire  to  save  money  may  prove 
disastrous  over  the  long  term. 

The  American  Medical  Association,  less  than  30  days  ago, 
announced  in  Washington,  D.C.,  a new  proposal  designed  to 
improve  access  to  affordable,  quality  health  care.  American 
physicians,  who  are  represented  through  the  AMA,  share  the 
view  that  improvements  need  to  be  made  promptly  to  our 
health  care  system,  especially  addressing  the  access  and  cost 
problems.  The  AMA  feels  that  certain  principles  should  un- 
derscore the  national  discussion  on  improving  our  health  care 
system. 

• STRENGTH.  Improvements  to  the  American  health  care 
system  should  preserve  the  strengths  of  our  present  system. 

• ACCESS.  Appropriate  coverage  for  appropriate  health  care 
should  be  available  to  all  Americans,  regardless  of  income. 

' FREEDOM.  The  right  to  determine  the  manner  in  which 
health  care  benefits  are  delivered. 

• AFFORDABILITY.  Health  care  services  delivered  at  ap- 
propriate cost  without  excessive  liability  costs  and  paper- 
work interference. 

• SECURITY.  Continued  access  to  health  care  for  the  elderly. 

• OUALITY.  Access  to  care  through  physicians  who  are 
committed  to  the  highest  ethical  standards. 

After  an  extensive  review  of  the  strengths  and  weaknesses 
of  the  American  system,  the  AMA  developed  a 16-point  pro- 
posal to  expand  access  to  health  care  coverage  to  all  Ameri- 
cans, while  controlling  inappropriate  cost  increases  and  re- 
ducing paperwork  and  bureaucracy.  Many  of  the  elements 
contained  in  the  AMA  plan  have  already  taken  legislative 
form,  such  as  the  Medicare  reform  package  introduced  in 
Congress  by  Representative  Charles  Rose  (D-NC).  Other 
elements  are  part  of  a legislative  approach  calling  for  addi- 
tional action  to  bring  about  needed  reform. 

Primary  to  the  AMA  proposal  is  the  belief  that  improving 
our  system  of  health  care  must  be  based  upon  the  strengths 
and  successes  of  our  present  system.  These  strengths  include: 

• The  vast  majority  of  Americans  are  satisfied  with  their  phy- 
sicians and  the  health  care  services  they  receive. 

• Most  patients  have  the  ability  to  freely  choose  their  physi- 
cian, hospital,  and  system  of  care. 

• Technology  is  widely  available  and  science  remains  free  to 
conduct  research  in  the  best  interests  of  the  patient. 

• The  medical  education  systems  continue  to  produce  highly 
trained,  competent  physicians. 
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• Medical  professionals  remain  free  to  act  as  patient  advocates 
rather  than  agents  of  the  government  or  other  interests. 

These  strengths  are  the  foundation  on  which  the  Ameri- 
can Medical  Association  has  based  its  proposal  for  reform. 
The  individual’s  freedom  of  choice,  combined  with  a free  and 
independent  medical  profession,  remain  as  the  cornerstones 
of  our  system — a system  that  does  not  allow  government  to 
dictate  choices  to  patients. 

Clearly,  our  health  care  system  needs  substantive  revision 
to  provide  access  to  every  American,  but  it  would  be  coun- 
terproductive to  “fix”  aspects  of  the  system  that  work  well. 
And  so,  the  AMA  has  elected  to  begin  a process  that  will  ask 
for  the  participation  of  all  interested  parties — government, 
the  insurance  industry,  other  health  care  providers,  and  the 
public — to  contribute  to  the  dialogue  on  improving  the  U.S. 
health  care  system. 

The  AMA  proposal  is  a blueprint  for  extending  access, 
controlling  inappropriate  health  care  cost  increases,  and  sus- 
taining the  Medicare  program  to  insure  proper  health  care 
for  all.  It  is  summarized  as  follows: 

1.  Effect  major  Medicaid  reform  to  provide  uniform  ad- 
equate benefits  to  all  persons  below  the  poverty  level. 

2.  Require  employer  provisions  of  health  insurance  for 
all  full-time  employees  and  their  families,  creating  tax 
incentives  and  state  risk  pools  to  enable  new  and  small 
businesses  to  afford  such  coverage. 

3.  Create  risk  pools  in  all  states  to  make  coverage  avail- 
able for  the  medically  uninsurable  and  others  for  whom 
individual  health  insurance  policies  are  too  expensive 
and  group  coverage  is  unavailable. 

4.  Enact  Medicare  reform  to  avoid  future  bankruptcy  of 
the  program  by  creating  an  actuarially  sound,  pre- 
funded program  to  assure  the  aging  population  of 
continued  access  to  quality  health  care.  The  program 
would  include  catastrophic  benefits  and  be  funded 
through  individual  and  employer  tax  contributions 
during  the  working  years.  There  would  be  no  pro- 
gram tax  on  senior  citizens. 

5.  Expand  long-term  care  financing  through  expansion 
of  private  sector  coverage  encouraged  by  tax  incen- 
tives, with  protection  for  personal  assets,  and  Medi- 
caid coverage  for  those  below  the  poverty  level. 

6.  Enact  professional  liability  reform  essential  to  reduc- 
ing inordinate  costs  attributable  to  liability  insurance 
and  defensive  medicine,  thus  reducing  health  care 
costs. 

7.  Develop  professional  practice  parameters  under  the 
direction  of  physician  organizations  to  help  assure  only 
appropriate,  high-quality  medical  services  are  provid- 
ed, lowering  costs  and  maintaining  quality  of  care. 

8.  Alter  the  tax  treatment  of  employee  health  care  ben- 
efits to  reward  people  for  making  economical  health 
care  insurance  choices. 

9.  Develop  proposals  which  encourage  cost-conscious 
decisions  by  patients. 

10.  Seek  innovation  in  insurance  underwriting,  including 
new  approaches  to  creating  larger  rather  than  smaller 
risk-spreading  groups  and  reinsurance. 

11.  Urge  expanded  federal  support  for  medical  educa- 
tion, research,  and  the  National  Institutes  of  Health, 
to  continue  progress  toward  medical  breakthroughs 
which  historically  have  resulted  in  many  lifesaving  and 
cost-effective  discoveries. 

12.  Encourage  health  promotion  by  both  physicians  and 
patients  to  promote  healthier  lifestyles  and  disease 


prevention. 

13.  Amend  ERISA  or  the  federal  tax  code  so  that  the 
same  standards  and  requirements  apply  to  self-in- 
sured (ERISA)  plans  as  to  state-regulated  health  in- 
surance policies,  providing  fair  competition. 

14.  Repeal  or  override  state-mandated  benefit  laws  to  help 
reduce  the  cost  of  health  insurance,  while  assuring 
through  legislation  that  adequate  benefits  are  provid- 
ed in  all  insurance,  including  self-insurance  programs. 

15.  Seek  reductions  in  administrative  costs  of  health  care 
delivery  and  diminish  the  excessive  and  complicated 
paperwork  faced  by  patients  and  physicians  alike. 

16.  Encourage  physicians  to  practice  in  accordance  with 
the  highest  ethical  standards  and  to  provide  voluntary 
care  for  persons  who  are  without  insurance  and  who 
cannot  afford  health  services. 

Strengthening  the  American  health  care  system  through 
the  elements  contained  in  this  proposal  will  present  an  enor- 
mous challenge  to  all  concerned.  For  its  part,  the  AMA  in- 
tends to  move  forward  vigorously  on  legislative  and  other 
fronts,  as  well  as  encourage  every  interested  party  to  join  in 
the  dialogue  toward  this  goal.  The  common  objective  will 
continue  to  be  providing  high-quality  care  at  reasonable  cost, 
and  access  for  every  American. 

TMA  must  be  prepared  to  enter  into  the  debate  that  is 
certain  to  evolve  as  a result  of  the  AMA’s  proposal.  TMA 
must  ensure  that  the  input  of  Tennessee  physicians  is  heard 
and  respected.  We  enter  the  1990s  with  these  and  other  chal- 
lenges facing  us.  A strong  Tennessee  Medical  Association  will 
be  necessary  if  these  challenges  are  to  be  met.  I believe  TMA 
can  and  will  rise  to  the  occasion. 

I urge  the  membership  to  review  the  AMA’s  proposal  as 
outlined  herein  and  determine  the  extent  of  TMA  support  for 
each  of  the  16  points  contained  in  the  plan.  A unified  ap- 
proach to  the  problems  is  necessary  and  grass  roots  support 
is  mandatory.  Time  may  be  running  out. 

Members  of  the  House  are  being  asked  by  the  Board  of 
Trustees  to  approve  a dues  increase  for  the  next  five  years 
that  will  enable  the  Association  to  move  forward  as  never 


TMA  MEMBERSHIP  REPORT 
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Dues  Paying  Active 

1989 

1988 

1987 

1986 

1985 

Members 

Dues  Paying  Resident 

5,057 

5,019 

4,981 

4,911 

4,834 

Members 

51 

77 

87 

71 

79 

Dues  Exempt  Members 
Veteran  Status  . . . .569 
Military,  Disabled 

and  Retired 317 

Student 285 

1,171 

1,018 

920 

830 

787 

TOTAL 

6,279 

6,114 

5,988 

5,812 

5,700 

Deaths 

61 

44 

43 

41 

34 

AMA  Members  from  Tennessee: 
TMA  Dues  Paying  and  Exempt  4,798 

AMA  Direct  Members  1,761 

TOTAL  AMA  MEMBERS  6,559 

76%  of  TMA  members  are  AMA  members 
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betorc.  A now  headquarters  building  will  provide  the  facili- 
ties for  current  and  future  staff  additions  certain  to  be  re- 
quired. I'he  proposed  dues  increase  w'ill  only  bring  Tennessee 
up  to  the  average  of  all  other  state  associations.  The  Board 
believes  TMA  can  meet  its  obligations  with  such  support  from 
its  members  and  will,  as  it  has  in  the  past,  produce  identifia- 
ble results  on  behalf  of  physicians  and  the  patients  they  serve. 
1 have  been  privileged  to  be  a part  of  the  growth  and  expan- 
sion of  TMA  through  three  decades  and  now  into  a fourth.  I 
am  convinced  to  be  successful  in  meeting  the  challenges  that 
lie  ahead  requires  strong  physician  leadership  and  a dedicat- 
ed staff.  TMA  has  both. 

As  is  customary,  I am  submitting  the  membership  report 
(Table),  which  outlines  our  current  membership  numbers  in 
various  categories  as  well  as  those  for  the  past  several  years 
for  comparison  purposes. 

I would  like  to  take  this  opportunity  to  thank  all  members 
of  the  Board  of  Trustees  and  each  of  the  officers  for  the  many 
hours  they  have  contributed  on  behalf  of  the  profession  and 
for  the  leadership  they  have  provided  during  the  past  12 
months.  Their  task  is  a thankless  and  ofttimes  an  unreward- 
ing one.  Dr.  Bill  Miller  has  unselfishly  provided  the  neces- 
sary direction  and  leadership  throughout  the  year  and  passes 
the  gavel  to  Dr.  Hamel  Eason,  who  has  demonstrated  the 
qualities  necessary  to  lead  the  Association  in  the  months 
ahead;  we  look  forward  to  working  with  him.  I would  also 
like  to  express  my  appreciation  to  a talented  and  devoted 
staff  who  constantly  strive  to  provide  the  proficiency  and 
dedication  required  to  maintain  a steady  course  for  the  As- 
sociation. 


REFERENCE  COMMITTEE  C — reviewed  the  report  of  the 
executive  director  and  recommended  that  it  be  filed. 

ACTION:  FILED 


Committee  Reports 

The  following  standing  and  special  committees  made  annual 
reports  to  the  House  of  Delegates: 

— Committee  on  Scientific  Affairs 
— Committee  on  Legislation 
— Committee  on  Governmental  Medical  Services 
— Committee  on  Constitution  and  Bylaws 
— Committee  on  Hospitals 
— Peer  Review  Committee 

— Committee  on  Communications  and  Public  Service 
— Interprofessional  Liaison  Committee 
— Committee  on  Continuing  Medical  Education 
— Impaired  Physician  Peer  Review  Committee 
— Committee  on  Rural  and  Community  Health 
— Committee  on  Emergency  Medical  Services 
— Advisory  Committee  to  TMA  Auxiliary 
— Committee  on  Medicine  and  Religion 
— Committee  on  Maternal  and  Child  Care 
— Primary  Care  Liaison  Committee 
— Geriatrics  Committee 
— Committee  on  Medical  Practice 
— Committee  on  HIV  Infection  and  AIDS 


, A Porsche  with 
infinitely  more  headroom. 


The  new  Porsche  944  S2  Cabriolet  not  only  offers  you  a lot  of  head- 
room.  With  its  powerful  208  horsepower  engine,  remarkable  handling 
—and,  of  course,  sunshine— it’s  the  perfect  way  to  clear  your  head. 
We  have  it  in  stock  now.  Call  today  to  arrange  your  test  drive. 


PREMIER 

Porsche 

660  Lafayette  Street 
(across  from  Sears) 
(615)  742-8000 

© 1990  Porsche  Cars  Norih  America.  / nc.  Porsche  does  no!  recommend  exceeding  speed  limils. 
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A Case  Report 


Hamel  B.  Eason 


It  was  a cold,  blustery  November  afternoon.  I was  worried  about  surviving  my 
start  in  the  practice  of  internal  medicine.  I was  seated  in  my  office  studying  for  the 
internal  medicine  written  board  examinations.  I was  pondering  whether  to  read  the 
editorials  in  the  Annals  of  Internal  Medicine  or  the  editorials  in  the  New  England 
Journal  of  Medicine.  Probably  I should  read  both. 

It  was  about  then  that  Nancy  Yarbrough  stuck  her  head  in  the  door  and  said, 
“There’s  an  emergency  in  the  hospital.  Dr.  Robinson  is  busy.  Would  you  talk  to  the 
nurse  on  the  hospital  line?”  I picked  up  the  phone  and  the  nurse  hurriedly  told  me 
that  a patient  was  in  shock  and  Dr.  Curtis  Ogle  wanted  me  to  see  the  patient  in 
consultation.  The  patient  had  had  a cesarean  section  two  weeks  earlier  and  had  been 
admitted  to  the  hospital  with  a diagnosis  of  pneumonia.  As  I crossed  the  parking  lot 
and  went  up  the  escalator,  my  thoughts  were  of  the  differential  diagnosis.  Was  this 
postpartum  sepsis  or  was  it  pulmonary  embolism?  There  seemed  to  be  few  other 
options.  The  nurse  had  told  me  that  this  was  a late  pregnancy  in  a 44-year-old 
schoolteacher. 

The  examination  confirmed  my  fears.  The  patient  was  hypotensive,  had  a very 
rapid  heart  rate,  was  diaphoretic,  and  had  a strand  density  on  chest  x-ray  and  blunt- 
ing of  the  costophrenic  junction;  there  was  no  evidence  of  phlebitis  or  any  other  source  of  embolism  than  the 
recent  cesarean  section.  We  proceeded  with  antibiotic  and  heparin  therapy  to  cover  both  sepsis  and  pulmonary 
embolism.  The  electrocardiogram  pointed  to  embolism,  and  we  were  very  sure  that  the  patient  had  sustained  at 
least  two  such  episodes. 

Over  the  next  few  days  the  patient  did  not  improve,  and  in  fact  had  at  least  two  more  episodes  of  what 
appeared  both  clinically  and  by  x-ray  examination  to  be  episodes  of  pulmonary  infarction.  Both  the  family  and  I 
were  concerned  for  the  patient’s  life.  The  family  asked  for  a second  opinion,  and  I was  very  happy  when  they 
suggested  that  Dr.  Hall  Tackett  examine  her.  In  his  gentlemanly  and  professional  manner  Dr.  Tackett  examined 
the  patient  and  reassured  all  of  us  that  the  diagnosis  and  treatment  were  correct. 

Nevertheless,  the  patient  continued  to  run  a high  fever,  with  tachycardia  and  further  evidence  of  continuing 
episodes  of  pulmonary  embolism.  A few  months  earlier  Ben  Hogan,  the  famous  golfer,  had  suffered  a pulmonary 
embolism  and  had  been  treated  with  vena  caval  ligation.  I had  heard  that  a Memphis  surgeon.  Dr.  Bob  Miles, 
was  developing  a partially  occluding  vena  caval  clip  over  at  the  Baptist  Hospital.  I wondered  if  this  new  technol- 
ogy might  be  applied  to  our  patient,  and  discussed  this  with  Dr.  Ogle,  the  patient's  obstetrician,  and  Dr.  N.  W. 
Kuykendall,  her  family  physician.  It  was  a new  thing  to  all  of  us,  but  Dr.  Kuykendall  suggested  that  we  call  Dr. 
George  Coors,  a vascular  surgeon,  and  see  what  he  thought  of  the  idea. 

Dr.  Coors  indicated  that  he  knew  Dr.  Miles  very  well  and  would  call  him,  and  that  evening  Dr.  Miles  brought 
a prototype  vena  caval  clip  to  Dr.  Coors  in  the  Methodist  Hospital  parking  lot.  The  next  morning,  after  consid- 
erable discussion  with  the  patient’s  family.  Dr.  Coors  applied  this  partially  occluding  vena  caval  clip.  Within  24 
hours  the  patient  was  free  of  fever,  and  for  the  first  time  her  heart  rate  dropped  below  100  beats  per  minute. 
Within  a few  days  she  was  clinically  well.  In  the  ensuing  years  she  has  watched  her  daughter  grow  up,  and  she 
and  her  husband  have  retired  to  rural  West  Tennessee. 

Perhaps  you  believe  there  are  heroes  in  this  scenario  of  medical  care.  If  any  person  is  a hero,  it  is  Dr.  Miles, 
who  with  the  help  of  the  Memphis  Heart  Association  and  Baptist  Hospital  was  able  to  develop  a revolutionary 
new  treatment  for  pulmonary  embolism.  On  the  other  hand.  I believe  the  real  hero  was  a medical  system  that 
could  immediately  put  together  doctors,  a hospital,  the  insurance  payer,  and  the  patient  and  her  family  in  a way 
that  this  new  technology  could  be  used  to  cure  a patient. 

Nowadays,  many  are  proposing  a change  to  a “new  medical  system,”  such  as  the  Canadian  plan.  If  we  are  to 
change,  the  new  system  ought  to  be  compared  to  the  one  we  already  have.  They  will  have  to  show  me.  lam  sold 
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TMA  ’90,  Knoxville 

It  is  no  news  to  anyone  that  in  life,  or  in  this 
one,  at  least,  you  win  some  and  you  lose  some; 
furthermore,  it  should  also  be  no  news  that  de- 
termining which  one  you  did  may  not  always  be 
as  easy  as  you  thought  it  would  be.  Too,  which- 
ever way  it  was  that  you  thought  it  did  turn  out, 
there  are  often  elements  of  the  other  in  it. 

Last  year  in  his  report  as  executive  director  of 
this  Association,  Mr.  Hadley  Williams  comment- 
ed that  the  ultimate  survival  of  any  membership 
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association  rests  upon  the  organization’s  ability 
to  adequately  serve  its  members.  One  might  think 
that  would  go  without  saying,  but  on  the  other 
hand,  members  voice  varying  degrees  of  expec- 
tations of  their  associations,  including  this  one, 
and  some  might  even  allow  as  how  they  expect 
little  or  nothing.  And  maybe  they  actually  do  ex- 
pect almost  nothing  until  the  time  comes  when 
they  expect  something.  When  that  happens,  those 
who  ordinarily  expect  (or  possibly  better,  main- 
tain they  expect)  the  least  will  suddenly  demand 
the  most  and  the  best,  and  expect  it  yesterday. 
That  is  the  sort  of  thing  that  harelips  the  man- 
agement, so  to  speak.  Responding  to  such  de- 
mands costs  a lot  of  effort,  and  even  more  to  the 
point,  money. 

It  has  become  increasingly  apparent  over  the 
past  few  years  that  to  satisfy  the  wants  of  even 
the  least  demanding,  TMA’s  physical  facilities 
would  have  to  be  expanded  substantially,  and 
soon.  To  that  end,  two  years  ago  the  Board  of 
Trustees  began  studying  the  physical  and  fiscal 
needs  of  the  Association,  and  the  best  ways  of 
satisfying  them.  The  study  culminated  in  the  pur- 
chase, using  reserve  funds,  of  a new  building  site, 
and  along  with  it  the  recommendation  for  an  in- 
crease in  dues  as  outlined  in  the  whereases  of 
Resolution  No.  3-90.  Both  President  Miller  and 
I have  extensively  discussed  in  the  March  issue 
of  the  Journal  the  particulars  of  those  needs  (7 
Tenn  Med  Assoc  83:145-147,  1990),  and  I’ll  re- 
iterate them  here  only  briefly.  In  sum,  the  needs 
are  funds  adequate  for  carrying  out  the  programs 
you  have  demanded,  for  building  the  expanded 
facilities  your  increased  demands  require,  and  for 
replenishing  the  necessary  reserves  that  were  de- 
pleted by  the  land  purchase. 

Though  possibly  reflecting  a spurious  consen- 
sus generally,  sentiment  in  favor  of  the  resolu- 
tion seemed  genuine  enough  so  far  as  the  House 
of  Delegates  itself  was  concerned.  Everyone  rec- 
ognized this  as  one  of  those  situations  where  if 
you  win  you  also  lose  at  the  same  time,  but  the 
dues  increase  was  nevertheless  recognized  as 
necessary,  and  Resolution  No.  3-90  was  adopted 
handily.  Only  a lone  voice  was  raised  against  it 
on  the  floor,  and  it  represented  no  more  than  a 
handful  of  dissenting  votes.  Nevertheless,  that 
voice  was  caustic  in  its  charges  of  capriciousness 
on  the  part  of  the  Board  and  staff,  and  expressed 
doubts  that  any  such  need  actually  existed.  The 
owner  of  that  lone  voice  did  confess  to  having 
never  entered  the  door  of  the  headquarters 
building,  and  even  professed  not  to  know  its  lo- 
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cation.  The  vote  suggested  that  the  House  con- 
sidered him  unlikely  to  be  the  best  judge  of  the 
Association’s  needs. 

It  would  be  a mistake  to  assume,  however,  that 
all  wounds  have  just  disappeared,  and  that  those 
few  dissenters  might  not  also  be  disaffected.  It 
would  in  addition  be  folly  to  assume  that  those 
dissenters  have  no  company  elsewhere  in  the  As- 
sociation. The  House  after  all  comprises  the 
medical  leadership  in  the  state,  and  most  of  its 
members  have  firsthand  knowledge  of  the  space 
shortage  and  the  other  needs  of  the  Association. 
We  must  consider  that  the  membership  generally 
may  not,  and  that  when  the  time  comes  next  fall 
to  part  with  that  additional  C-note,  some  of  them 
might  seriously  question  the  value  of  doing  so.  It 
is  up  to  the  committed  to  make  converts  of  the 
rest,  especially  since  even  for  the  most  loyal  that 
parting  is  not  sweet  sorrow,  but  a bitter  pill. 
Nearly  all  of  us  will  be  asking  ourselves,  even  if 
covertly,  whether  the  TMA  really  does  that  much 
for  us;  those  others  will  be  asking  not  only  that, 
but  also,  “What  has  TMA  done  for  me  latelyT' 

Fortunately,  you  have  some  ammunition  in  this 
issue  of  the  Journal.  The  Report  of  the  Chairman 
of  the  Board  of  Trustees  recapitulates  for  you  the 
previously  published  Board  minutes  to  remind  you 
that  during  the  year  your  Board  considered  and 
acted  upon  199  separate  items  of  business.  The  re- 
port also,  in  response  to  a resolution  adopted  last 
year,  presents  action  taken  in  response  to  each  of 
the  other  adopted  resolutions.  It  was  a busy  year. 
As  you  read,  I believe  you  will  agree  that  your 
Association  has  done  a great  deal  for  you  lately.  It 
is  unfortunate  that  a lot  more  of  what  it  did  is  bur- 
ied in  committee  reports,  which  are  not  published 
in  the  meeting  issue. 

There  is  a danger  in  singling  out  for  publica- 
tion the  reports  of  certain  committees;  the  dan- 
ger is  that  by  not  being  chosen,  the  work  of  the 
neglected  committees  will  be  somehow  perceived 
as  having  been  unimportant.  I assure  you  that  no 
work  done  by  any  committee  of  this  Association 
is  unimportant.  It  is  only  that  on  the  one  hand 
some  of  the  reports  are  quite  perfunctory,  and 
do  not  reflect  the  scope  of  the  committee’s  work. 
Then,  on  the  other  hand,  the  work  of  some  of 
the  committees,  such  as,  for  example,  the  Legis- 
lative Committee,  has  by  its  very  nature  an  im- 
mediacy not  shared  by  some  others.  I propose 
over  the  next  few  months  to  either  reproduce  or 
abstract  the  reports  of  some  of  the  committees 
whose  work  most  affects  your  practice.  I shall  also 
abstract  the  report  of  the  chairman  of  the  TMA 


delegation  to  the  AMA,  which  will  give  some  in- 
dication, though  admittedly  truncated,  as  to  the 
massive  amount  of  work,  work  vital  to  your 
practice,  shared  in  by  your  delegation  there. 

Finally,  I would  direct  your  attention  to  the 
Report  of  the  Executive  Director.  He  has  chosen 
to  comment  at  some  length  on  an  item  that  will, 
if  it  is  implemented,  have  a direct  and  weighty 
bearing  on  your  practice;  it  is  the  AMA’s  pro- 
posal for  improving  access  to  affordable,  high 
quality  medical  care.  I urge  you  to  give  that  doc- 
ument your  close  attention.  Like  Mr.  Williams,  I 
also  urge  you  to  decide  what  level  of  commit- 
ment this  Association  should  extend  to  each  of 
the  16  individual  proposals  the  plan  contains, 
since  pervasive  grassroots  support  will  be  neces- 
sary if  the  plan  is  to  work.  After  you  have  decid- 
ed, make  your  thoughts  known  to  your  delega- 
tion and  to  the  Association’s  Board. 

Some  of  you  give  little  thought  to  this  Asso- 
ciation and  its  work,  though  in  saying  that  I re- 
alize I am  preaching  to  the  choir,  else  you  would 
not  have  read  this  far.  In  case  you  need  a word 
of  encouragement,  though,  I will  tell  you  that, 
even  though  you  may  not  think  so,  the  Tennes- 
see Medical  Association  needs  every  one  of  you — 
not  just  as  a name  on  a roster,  but  as  an  active 
participant.  There  are  many  ways  in  which  you 
can  serve  your  colleagues  and  your  patients 
through  this  Association  and  your  local  society. 
Take  time  to  find  out  what  they  are.  Above  all, 
proseKtize.  I assure  you  that  no  matter  how  much 
of  yourself  you  put  into  it,  you  will  receive  infi- 
nitely more — certainly  no  bad  deal  in  these  times, 
or  in  any  other,  for  that  matter. 

J.B.T. 


The  Rites  of  Spring,  or, 

Spring  Is  Bustin’  Out  All  Over — 

Or  something.  A lot  of  other  things  are  bus- 
tin’ out  in  spring  than  spring,  and  if  you  don’t 
believe  it  take  a look  at  some  of  the  goin’s  on 
during  Spring  Break  on  the  occasions  when  Spring 
Break  breaks  into  the  news  on  the  tube.  The  ex- 
posure is  enough  to  make  leaves  grow  on  a tele- 
phone pole,  or,  again,  something.  I hope  I have 
made  my  meaning  clear.  I could  draw  you  a pic- 
ture, but  it  wouldn’t  do  the  subject(s)  justice. 

I don’t  want  to  overplay  my  hand;  examina- 
tion of  that  situation  requires  a fine  balance,  and 
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my  firsthand  experience  with  such  goings-on  is 
seriously  outdated.  I remember  a famous  quota- 
tion of  Dagwood’s  to  the  effect  that  someday  he 
was  going  to  stay  home  so  he  could  “find  out 
what  goes  on  around  here  when  I’m  not  around 
here.”  One  thing  that  I’m  morally  (maybe  that 
isn’t  the  best  word  to  use  here)  certain  goes  on 
around  Spring  Break  is  a lot  of  fast  talk,  and  as 
Professor  Harold  Hill  pointed  out  about  pool, 
from  fast  talk  one  thing  often  tends  to  lead  to 
another  and  so  on.  As  every  chaperone  knows, 
he  (actually,  more  often  she)  really  needs  to  stick 
around  to  see  what  goes  on  when  she/he  isn’t 
around,  but  as  every  chaperone  who  has  ever 
chaperoned  before  also  knows,  that  often  takes 
more — sometimes  a whole  lot  more — doing  than 
can  handily  be  done — or  even  not  handily  be  done. 

I read  a really  marvelous  bit  of  naivete  the 
other  day  in  the  form  of  a letter  to  the  editor  of 
the  New  England  Journal  of  Medicine.  It  was  re- 
porting on  a study  two  individuals  had  conducted 
about  how  well  combatants  had  reported  to  their 
co-combatants  (under  the  circumstances,  those 
appellations  seemed  as  appropriate  as  any  of  the 
others  I could  have  chosen)  their  inherent  risk 
factors  for  transmitting  the  human  immunodefi- 
ciency virus  (HIV).  The  investigators  used  a 
questionnaire,  and  their  subjects  were  a large 
number  of  male  and  female  college  students;  the 
investigators  suspected  that  there  might  have  been 
a modicum  of  untruthfulness  in  the  answers  they 
received.  They  suspected,  too,  as  incidentally 
their  subjects  also  did,  that  there  might  also  have 
been  a modicum  of  untruthfulness  in  the  infor- 
mation transmitted  from  one  prospective  partner 
to  the  other.  They  reported  that  the  girls  sus- 
pected more  often  than  the  boys  did  that  they 
might  have  been  lied  to. 

Well!  I never!  The  cads!  (Of  course  I’ll  re- 
spect you  as  much  tomorrow  as  I do  right  now!) 
It  had  become  obvious  to  me  even  before  I fin- 
ished reading  the  letter  that  the  two  investigators 
were  female,  as  it  turned  out  they  indeed  were. 
Of  course,  I would  not  suggest  that  all  the  girls 
were  (are)  lily  white,  or  all  the  boys  blood  red 
(or  whatever  color  it  is  you  wish  to  paint  turpi- 
tude), and  not  all  of  even  the  lily  white  girls  are 
gullible,  but  there  is  a saying  well  known  among 
the  boys  about  the  conscience  of  a turgid  mem- 
ber: Zilch.  For  their  own  protection  the  girls  had 
better  adopt  that  as  a maxim,  and  take  it  to  heart. 
(At  the  same  time,  the  un-lily  white  girls  can  work 
it  the  other  way  ’round,  of  course,  and  I suppose 
there  are  boys  around  who  don’t  know  that;  those 
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boys  also  need  to  learn  about  such  things,  though 
they  may  not  care.  Sometimes,  too,  the  feeling  is 
mutual — maybe  more  often  than  not.  Who  be- 
sides The  Shadow  knows?)  I should  guess  that 
deception  is  a powerful  ingredient  of  the  fuel  that 
makes  Spring  Break  go. 

And  who  is  going  to  teach  those  adolescent 
neophytes?  It  would  seem  to  go  without  saying 
that  the  appropriate  informant  is  a parent.  Any- 
way, that  is  what  certain  groups  prate  when  the 
subject  of  sex  education  in  the  schools  comes  up 
periodically.  What  should  be  at  least  equally  ap- 
parent, though,  is  that  those  appropriate  inform- 
ants are  not  informing,  at  least  not  uniformly. 
Recently  released  figures  on  sexually  transmitted 
diseases  from  the  Tennessee  Department  of 
Health  and  Environment  (TDHE)  contain  some 
startling  facts  that  are  chilling  in  their  import. 
Contrary  to  the  national  trend,  there  is  among 
the  20  to  29  year  age  group  in  Tennessee  an  in- 
ordinate caseload  of  AIDS;  furthermore,  in  that 
age  group  AIDS  has  been  steadily  increasing. 
This  is  AIDS  we  are  talking  about  now,  not  sim- 
ply HIV  infection.  That  increase  accompanies  a 
relative  increase  in  AIDS  in  the  non-homosexual 
population.  Considering  the  long  incubation  pe- 
riod of  HIV,  AIDS  in  a 20  year  old  means  the 
virus  must  have  been  acquired  by  at  least  the  mid- 
teens, maybe  even  earlier.  In  addition,  the  TDHE 
has  reported  that  the  greatest  increase  in  gonor- 
rhea, already  high,  is  in  the  13  to  19  year  age 
group,  the  same  group  that  is  acquiring  the  virus. 

The  problem  with  teenagers,  particularly  the 
younger  ones,  seems  to  be  that  they  tend  to  con- 
sider themselves  impervious  to  almost  anything 
harmful.  That  philosophy  is  great  for  winning 
battles  in  wartime,  but  it  doesn’t  do  much  for  the 
public  health.  So  as  not  to  water  down  the  mes- 
sage, I have  avoided  mentioning  teenage  preg- 
nancy and  abortion,  but  the  teenage  attitude  of 
invulnerability  doesn’t  help  much  in  solving  that 
problem,  either. 

I once  had  a Latin  teacher,  a very  smart  and 
also  a very  wise  man,  who  maintained  one  never 
forgets  anything;  one  simply  is  unable  at  the  mo- 
ment to  recall  it  from  memory.  Though  at  the 
time  he  wasn’t  nearly  as  old  as  I thought  he  was 
(which  was  ancient),  he  was  far  from  young,  and 
he  probably  had  by  that  time  found  out  from  ex- 
perience what  I have  also  had  to  find  out  from 
experience,  not  having  believed  he  knew  what  he 
was  talking  about.  What  he  and  I both  found  out 
was  that  one’s  memory  disgorges  requested  facts 
more  and  more  grudgingly  as  life  wears  on,  even 
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though  so  far  mine  ultimately  has  coughed  them 
up,  and  I suspect  his  did,  too;  it  is  just  that  the 
moment  of  recall  becomes  progressively  more 
elusive  as  time  goes  by. 

One  of  the  vagaries  of  memory  is  that  some- 
times during  the  resurrection  process,  the  image, 
particularly  if  it  has  been  long  buried,  may  get  a 
little  bent  out  of  shape,  and  sometimes  even 
downright  disfigured.  Accordingly,  it  may  be  that 
though  their  elders  have  not  forgotten  what  it  was 
like  to  be  a teenager,  their  recollections  of  what 
it  was  like  may  flee  the  bounds  of  reality  as  those 
distortions  I have  been  mentioning  go  to  work 
on  them.  For  practical  purposes,  the  result  is  the 
same  as  having  forgotten. 

Calling  to  mind  the  inattention  and/or  short 
attention  span  of  teenagers,  dealing  with  them 
by  indirection  is  the  same  as  not  dealing  with 
them  at  all.  By  the  time  their  sap  is  beginning  to 
rise,  every  teenager  with  eyes  and  ears  under- 
stands these  days  about  AIDS  and  babies,  and 
how  both  are  made.  But  they  are  in  grave  danger 
of  winding  up  with  one  or  both  unless  they  have 
been  sat  down  with  and  told,  “Look,  if  you  do 
this  with  that  or  if  you  don’t  do  that  with  this, 
you  are  going  to  wind  up  making  one  or  the  oth- 
er or  both.”  (They  have  of  course  to  be  told  all 
that  in  very  plain,  absolutely  specific,  even 
graphic,  language.) 

The  trouble  is  that  most  adults  find  such  en- 
counters embarrassing.  At  the  same  time,  too 
many  of  them  insist  that  if  the  subject  is  to  be 
taught,  it  has  to  be  taught  their  way.  Unless  it  is 
taught  the  right  way — which  means  directly,  and 
by  individuals  who  know  what  they  are  talking 
about,  not  to  mention  how  to  talk  to  teenagers, 
the  teenage  rate  for  sexually  transmitted  dis- 
eases, which  includes  AIDS  and  hepatitis,  is  going 
to  continue  to  climb.  So  is  the  number  of  teen- 
age pregnancies,  with  another  whole  set  of  prob- 
lems that  I won’t  go  into  here.  You  already  know 
all  about  those,  anyway. 

It  is  quite  obvious  that  however  it  is  we  are 
going  about  it  now,  we  are  not  going  about  it  in 
the  right  way.  It  should  then  follow  that  changes 
need  to  be  made,  and  made  quickly.  Because  of 
opposition,  particularly  from  certain  religious 
groups,  to  the  teaching  of  sexual  matters  to  such 
youngsters,  school  boards  have  been  loath  to  in- 
stitute such  instruction.  On  the  rare  occasions 
when  they  have  been  willing,  they  have  more 
often  than  not  been  restrained.  Some  of  their 
constituents  are  at  last  getting  the  message  that 
if  AIDS  is  to  be  curbed,  education  has  to  have 


an  early  start. 

The  Metro  Nashville  School  Board  has  at  long 
last  just  voted  to  begin  instruction  about  AIDS 
in  the  fifth  and  sixth  grades.  That  is  none  too 
soon.  They  confess  to  some  uncertainty  as  to  im- 
plementation, worrying  about  the  mention  of 
s*e*x  to  ones  so  young,  and  the  amount  of  time 
to  be  devoted  to  it  seems  rather  minimal.  They 
had  better  get  their  thinking  caps  on,  because 
whether  they  remember  or  not,  those  so  young 
are  already  thinking  about  S*E*X.  In  fact,  chil- 
dren of  that  age  are  just  beginning  to  spread  their 
wings,  and  they  are  hard  to  frighten.  Further- 
more, they  suspect  their  elders  of  simply  trying 
to  spoil  their  fun  whenever  they  urge  even  cau- 
tion, let  alone  abstinence.  (I  do  not  confine  use 
of  that  term  here  to  sexual  abstinence.  I mean 
abstinence  from  whatever  it  is  that  is  being  inter- 
dicted, up  to  and  including  sexual  activity.) 

In  my  estimation  it  is  one  of  the  responsibili- 
ties of  the  medical  profession,  both  individually 
and  as  a body,  to  ensure  that  the  instruction  is 
both  adequate  and  accurate,  and  when  on  imple- 
mentation the  flack  starts  up,  as  it  surely  will 
when  the  children  start  talking  to  their  parents 
about  s*e*x,  to  lend  whatever  support  is  neces- 
sary to  get  the  job  done.  The  only  reason  the 
flack  might  be  grounded  is  that  fear  of  AIDS  may 
overpower  the  fear  that  being  told  about  s*e*x 
might  addle  their  children’s  little  brains,  and  start 
them  experimenting. 

Well,  among  the  things  that  automatically  start 
bustin’  out  in  spring  are  those  little  brains,  even 
in  the  fifth  grade.  One  spring  when  I was  in  the 
army  (actually  it  was  summer,  but  so  what?  It’s 
only  easier  to  play  around  then)  an  officer 
brought  his  11-year-old  son  into  the  dispensary 
The  boy  had  gonorrhea,  which  he  had  gotten 
from  the  13-year-old  girl  next  door.  Before  it  was 
over,  several  other  cases  were  discovered  among 
their  playmates.  That  sort  of  thing  doesn’t  change 
much  from  year  to  year;  or  from  generation  to 
generation,  for  that  matter. 

J.B.T. 


Henry  L.  Douglass,  age  98.  Died  February  2,  1990. 
Graduate  of  Vanderbilt  University  School  of  Medi- 
cine. Member  of  Nashville  Academy  of  Medicine. 


JUNE,  1990 


319 


James  Pope  Laden,  age  59.  Died  April  17,  1990. 
(jradiiate  of  University  of  Tennessee  College  of  Med- 
icine. Member  <'f  Nashville  Academy  of  Medicine. 

Edwin  K.  Provost,  age  83.  Died  March  4,  1990.  Grad- 
uate of  Vanderbilt  University  School  of  Medicine. 
Member  of  Maury  County  Medical  Society. 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

The  following  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during 
March  1990.  This  list,  supplied  by  the  AMA, 
does  not  include  members  who  reside  in  other 
states. 

Physicians  can  receive  the  PRA  certificate 
valid  for  one,  two,  or  three  years.  For  the  one- 
year  award,  physicians  report  50  hours  of  con- 
tinuing medical  education,  including  20  hours  of 
Category  1;  for  the  two-year  award,  physicians 
report  100  hours  of  CME,  including  40  hours  of 
Category  1;  for  the  three-year  award,  physicians 
report  150  hours  of  CME,  60  of  which  are  Cat- 
egory 1. 

Georgiana  A.  Abisellan,  M.D.,  Donelson 
Maysoon  S.  All,  M.D.,  Waverly 
Subhi  D.  All,  M.D.,  Waverly 
Robert  M.  Barnett,  M.D.,  Chattanooga 
Scott  O.  Caudle,  M.D.,  Johnson  City 
James  K.  Champion,  M.D.,  Cleveland 
Sung  J.  Chung,  M.D.,  Morristown 
Avtar  S.  Dhaliwal,  M.D.,  Johnson  City 
Thomas  C.  Farrar,  M.D.,  Nashville 
Gordon  R.  Freeman,  M.D.,  Dyersburg 
Charles  G.  Graves,  M.D.,  Dunlap 
George  F.  Gray,  M.D.,  Nashville 
Radwan  F.  Haykal,  M.D.,  Memphis 
David  H.  Horowitz,  M.D.,  Nashville 
Charles  A.  Kirby,  M.D.,  Chattanooga 
A.  Bernhard  Kliefoth,  M.D.,  Knoxville 
William  S.  McDougal,  M.D.,  Nashville 
Joe  M.  Miller,  M.D.,  Nashville 
Shamim  Moinuddin,  M.D.,  Memphis 
Pamela  T.  Osborne,  M.D.,  Cordova 
Ronald  E.  Overfield,  M.D.,  Nashville 
Langdon  Smith,  M.D.,  Antioch 
Raymond  R.  Smith,  M.D.,  Goodlettsville 
Buntwal  N.  Somayaji,  M.D.,  Nashville 
John  M.  Tanner,  M.D.,  Nashville 
Lloyd  R.  Thomas,  M.D.,  Memphis 
Gary  F.  Trew,  M.D.,  Memphis 
Bruce  I.  Turner,  M.D.,  Nashville 
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The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

BENTON-HUMPHREYS  COUNTY 
MEDICAL  SOCIETY 

Noel  R.  Dominguez,  M.D.,  Waverly 

BLOUNT  COUNTY  MEDICAL  SOCIETY 

Mark  E.  Green,  M.D.,  Maryville 

CAMPBELL  COUNTY  MEDICAL  SOCIETY 

Randall  M.  Willis,  M.D.,  Cumberland  Gap 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Adele  B.  Ackell,  M.D.,  Chattanooga 
Deborah  D.  Barton,  M.D.,  Chattanooga 
Thomas  W.  Brown,  M.D.,  Chattanooga 
Francis  M.  Fesmire,  M.D.,  Chattanooga 
Joseph  Wilburn  Graves,  M.D.,  Chattanooga 
Joseph  M.  Haskins,  M.D.,  Chattanooga 
John  L.  Herzog,  M.D.,  Chattanooga 
Gary  R.  Lanham,  M.D.,  Chattanooga 
Charles  J.  Leagiis,  Jr.,  M.D.,  Chattanooga 
Richard  G.  Pearce,  M.D.,  Chattanooga 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Stephen  B.  Austin,  M.D.,  Knoxville 
Udit  Chaudhuri,  M.D.,  Knoxville 
Mary  Patricia  Collins,  M.D.,  Knoxville 
Michael  L.  Dyer,  M.D.,  Knoxville 
Lowell  L.  McCauley,  Jr.,  M.D.,  Knoxville 
Greg  W.  McCormack,  M.D.,  Knoxville 
David  A.  Meacher,  M.D.,  Knoxville 
Wilson  L.  Powers,  M.D.,  Knoxville 
W.  Hall  Worthington,  M.D.,  Knoxville 

LAKEWAY  MEDICAL  SOCIETY 

Russell  Delbert  McKnight,  M.D.,  Morristown 

McMINN  COUNTY  MEDICAL  SOCIETY 

Charles  Richard  Sharpe,  M.D.,  Athens 

NASHVILLE  ACADEMY  OF  MEDICINE 

Barrett  Duane  Brantley,  M.D.,  Nashville 
Thomas  Wilson  Faust,  M.D.,  Nashville 
Alan  Joel  Kaufman,  M.D.,  Nashville 
Mark  Phillip  McAndrew,  M.D.,  Nashville 
Jay  A.  Werkhaven,  M.D.,  Nashville 
Frances  Hamilton  Wright,  Jr.,  M.D.,  Nashville 

PUTNAM  COUNTY  MEDICAL  SOCIETY 

F.  Lynn  Artress,  M.D.,  Cookeville 
Joyce  Faye  Bremer,  M.D.,  Cookeville 
Smith  K.  Sullivan,  M.D.,  Cookeville 
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RUTHERFORD  COUNTY/STONES  RIVER 
ACADEMY  OF  MEDICINE 

Donald  H.  Bradley,  Jr.,  M.D.,  Murfreesboro 
Russell  E.  Galloway,  M.D.,  Murfreesboro 
Sherry  Jordan  Galloway,  M.D.,  Murfreesboro 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Jeffrey  Ray  Kappa,  M.D.,  Kingsport 

WASHINGTON-UNICOI-JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

Thomas  A.  Edwards,  M.D.,  Johnson  City 
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Norman  D.  Hasty,  M.D.,  Nashville,  has  been  certified 
as  a Diplomate  of  the  American  Board  of  Emergency 
Medicine. 
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CALENDAR  OF  MEETINGS 
NATIONAL 

July  16-19 

American  Orthopedic  Society  for  Sports 
Medicine — Sun  Valley  Inn,  Sun  Valley, 
Idaho 

July  21-25 

American  Veterinary  Medical  Associa- 
tion— Marriott  River  Center,  San  Antonio, 
Tex. 

July  21-A\i%. 

4 American  Association  for  Pediatric  Oph- 
thalmology and  Strabismus — The  Saga- 
more, Bolton  Landing,  N.Y. 

Aug.  1-5 

American  Association  of  Medical  Society 
Executives — Hyatt  Regency,  Baltimore 

Aug.  1-5 

National  Medical  and  Dental  Association — 
Mt.  Airy  Lodge,  Pa. 

Aug.  8-12 

3rd  Annual  Meeting  of  the  Southern  Asso- 
ciation for  Oncology — Orlando,  Fla. 

Aug.  10-15 

Association  of  Medical  Illustrators — Wynd- 
ham  Franklin,  Philadelphia 

Aug.  12-16 

American  Society  for  Pharmacology  and 
Experimental  Therapeutics — Milwaukee 

Aug.  18-24 

9th  Annual  Meeting  of  the  Society  of  Mag- 
netic Resonance  in  Medicine — New  York. 

STATE 

Aug.  17-19  Tennessee  Society  of  Anesthesiology,  Fall 
Scientific  Session — Sheraton  Plaza  Hotel, 
Johnson  City 
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Your  Health 
Depends  On. . . 

. . . your  medical  insurance  coverage.  But 
don’t  wait  until  you  file  a claim  to  test  your 
coverage.  With  today’s  rising  health  care  costs, 
you  can’t  afford  not  to  find  out  more  about 
TMA’s  medical  insurance  plan  for  physicians. 

Fill  out,  clip  and  return  the  coupon  below. 
We  will  send  you  information  on  a medical 
insurance  plan  that’s  the  right  prescription  for 
your  pocketbook.  Or,  call  us  toll  free 

at  1-800-347-1109. 


Yes,  send  me  information  on  TMA’s  medical 
insurance  plan. 


Name 


Firm  name 


Phone  # 


Address 


City 


Mail  to  Plan  Administrator 
The  TMA  Association  Insurance  Agency,  Inc. 
P.O.  Box  1109,  Chattanooga,  TN  37401 

Sponsored  by  the  Tennessee  Medical  Association! 


GENERAL  SURGERYTAKES 
ON  NEW  MEANING 
IN  THE  ARMY  RESERVE. 


When  you  take  time  to  serve  with  the  Army  Reserve,  we’ll  make  sure  it’s  time  well  spent. 


For  a minimum  amount  of  time,  the  Reserve  will  make  sure  you  get  a maximum  amount  of  ■ 
experience  you  probably  won’t  find  in  your  civilian  practice. 

First  and  foremost,  you’ll  be  an  Army  officer  with  all  the  privileges  and  benefits  which  that  | 
entails.  | 

Also,  service  in  the  Reserve  affords  you  an  opportunity  to  work  with  dedicated,  top  profes- 
sionals fromi  all  across  the  country,  as  well  as  attend  important  medical  conferences  and  even  ; 
continue  your  education.  | 

! 

Serving  as  a general  surgeon  in  the  Army  Reserve  is  an  adventure  waiting  to  happen.  And  ! 
because  your  time  is  important,  we  can  be  very  flexible  about  how  and  when  you  participate. 

For  more  information  about  Army  Reserve  medicine,  contact  one  of  our  experienced  Army  i 
Reserve  Medical  Counselors.  They  can  arrange  for  you  to  talk  to  an  Army  Reserve  physician  :: 
and  visit  a Reserve  Center  or  medical  facility. 

Call  or  write: 


ARMY  RESERVE  HEALTH  CARE  TEAM 
3606  Austin  Peay,  Suite  313 
Memphis,  TN  38128-3755 
(901)  388-9876  / 9727 


BE  ALL  YOU  CAN  BE.® 

ARMYRESERVE 


Special  Item 


How  to  Respond  to  a PRO  Quality  Inquiry 


Utilization  and  Quality  Control  Peer  Review  Organiza- 
tions, commonly  known  as  PROs,  have  recently  entered  into 
“The  Third  Scope  of  Work,”  i.e.,  the  third  round  of  PRO 
contracts  negotiated  between  the  Health  Care  Financing 
Administration  (HCFA)  and  the  nation’s  54  PROs.  Effective 
April  1,  1989,  all  PROs  were  bound  by  the  new  Scope  of 
Work.  Despite  new  contractual  provisions  in  the  Third  Scope 
of  Work,  PROs  still  have  as  their  primary  responsibility  the 
medical  review  of  services  reimbursed  by  Medicare.  PROs 
review  such  services  to  ensure  that  they  are:  (a)  medically 
necessary,  (b)  provided  in  an  appropriate  setting,  and  (c)  meet 
professionally  recognized  standards  of  care. 

Cases  selected  for  review  by  PROs  under  the  Third  Scope 
of  Work  are  passed  through  six  generic  quality  screens,  iden- 
tical to  those  used  in  the  Second  Scope  of  Work.  However, 
the  Third  Scope  of  Work  rules  also  require  the  implementa- 
tion of  a Quality  Intervention  Plan  (OIP).  The  OIP  is  a plan 
by  which  each  PRO  is  required  to  perform  a quality  review' 
and  implement  interventions  when  quality  concerns  are  iden- 
tified. The  following  is  an  overview  of  the  QIP; 

• Every  case  selected  for  retrospective  review  is  screened 
for  potential  quality  problems. 

• If  a potential  quality  problem  is  identified,  the  OIP  re- 
quires the  PRO  to  allow  30  days  for  the  physician  and/or 
provider  to  comment  on  the  proposed  quality  problem. 

• A PRO  physician  reviews  comments  submitted  within 
the  specified  timeframes  in  order  to  confirm  or  resolve  the 
potential  quality  problem. 

• When  the  PRO  determines  that  there  is  a confirmed 
quality  problem,  the  PRO  must  determine  the  source  of  the 
problem  and  notify  the  affected  party  of  the  final  determi- 
nation. The  notice  to  the  responsible  party  must  include  suf- 
ficient detail  so  that  he/she  will  clearly  understand  the  iden- 
tified problem,  what  the  appropriate  action  should  have  been 
in  the  case,  the  severity  of  the  problem,  and  the  action  to  be 
taken  to  resolve  the  quality  problem,  if  appropriate. 

• A PRO  physician  must  assign  a severity  level  to  each 
case  with  a confirmed  quality  problem.  The  three-level  sever- 
ity system  is  based  upon  the  degree  of  harm  or  potential  for 
harm  to  the  patient.  The  three-level  severity  system  was  de- 
veloped with  the  assistance  of  physicians  representing  the 
major  medieal  specialty  societies.  The  three  levels  are: 

-I-  Medical  mismanagement  with  significant  adverse  ef- 
feets  on  the  patient  (Level  III); 

-I-  Medical  mismanagement  with  the  potential  for  signifi- 
cant adverse  effects  on  the  patient  (Level  II);  and 

+ Medieal  mismanagement  without  the  potential  for  sig- 
nifieant  adverse  effects  on  the  patient  (Level  I). 


This  article,  written  by  AMA’s  Department  of  Health  Care  Re- 
view, was  previously  published  in  the  AMA  Hospital  Medical  Staff 
Section  Newsletter,  October  1989. 

tSteps  3-5  were  adopted  with  permission  from  the  California 
Medical  Association’s  brochure  “What  Physicians  Should  Know  about 
Working  with  CMRl  and  Other  Review  Organizations.” 


“Significant  adverse  effect”  is  defined  as  (1)  patient  man- 
agement which  results  in  anatomical  or  physiological  im- 
pairment, disability,  or  death,  or  (2)  unnecessarily  pro- 
longed treatment,  complications,  or  readmission. 

• Each  case  w'ith  a confirmed  quality  problem  is  assigned 
a weight  based  upon  the  severity  level  of  the  problem.  Each 
severity  level  has  an  assigned  weight,  from  a weight  of  25  for 
a level  III  problem,  to  a weight  of  5 for  a level  II  problem, 
to  a weight  of  a 1 for  a level  I problem. 

• Each  quarter  the  PRO  will  profile  the  total  weights  ac- 
cumulated for  reviews  completed  in  that  quarter  by  problem 
source  (e.g.,  physician  and  provider).  The  total  weight  will 
determine  the  corrective  action  to  be  implemented.  When  the 
quarterly  profile  shows  that  a particular  physician  has  a total 
weighted  score  of  three  points  or  more,  the  PRO  must  initi- 
ate corrective  action. 

The  Third  Scope  of  Work  states  that  w'hen  a severity  level 
II  or  III  potential  quality  problem  is  identified  or  a pattern 
of  severity  level  I potential  quality  problems  are  identified, 
the  responsible  party  (i.e.,  the  physician  and/or  provider  as 
appropriate)  will  be  notified  of  the  potential  quality  problem 
and  provided  with  an  opportunity  to  respond  and  discuss  the 
issue  with  a PRO  physician.  The  initial  notification  should 
include  sufficient  detail  so  that  the  responsible  party  will 
clearly  understand  the  identified  problem  and  the  severity  of 
the  problem. 

Following  is  a list  of  steps  to  take  if  you  receive  a letter 
of  inquiry  regarding  quality  concerns  from  your  PROt: 

*Step  1.  Keep  calm.  Do  not  send  angry  letters  back  to  the 
PRO;  discuss  the  quality  issue  with  a peer. 

*Step  2.  Review  the  medical  record  to  make  sure  the  PRO 
hasn’t  made  a factual  error  in  its  review  of  the  case.  The  PRO 
may  have  overlooked  a critical  entry  in  the  medical  record. 

*Step  3.  Physicians  receiving  letters  of  inquiry  from  their 
PRO  should  carefully  consider  whether  or  not  to  telephone 
their  PRO  about  the  case.  A preferred  course  of  action  is  to 
write  to  your  PRO,  with  a copy  to  the  chief  of  the  hospital 
medical  staff,  instructing  the  PRO  to  communicate  its  con- 
cern to  the  chief  of  staff  and  departmental  chairman. 

In  your  communication  with  your  PRO,  you  should  pre- 
sent factual  information  without  self-serving  statements,  ar- 
gumentative remarks,  explicit  or  implicit  admissions  of  error 
in  judgment,  or  criticism  of  care  provided  by  others. 

*Step  4.  You  may  opt  to  request  a personal  interview'  w'ith 
the  district  medical  director  and  specialist  consultant  prior  to 
writing  a response;  a personal  interview  may  be  more  appro- 
priate than  writing,  particularly  in  a complicated  case. 

*Step  5.  Keep  your  response  in  a separate  file  other  than 
the  patient’s  medical  record.  Keep  all  communications  sepa- 
rate so  that  they  are  not  inadvertently  disclosed  if  the  medical 
record  is  produced  in  response  to  a subpoena. 

As  always,  detailed  histories  and  patient  records  are  im- 
portant to  keep;  such  detailed  records  help  you  to  remember 
clearly  relevant  facts  involved  in  the  treatment.  They  may 
also  explain  to  the  PRO  reviewer  why  you  chose  a particular 
course  of  treatment.  r ^ 
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Highlights  of  the  TMA  Board  of  Trustees  Meetings 


April  4 and  April  7, 1990 

The  following  is  a summary  of  the  major  actions  taken  by  the  Board  of  Trustees  of  the  Tennessee  Medical 
Association  at  its  regular  second  quarter  meetings  in  Knoxville,  April  4 and  April  7,  1990. 


THE  BOARD: 

Committee  Appointments 

(A  complete  listing  of  committee  appointments  will  be  published  in  the  July 
issue  of  the  Journal. ) 

Board  Positions  on  Resolutions 

Adopted  positions  on  resolutions  submitted  to  the  TMA  House  of  Delegates. 

State  Appointments 

Nominated  the  following  for  consideration  of  appointment  to  the  Crippled 
Children’s  Advisory  Committee:  Drs.  Robert  M.  Boehm,  Memphis;  Gary  L. 
Killett,  Memphis;  and  Allen  R.  Wyler,  Memphis. 

Nominated  the  following  for  consideration  of  appointment  to  the  Epilepsy  Ad- 
visory Committee:  Drs.  Evelyn  B.  Ogle,  Memphis;  Robert  T.  Cochran,  Nash- 
ville; and  Andrew  W.  Zimmerman,  Knoxville. 

TMA  Auxiliary  Request 

Approved  a TMA  Auxiliary  request  for  $8,000  for  the  Teen  Health  Work- 
shops and  $2,000  for  the  AMA-ERF  Sharing  Card  program. 

AMA  Nominations 

Nominated  Dr.  Ann  H.  Price,  Nashville,  for  the  AMA  Women  in  Medicine 
Advisory  Panel. 

Emergency  Medical 
Services  Committee 

Approved  a request  from  the  Emergency  Medical  Services  Committee  to  ap- 
point the  current  medical  director  of  the  Tennessee  Department  of  Emergency 
Medical  Services,  Dr.  H.  Lynn  Massingale,  Knoxville,  to  serve  on  the  TMA- 
EMS  Committee. 

1989  Audit 

Approved  the  1989  Audit  Report 

Recognition  of  Retiring 
Board  Members 

Recognized  Drs.  Cole,  Ogle,  Stubbs,  Thomison,  Young,  and  Craig  for  their 
service  to  TMA  as  members  of  the  Board  of  Trustees. 

Impaired  Physician  Committee 

Approved  a continuation  of  a $500  contribution  for  the  Southeast  Conference 
on  Prescription  Drug  Abuse. 

Agreed  to  encourage  the  AMA  to  conduct  an  annual  national  conference  on 
prescription  drug  abuse  and  to  select  Nashville  as  a site  for  a future  confer- 
ence. 

Meeting  with  Governor  on 
Board  of  Medical  Examiners 

Received  a report  from  Dr.  James  Craig,  Jr.,  Board  chairman,  on  a March  14, 
1990  meeting  between  TMA  physician  representatives  and  Gov.  Ned  Mc- 
Wherter.  The  meeting  was  called  to  discuss  the  many  problems  concerning  the 
Board  of  Medical  Examiners. 

Election  Results 

Elected  Dr.  Rex  A.  Amonette,  Memphis,  as  chairman  of  the  Board  of  Trust- 
ees and  reelected  Dr.  John  R.  Nelson,  Jr.,  Knoxville,  as  vice-chairman  of  the 
Board.  Dr.  R.  Benton  Adkins,  Jr.,  Nashville,  was  elected  secretary-treasurer, 
and  Mr.  L.  Hadley  Williams  was  reelected  assistant  secretary-treasurer. 

Elected  as  the  Board’s  Executive  Committee  were  Drs.  Hamel  B.  Eason, 
Memphis,  chairman;  Rex  A.  Amonette,  Memphis;  Howard  L.  Salyer,  Nash- 
ville; William  O.  Miller,  Knoxville;  and  R.  Benton  Adkins,  Nashville. 

Elected  as  the  Finance  Committee  of  the  Board  were  Drs.  R.  Benton  Adkins, 
Nashville,  chairman;  Duane  C.  Budd,  Johnson  City;  and  Dennis  A.  Higdon, 
Memphis.  ^ 
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The  Pattern  of  HIV  Infection 
In  a Southern  State  and  City: 

A Model  for  the  Outpatient  Clinic 


STEPHEN  B.  PALTE,  M.B.Ch.B.;  DANNY  J.  LANCASTER,  M.D.;  STEPHEN  T.  MILLER,  M.D.; 

ROBERT  E.  MORRISON,  M.D.;  and  LORETTA  BOBO,  M.D. 


Introduction 

By  the  end  of  the  first  quarter  of  1989,  approx- 
imately 91,000  cases  of  acquired  immunodeficiency 
syndrome  (AIDS)  had  been  reported  in  the  United 
States.^  Initially  considered  a major  economic  and 
health  problem  in  large  coastal  cities,  AIDS  has 
now  become  a growing  problem  in  the  smaller  and 
midsize  American  communities. 

The  state  of  Tennessee  illustrates  the  problem 
in  the  South.  Approximately  50%  of  its  popula- 
tion, which  is  approaching  5 million,  lives  in  ma- 
jor metropolitan  areas. ^ Despite  its  population 
and  cities,  Tennessee  initially  remained  relatively 
unscathed  by  the  AIDS  epidemic.  Since  June 
1987,  the  state  identified  the  rate  of  growth  of 
the  epidemic  within  its  borders^;  the  number  of 
cases  reached  774  by  the  end  of  March  1989. 
Shelby  County,  Tennessee,  with  a population  of 
814,000,  incorporates  the  entire  metropolitan  area 
of  Memphis,  and  has  reported  206  of  the  state’s 
cases  to  date.^ 
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The  initial  perception  that  the  prevalence  of 
AIDS  cases  and  HIV-positive  individuals  was  in- 
creasing in  the  Memphis  population  prompted  the 
Regional  Medical  Center  at  Memphis  and  inter- 
ested physicians  in  the  Division  of  General  Inter- 
nal Medicine  at  the  University  of  Tennessee  to 
establish  a special  clinic  in  1986  to  attend  to  all 
these  patients'  health  care  needs  whether  they  be 
HIV  related  or  not.  At  the  time  of  its  inception, 
the  clinic  did  not  see  research  as  its  primary  goal, 
and  in  fact  did  not  have  either  the  patient  popu- 
lation or  the  resources  to  embark  on  this  course. 
It  was  envisioned  that  the  clinic  might  be  used  to 
teach  housestaff  and  students  to  provide  special 
care  for  this  population  in  an  ambulatory  setting. 
We  report  the  activities  of  this  clinic  because  it 
is  predictable  that  other  cities  and  outpatient  fa- 
cilities will  face  similar  problems. 

Patients  and  Clinic 

The  AIDS  clinic  is  an  integral  part  of  the  out- 
patient medicine  clinic  at  the  Regional  Medical 
Center  at  Memphis.  The  medical  center  serves 
all  patients  from  Memphis  and  Shelby  County, 
as  well  as  those  referred  from  neighboring  areas 
in  Tennessee,  Arkansas,  and  Mississippi.  The 
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majority  of  patients  seen  in  the  clinic  system  are 
medically  indigent,  but  the  AIDS  clinic  receives 
referrals  from  private  physicians  in  urban  and  ru- 
ral areas  and  consequently  has  a small  propor- 
tion of  medically  insured  patients.  The  AIDS 
clinic  is  staffed  by  four  primary  physicians  from 
the  University  of  Tennessee,  three  of  whom  are 
board  certified  in  infectious  diseases  and  the 
fourth  in  internal  medicine.  Three  of  the  physi- 
cians are  members  of  the  Division  of  General  In- 
ternal Medicine  and  one,  the  Division  of  Infec- 
tious Diseases.  In  addition,  there  are  two  full- 
time nurses,  one  dedicated  social  worker,  a die- 
tician, and  other  personnel  from  the  outpatient 
clinic  system  whose  services  are  rendered  as 
needed.  The  patients  are  referred  from  our  local 
health  department,  from  other  physicians  in  the 
community,  and  from  the  inpatient  services,  who 
refer  all  HIV-positive  individuals  to  us  for  fol- 
low-up care. 

Methods 

Epidemiologic  and  demographic  data  of  AIDS 
in  the  United  States,  Tennessee,  and  Shelby 
County  were  obtained  from  official  CDC  publi- 
cations.-^ These  reports  included  only  those  pa- 
tients meeting  the  CDC  definition  of  AIDS^  and 
not  the  much  larger  pool  of  HIV-positive,  non- 
AIDS  patients. 

Census  data  were  collected  from  the  AIDS 
clinic,  which  recorded  monthly  the  case  load, 
number  of  patients  seen,  and  risk  factors.  Census 
data  were  also  collected  for  general  medicine  and 
medicine  subspecialty  clinics  over  the  same  peri- 


od to  compare  the  growth  of  the  clinic  to  already 
established  outpatient  clinics  in  the  system. 

Statistical  analyses  were  performed  on  SAS.^ 
Chi-square  tests  with  Fisher’s  exact  test,  where 
appropriate,  were  used  to  compare  risk  factors 
for  the  various  populations.  Number  of  cases  were 
transformed  to  a logarithmic  scale  because  the 
growth  of  AIDS  has  been  shown  to  follow  an  ex- 
ponential pattern^;  an  arithmetic  scale  is  used  in 
all  tables  and  the  discussion.  Analysis  of  covari- 
ance was  used  to  compare  the  rate  of  growth  of 
the  AIDS  populations.^ 

Results 

Local  Experience:  Fig.  1 illustrates  the  growth 
of  reported  AIDS  cases  in  the  United  States, 
Tennessee,  and  Shelby  County.  Overall,  when 
comparing  the  three  slopes,  there  is  no  differ- 
ence in  the  rate  of  growth,  but  analyzing  the 
comparisons  separately  reveals  different  results. 
Although  there  was  initially  a lag  in  the  number 
of  cases  reported  in  Memphis,  there  is  now  a sur- 
prisingly rapid  rate  of  increase,  which  surpasses 
that  of  the  nation.  (P  = 0.03  comparing  rate  of 
the  nation  to  Memphis.)  Tennessee  has  a higher 
rate  of  growth  than  the  nation  which  approaches 
significance  (E  = 0.07). 

A comparison  of  risk  factors  of  AIDS  cases  is 
shown  in  Fig.  2.  Tennessee  and  Shelby  County 
have  a slightly  higher  proportion  of  homosex- 
uals/bisexuals than  the  nation  as  a whole  (F  = 0.3), 
fewer  IV  drug  users  (P  = 0.08)  with  approximate- 
ly the  same  number  of  patients  fitting  the  two 
risk  categories  (F==0.8),  and  similar  proportion 
of  heterosexual  transmission  (F  = 0.5). 

Clinic  Experience:  The  AIDS  clinic  is  nested 
within  the  general  internal  medicine  clinic  sys- 


Figure  1.  Cases  of  AIDS  reported  for  USA,  Tennessee,  and  Shelby  County  up  to  April  1989. 
(Log  Total  = Intercept + Slope*Year.  Slopes  not  different,  P=NS.) 
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Figure  2.  Proportion  of  risk  factors  of  AIDS  in  USA,  Tennessee,  and 
Shelby  County. 

tern,  which  has  various  subspecialty  clinics,  which 
the  AIDS  clinic  is  considered  to  be.  Otherwise 
the  patients  would  have  received  primary  care 
from  the  general  medicine  clinic,  staffed  by  resi- 
dents and  supervised  by  faculty;  its  current  cen- 
sus is  1,200  patient  visits  per  month.  The  active 
AIDS  clinic  population,  which  excludes  patients 
who  have  died  or  moved  to  other  centers,  is  de- 
picted in  Fig.  3,  and  totals  168,  comprising  35 
AIDS  patients  and  133  HIV-positive,  non-AIDS 
patients.  The  proportion  of  risk  factors,  as  de- 
picted in  Table  1,  is  essentially  the  same  (all 
P>0.05)  except  for  heterosexual  transmission. 
Our  clinic  AIDS  population  has  more  heterosex- 
uals than  reported  proportions  in  the  nation, 
state,  and  county  (F*  = 0.03). 

At  its  inception,  the  AIDS  clinic  saw  few  pa- 
tients, but  as  time  progressed  the  census  became 
more  impressive.  Fig.  4 illustrates  that  the  total 
caseload  in  mid- 1987  was  60  patients  and  that  this 
number  has  steadily  grown  to  175  at  present.  This 
increase  is  attributed  to  new  patients  seen  each 
month,  the  number  normally  ranging  between  five 
and  ten.  There  has  been  a similar  increase  in  the 
number  of  patient  visits  over  the  same  period.  In 
mid-1987,  approximately  20  patients  were  seen 
per  month;  this  is  now  approaching  150,  and  the 
clinic  now  meets  twice  weekly  to  accommodate 
patient  needs.  The  current  no-show  rate  for  ap- 
pointments is  21%,  the  lowest  of  all  clinics  in  the 
system.  To  date,  there  have  been  39  deaths  in 
the  clinic  population,  and  the  number  of  patients 
considered  to  have  moved  out  of  the  area  is  47. 
The  clerical  staff  of  the  clinic  attempt  to  contact 


all  patients  who  do  not  keep  follow-up  appoint- 
ments, and  reasons  for  this  are  recorded.  Inabil- 
ity to  track  patients  down  is  recorded  and  pre- 
sumed to  be  due  to  the  patient  having  migrated 
from  the  area. 

The  clinic  is  open  8 am  to  4 pm  on  weekdays, 
and  patients  are  told  that  a physician  is  available 
after  hours  by  calling  an  emergency  number. 
Physicians  in  the  Division  of  General  Internal 
Medicine  take  calls  for  this  and  other  clinics,  and 
advise  treatment  over  the  phone  or  arrange  con- 
sultation in  the  hospital  emergency  room,  if  nec- 
essary. 

New  patients  are  seen  initially  by  one  of  the 
nurses  in  the  clinic,  where  they  are  interviewed 
about  risk  factors  and  counseled  about  the  risks 
and  ramifications  of  AIDS.  At  the  initial  visit, 
patients  receive  a baseline  panel  of  laboratory 
tests,  including  a complete  blood  count,  chemis- 
try profile,  RPR,  hepatitis  profile,  urinalysis,  and 
chest  x-ray.  If  there  is  no  previous  history  of  tu- 
berculosis or  a positive  skin  test,  a tuberculin  skin 
test  with  mumps  and  Candida  controls  is  done;  it 
is  read  at  48  to  72  hours,  which  coincides  with 
the  patient’s  first  encounter  with  the  physician. 
Patients  are  informed  of  available  ancillary  ser- 
vices and  referred  immediately  as  indicated. 

At  a weekly  support  group  meeting  patients 
are  encouraged  to  voice  their  problems  in  deal- 
ing with  their  disease,  and  so  offer  support  to 
others.  Referral  to  hospital-  or  community-based 
psychiatrists  and  psychologists  is  available  to  those 
who  need  individual  counseling. 
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Figure  3.  Proportion  of  risk  factors  in  AIDS  clinic  at  the  University  of 
Tennessee. 
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Expansion  of  clinic  facilities  and  staff  has  en- 
abled the  institution  of  outpatient  transfusion  and 
intravenous  medication  administration.  Intrave- 
nous amphotericin  B and  pentamidine  are  given 
to  patients  discharged  from  the  hospital  who  are 
able  to  attend  the  clinic.  For  those  who  are  too 
weak  to  do  so,  home  health  liaison  arranges  for 
this  to  be  done  in  the  home.  This  has  proven 
particularly  useful  in  patients  who  live  a signifi- 
cant distance  from  Memphis.  Approximately  40 
such  infusions  are  currently  being  given  each 
month.  Since  approval  by  the  Food  and  Drug 
Administration  of  aerosolized  pentamidine  for 
prophylaxis  of  Pneumocystis  carinii  pneumonia, 
we  have  offered  this  facility  to  those  in  whom  it 
is  indicated.  Close  cooperation  with  respiratory 
therapy  has  enabled  us  to  do  this  on  the  day  of 
clinics  after  all  other  patients  have  been  seen.  The 
clinic  is  now  the  busiest  subspeeialty  clinie  in  our 
outpatient  system. 

The  elinie  is  an  important  part  of  housestaff 
training.  Presently,  infeetious  diseases  fellows  and 
residents  rotating  on  the  infectious  disease  serv- 
iee  rotate  through  the  clinie  on  a weekly  basis. 
Instruction  is  case  oriented,  with  pertinent  liter- 
ature being  available  for  reference.  Patients  are 
followed  by  their  primary  physieian  on  admission 
to  the  hospital,  and  this  provides  further  house- 
staff  contact  and  teaching. 

Discussion 

The  increase  of  AIDS  in  our  eommunity  is 
considered  representative  of  similar  size  urban  as 
well  as  rural  communities  throughout  the  nation. 
There  was  a definite  lag  at  the  start  of  the  epi- 
demic in  cases  reported  in  Memphis,  but  the 
higher  growth  rate  in  the  area  may  well  reflect 
the  delay  of  the  epidemic  in  affecting  smaller 
communities.  We  believe  that  any  national  de- 
crease in  the  rate  of  cases  reported  will  similarly 
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Figure  4.  Census  of  AIDS  clinic  at  the  University  of  Tennessee. 


affeet  the  smaller  eommunities  later.  We  speeu- 
late  that  the  reason  for  this  lag  is  that  many  pa- 
tients beeome  HIV  positive  in  larger  eenters  and 
then  move  to  areas  where  family  support  is  more 
readily  available,  and  in  addition  the  inerease  in 
intravenous  drug  users  in  urban  areas  may  be  a 
contributing  factor.  There  may  also  be  some  de- 
gree of  surveillance  bias  in  the  reporting  of  AIDS 
cases,  in  that  physieians  and  institutions  may  have 
beeome  more  metieulous  about  reporting  AIDS 
eases  with  inereased  awareness  of  the  problem  as 
portrayed  in  both  medieal  and  lay  literature.  Fig- 
ures for  the  first  four  months  of  1989  show  that 
there  may  be  a plateau  effeet  for  the  reporting 
of  AIDS  eases  in  the  state,  but  we  believe  that 
presumption  is  premature.'* 

The  population  demographics  of  AIDS  pa- 
tients in  smaller  communities  is  similar  to  those 


TABLE  1 

PERCENTAGE  OF  RISK  FACTORS  WITHIN  POPULATIONS 


USA 

Tennessee 

Memphis 

AIDS  in  Clinic 

HIV-Positive  in  Clinic 

(n  = 91,000) 

(n  = 774) 

(n  = 206) 

(n  = 35) 

(n  = 133) 

Homosexual/Bisexual 

61 

71 

68 

69 

67 

IV  drug  use 

20 

9 

13 

11 

12 

Both 

7 

7 

5 

6 

12 

Heterosexual 

4 

2 

5 

11* 

8 

'Higher  proportion  of  heterosexuals  in  AIDS  clinic  (P=0.03). 
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in  larger  communities  and  the  nation  as  a whole. 
The  finding  of  a significantly  higher  proportion 
of  heterosexuals  in  our  clinic  AIDS  population  is 
interesting.  It  has  been  our  observation,  like  that 
of  Glaser  et  al,^*^  that  many  patients  who  contract 
the  disease  are  unaware  that  their  heterosexual 
partners  are  drug  users.  This  pattern  is  not  con- 
sidered to  be  like  that  of  Africa,  where  prosti- 
tutes are  a major  source  of  infection.  As  the  pro- 
portion of  new  cases  decreases  among 
homosexuals,  who  are  practicing  “safe  sex,”  there 
may  be  a marked  increase  among  drug  users  and 
their  partners. 

It  is  projected  that  the  cost  of  care  of  HIV- 
positive patients  will  reach  $2  billion  to  $4  billion 
annually  by  1991.^^  With  the  majority  of  the  cost 
being  related  to  inpatient  care,^^  it  is  important 
to  establish  good  outpatient  treatment  units  to 
reduce  the  burden  on  already  destitute  public 
health  systems.  Furthermore,  it  is  believed  that 
public  hospitals  will  in  the  future  feel  the  burden 
more  than  private  hospitals.'^  In  this  regard,  it  is 
our  opinion  that  the  discipline  of  general  internal 
medicine  has  an  important  role  to  play  in  the 
treatment  of  these  patients,  as  the  internist  will 
be  the  primary  caregiver  in  smaller,  and  perhaps 
even  in  larger,  communities.  Residency  pro- 
grams are  now  equipped  to  train  their  medicine 
residents  to  manage  the  everyday  disorders  and 
common  infectious  complications  of  AIDS  pa- 
tients. 

The  development  of  an  ideal  outpatient  AIDS 
clinic  is  the  aspiration  of  many  caregivers  in  the 
field.  Adequate  medical,  nursing,  and  ancillary 
staff  is  imperative  to  provide  comprehensive  care 


to  patients.  The  outpatient  administration  of 
transfusions  and  intravenous  medications  can 
avoid  unnecessarily  lengthy  inpatient  stays,  and 
maintain  the  patient  in  his  home  for  as  long  as 
possible.  Our  limited  availability  for  this  facility 
has  proven  to  be  most  useful  in  this  regard.  Close 
cooperation  with  home  health  services  is  a useful 
adjunct  in  achieving  this  goal. 

As  a natural  consequence  of  the  establishment 
of  the  clinic,  we  have  established  a foundation 
for  housestaff  and  student  training.  Once  opti- 
mum patient  care  is  obtained,  the  clinic  can  pro- 
vide a resource  for  the  clinical  studies  that  are 
necessary  in  the  field  without  jeopardizing  pa- 
tient care.  r ^ 
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Though  great  emphasis  has  been  placed  on 
education  as  a tool  to  fight  the  acquired  immu- 
nodeficiency syndrome  (AIDS)  epidemic,’-^  ob- 
stacles to  effective  AIDS  education  have  been 
defined/  In  Northeast  Tennessee  the  conflict  be- 
tween a moralist  and  a rationalist  view  is  intense. 
In  addition,  the  impact  of  the  epidemic  might  be 
less  keenly  felt  in  this  rural  environment  than  in 
a large  metropolitan  area,  and  thus  the  concern 
be  less  intense.  Thus  our  teenagers  might  be  less 
knowledgeable  and  less  motivated  to  learn  and 
to  change  their  behavior. 

Given  the  importance  of  education,  and  at  the 
same  time  the  strong  expectation  that  the  family 
should  be  the  bastion  of  sex  education  and  moral 
training,  professionals  at  the  James  H.  Quillen 
College  of  Medicine  were  interested  in  determin- 
ing adolescents’  knowledge  base,  where  they  ac- 
quired their  information,  and  how  interested  they 
were  in  society’s  staggering  problem.  A pilot 
study  was  consequently  conducted  to  address 
these  issues  by  using  a survey. 

Specific  questions  addressed  in  the  study  were: 
(1)  Was  the  knowledge  base  of  our  adolescents 
comparable  to  that  found  in  the  San  Francisco 
survey  of  1985-“^?  (2)  With  federal  publications 
emanating  from  the  Surgeon  General  and  from 
the  Centers  for  Disease  Control  as  the  gold 
standard,  did  the  survey  questionnaire  assess 
knowledge  in  pertinent  areas,  and  were  youth 
knowledgeable  in  these  areas?  (3)  Were  the 
school-based  educational  programs  focusing  on 
the  critical  areas  dictated  by  #2?  (4)  Were  the 
teenagers  giving  credit  to  the  school  programs  for 
areas  covered?  (5)  What  sources  of  information 
did  the  teenager  consider  to  have  been  his  great- 
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est  source  of  knowledge?  (6)  What  impact  did 
the  HHS  pamphlet  “Understanding  AIDS”  have, 
since  it  was  mailed  to  each  household  just  before 
initiation  of  the  study? 

Methods 

Three  family  medicine  centers  connected  with 
the  James  H.  Quillen  College  of  Medicine  were 
the  source  of  adolescents  between  the  ages  of  13 
and  18.  Seventy-three  respondents  were  sur- 
veyed between  March  and  July  1989  (Bristol  30, 
Kingsport  30,  and  Johnson  City  13).  After  indi- 
cating a willingness  to  complete  the  question- 
naire, a consent  form  was  completed,  and  the 
questionnaire  was  completed  under  the  supervi- 
sion of  the  office  staff. 

The  questionnaire  was  derived  from  the  in- 
strument used  by  DiClemente  in  the  1985  San 
Francisco  study.  Additional  questions  were  added 
to  solicit  demographic  data,  attitudes,  and  sources 
of  information.  The  questionnaire  was  separated 
from  the  consent  form  and  was  sealed  by  the  pa- 
tient in  an  envelope  addressed  to  the  primary  in- 
vestigator. The  questionnaire  asked  47  questions 
in  a True,  False,  Don’t  Know  format.  In  addi- 
tion, the  patient,  who  had  come  to  the  clinic  for 
an  unrelated  medical  problem,  was  asked  to  cir- 
cle those  questions  the  content  of  which  had  been 
covered  in  their  health  or  current  issues  classes. 
Respondents  were  also  requested  to  indicate  their 
age,  county,  sex,  whether  they  had  taken  such 
classes,  where  they  received  most  of  their  infor- 
mation on  AIDS,  and  whether  they  had  read  the 
recent  HHS  publication,  “Understanding  AIDS.” 

Results 

Of  the  73  responding  adolescents,  93%  were 
between  the  ages  of  15  and  18,  85%  were  in 
grades  9 to  12,  65%  were  female,  and  59%  had 
taken  a health  or  current  issues  class. 

Table  1 compares  the  San  Francisco  study  and 
ours,  and  indicates  which  questions  (24/34)  could 
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TABLE  I 


COMPARISON  OF  RESULTS  OF  SAN  FRANCISCO  AND  NORTHEAST  TENNESSEE  STUDIES 


Percent  Who  Responded  True  False  Don’t  Know 


Number/Letter 

T/F 

DiClemente  Study 

Granger  Study 

%t 

■01 

Can't  fight  diseases 

T 

74  12  14 

90  04  06 

26 

■02 

Caused  by  virus 

T 

60/17/23 

74/16  10 

15 

03 

Born  with 

F 

07/84/09 

08  83  07 

11 

04 

Stress  causes 

F 

07/76  17 

01  94  05 

04 

■05 

Can  get  from  kissing 

F 

42  41/17 

07  86  07 

25 

■06 

Can  get  from  touching 

F 

17/68  15 

04  92  04 

26 

07 

All  gay  men  have 

F 

12  80  08 

03  82  15 

11 

08 

Can  catch  from  food 

F 

10  75  15 

01  99  00 

07 

■09 

Anyone  can  get  AIDS 

T 

85  10  05 

93  06  01 

25 

■10 

AIDS  can  be  cured 

F 

13  61  26 

02  83  1 5 

15 

11 

More  likely  with  period 

F 

08  57/35 

03  62  35 

04 

■12 

Spread  through  a comb 

F 

06  66  18 

01  96/03 

16 

13 

Like  having  a cold 

F 

03  90/07 

03  97/00 

12 

14 

Caused  by  VD  virus 

F 

20/41  39 

1 5 40/45 

06 

'15 

Cause  is  unknown 

F 

46  34  20 

21  54  25 

08 

'16 

Casual  contact  can  cause 

F 

1571  14 

02  97  01 

16 

'17 

Get  from  sex  with  partner 

T 

92  04/04 

93  03  04 

30 

'18 

Sex  with  AIDS  partner 

T 

92  05  03 

31 

'19 

Can  harm  unborn  baby 

T 

86  03/14 

94  02  04 

27 

20 

Most  die  from  AIDS 

T 

79  10  11 

93/03  04 

26 

'21 

Condom  reduces  risk 

T 

60  14  26 

90  03  07 

29 

'22 

Shaking  hands  causes 

F 

1075  15 

01  96  03 

15 

'23 

Infected  blood  gives 

T 

84  06  10 

93  02  05 

27 

'24 

Sharing  needles  gives 

T 

81  06  13 

97  03  00 

30 

'25 

AIDS  threatens  life 

T 

83  06  1 1 

95  05  00 

25 

'26 

Other  diseases  with  AIDS 

T 

37/27/36 

47/14  39 

07 

27 

All  gay  women  have 

F 

08  74  18 

04  76/20 

07 

28 

Exercising  prevents 

F 

07  77/16 

04  85/1 1 

01 

'29 

Early  treatment  cures 

F 

30/37  33 

04  71/25 

06 

■30 

Vaccine  available 

F 

32  25/43 

22  34  44 

06 

'31 

One  sex  contact  can  give 

T 

81  07/12 

23 

■32 

Most  feel/look  fine 

T 

44  24/32 

07 

'33 

Infected  for  life 

T 

85/05/10 

16 

'34 

10  years  to  develop 

T 

62  14  24 

19 

A 

Not  a big  problem 

- 

08  77/15 

07  77  16 

07 

B 

Afraid  of  getting 

- 

79  16  05 

59/32  09 

04 

C 

Nuclear  attack  vs  AIDS  fear 

- 

20  54/26 

03 

D 

Fear  getting  AIDS 

- 

26  66  08 

16  77/07 

04 

E 

Partner  vs  condom  concern 

- 

74/16/10 

07 

F 

Unlikely  to  get  AIDS 

- 

61  20  19 

49  36/1 5 

06 

G 

Info:  parents  vs  peers 

- 

68  21  11 

08 

H 

Less  apt  to  get  AIDS 

- 

52  21/27 

44/44/1 2 

06 

1 

Other  diseases  vs  it 

- 

51  18  31 

73/07/20 

00 

J 

Worry:  peers  vs  self 

- 

60  24/1 6 

04 

K 

Have  heard  enough 

- 

29  59  12 

07/87/06 

03 

L 

Consider  suicide 

- 

31  51  18 

04 

M 

Info:  importance  of  school 

- 

88  06  06 

93  06  01 

15 

'Material  emphasized  in  federal  publications. 

tPercent  of  73  respondents  in  Granger  study  indicating  that  question  had  been  covered  in  health  current  issues  classes. 


be  related  to  the  federal  pamphlets.  Additionally, 
the  table  reflects  the  percentage  of  the  73  respon- 
dents who  indicated  that  the  content  of  the  ques- 
tions had  been  covered  in  class.  It  can  be  seen  that 
the  adolescents  in  the  study  were  as  knowledge- 
able and  sometimes  considerably  more  knowledge- 
able than  the  teens  from  San  Francisco,  all  of  whom 
had  been  enrolled  in  health  classes  that  addressed 


the  issues  of  AIDS.  It  is  also  clear  that  value  issues 
are  less  w-ell  covered  in  class.  Provocative  is  the 
percentage  who  in  the  current  study  thought  that 
they  were  not  less  likely  to  get  AIDS  than  most 
(H).  Answers  to  D and  F seem  to  validate  this 
provocative  percentage. 

Table  2 shows  the  various  sources  of  informa- 
tion about  AIDS  reported  by  the  adolescents  in 
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TABLE  2 

AIDS  INFORMATION  SOURCE  AND  PERCENTAGE  OF 
RESPONDENTS  ANSWERING  YES  OR  INDICATING  SOURCE 
WAS  PRIMARY 


Source 

% Yes 

%No 

HHS  publication 

14.3 

85.7 

Family 

11.4 

88.6 

TV/radio 

42.9 

57.1 

Friends 

01.4 

98.6 

Teachers 

31.4 

68.6 

Paper/ magazine 

18.6 

81.4 

the  current  study.  Despite  the  concerted  effort 
expended  by  mailing  to  each  household  in  the 
United  States,  only  a small  percentage  recog- 
nized and/or  acknowledged  reading  the  Surgeon 
General’s  informative  pamphlet.  Equally  surpris- 
ing was  the  low  percentage  of  teens  who  tapped 
friends  (1%)  or  family  (11%)  as  primary  sources 
of  information.  The  survey  underscored  the  im- 
portance of  the  media  and  school  in  providing 
information. 

Discussion 

It  is  heartening  that  adolescents  in  Northeast 
Tennessee  seem  to  have  substantial  knowledge 
in  the  areas  that  federal  health  agencies  have 
deemed  important,  but  at  the  same  time  it  should 
be  of  concern  that  such  a small  percentage  re- 
membered receiving  information  in  their  health 
or  current  issues  classes.  It  is  uncertain  why  so 
few  adolescents  would  look  to  their  peer  group 
for  information,  why  so  few  read  the  Surgeon 
General’s  report,  and  why  parents  would  be  seen 
as  a much  less  important  source  of  information 
than  school  and  media.  Yet  to  be  determined  is 
the  quality  of  information  received  from  the  me- 
dia, but  it  seems  important  to  realize  that  a given 
adolescent,  like  an  adult,  may  learn  best  from  a 
specific  modality. 

Although  the  questionnaire  did  not  contain 
questions  on  sexual  practices,  the  answers  to 
questions  such  as  “I  am  not  worried  about  get- 
ting AIDS,”  “I  am  not  the  kind  of  person  who 
is  likely  to  get  AIDS,”  and  “I  am  less  likely  than 
most  people  to  get  AIDS”  might  suggest  that 
many  adolescents  continue  to  put  themselves  at 
risk  through  unsafe  sexual  practices. 

As  Fineberg'^  pointed  out,  knowledge  is  no 
guarantee  that  one  will  have  either  the  motiva- 
tion or  the  capability  of  changing  one’s  practices, 
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particularly  if  not  perceiving  oneself  as  belonging 
to  a high-risk  group  and  if  wearing  the  mantle  of 
adolescent  invulnerability. 

Probably  fueled  by  the  enactment  of  Public 
Chapter  215  in  July  1989,^  the  current  core  cur- 
riculum on  AIDS  education  in  Tennessee  sug- 
gests emphasis  on  measures  to  promote  health 
while  avoiding  lifestyles  that  contribute  to  illness; 
the  difference  between  communicable  and  non- 
communicable  diseases;  the  decision-making 
process,  underscoring  health  enhancement  and 
maintenance;  the  methods  and  myths  of  AIDS 
transmission;  strategies  for  saying  no  to  sexual 
activity  and  drug  use;  and  universal  precautions. 
In  the  higher  grades,  the  nature  of  the  virus,  its 
compromise  of  the  immune  system,  and  the  im- 
pact of  opportunistic  infections  are  presented. 
Also  added  are  the  long-range  implications  of 
one’s  personal  decisions  for  self,  partner,  and  so- 
ciety, and  societal  attitudes  towards  the  infected 
person. 

We  recognize  that  our  unrandom  sample  is 
small,  that  girls  and  older  adolescents  were  ov- 
errepresented, and  that  one  county  out  of  the 
eight  surveyed  contributed  the  majority  of  the 
respondents.  The  limitations  of  a questionnaire 
format  were  also  not  ignored. 

Given  the  results  of  this  pilot  study,  the  impli- 
cations for  Northeast  Tennessee’s  educational 
system,  and  the  yet  unanswered  questions,  the 
next  phase  will  focus  on  use  of  semistructured 
interviewing  to  discern  how  these  adolescents 
think  about  AIDS,  make  decisions,  engage  in 
sexual  practices,  and  solve  problems  related  to 
these  issues. 

Conclusions 

This  pilot  study  showed  adolescents  in  North- 
east Tennessee  to  be  knowledgeable  about  the 
scientific  and  factual  aspects  of  AIDS.  The 
prominent  role  of  the  school  and  the  media  as 
primary  sources  of  information  was  surprising. 
The  many  questions  raised  about  the  application 
of  knowledge  to  sexual  practices  might  be  better 
answered  in  the  next  phase  of  the  study,  which 
will  be  based  on  semi-structured  interviewing. 
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Central  Retinal  Vein  Occlusion 
In  a Heart  Transplant  Patient: 

A Case  Report 


JOSEPH  C.  KELLER,  M.D.  and  JOHN  E.  LINN,  M.D. 


Introduction 

Cardiovascular  disease  predisposes  to  central 
retinal  vein  occlusion.  Though  our  patient  had 
had  multiple  coronary  artery  bypass  grafts,  we 
believe  this  is  the  first  report  of  central  retinal 
vein  occlusion  in  a heart  transplant  patient. 

Case  Report 

A 44-year-old  white  man  had  a nine-year  history  of 
heart  disease,  resulting  in  a multiple  coronary  artery 
bypass  three  years  earlier,  and  a heart  transplantation 
17  months  before  evaluation  by  one  of  us  (JL).  Medi- 
cations included  azathioprine  50  mg  twice  a day,  cy- 
closporine 170  mg  twice  a day,  aspirin  81  mg/day,  en- 
alapril  5 mg  twice  a day,  digoxin  0.25  mg  day. 
furosemide  80  mg/day,  ranitidine  150  mg  at  bedtime, 
fluoxetine  20  mg/day,  prednisone  20  mg/day,  and  vi- 
tamin, potassium,  and  calcium  supplements. 

The  patient  had  noted  decreased  vision  in  his  right 


From  the  Vitreoretinal  Foundation.  Memphis. 
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eye,  with  distortion  and  photopsia,  for  three  months 
before  we  saw  him.  Examination  revealed  a best-cor- 
rected visual  acuity  of  2/200  in  the  right  eye  and  20/50 
in  the  left  eye.  Intraocular  pressures  were  17  torr  bi- 
laterally. The  right  central  retinal  vein  was  occluded 
and  there  were  bilateral  posterior  subcapsular  cata- 
racts. The  refraction  was  - 4.00 -F 2.50x84  OD  and 
-3.00  + 1.75x81  OS. 

Ophthalmoscopy  showed  a very  hemorrhagic  right 
fundus,  and  rapid  sequence  fluorescein  angiography 
showed  the  vein  occlusion  to  be  of  the  ischemic  type, 
at  high  risk  for  rubeosis.  Panretinal  ablation  with  the 
krypton  red  wavelength  laser  was  performed  by  one  of 
us  (JL)  one  month  later  after  the  retinal  hemorrhages 
had  diminished  sufficiently  to  allow  treatment. 

Discussion 

Cardiovascular  disease  predisposes  to  central 
retinal  vein  occlusion.  We  believe,  however,  that 
this  is  the  first  reported  case  of  central  retinal 
vein  occlusion  in  a heart  transplant  patient.  The 
possible  role  of  immunosuppressive  drugs  in  pro- 
moting retinal  vein  occlusion  should  be  studied. 


JULY,  1990 


347 


I 


PUT  YOUR 
MEDICAL 
CAREER  IN 
FLIGHT. 

Discover  the  thrill  of  fly- 
ing, the  end  of  office 
overhead  and  the  enjoy- 
ment of  a general  prac- 
tice as  an  Air  Force  flight 
surgeon.  Talk  to  an  Air 
Force  medical  program 
manager  about  the 
tremendous  benefits  of 
being  an  Air  Force  medi- 
cal officer: 

• Quality  lifestyle,  quali- 
ty practice 

• 30  days  vacation  with 
pay  per  year 

• Support  of  skilled 
professionals 

• Non-contributing 
retirement  plan  if 
qualified 

Discover  how  to  take 
flight  as  an  Air  Force 
flight  surgeon.  Talk  to 
the  Air  Force  medical 
team  today.  Call 


USAF  Health  Professions 
(800)  423-USAF 
Toll-Free 


Trauma  Rounds 


High  Level  Positive  End  Expiratory  Pressure  in  a Trauma 
Patient  With  Adult  Respiratory  Distress  Syndrome 

ANTHONY  A.  SANCHEZ,  B.A.;  MARK  R.  MclLWAIN,  D.M.D.;  and  JOHN  A.  MORRIS,  JR.,  M.D. 


Introduction 

Progressive  pulmonary  failure  due  to  trauma  has 
been  well  recognized  since  World  War  I.'  Since  1967 
it  has  been  described  as  adult  respiratory  distress  syn- 
drome (ARDS). 2 ARDS  is  a result  of  increased  pul- 
monary capillary  permeability  and  may  be  caused  by 
direct  injury  to  the  lungs  (e.g.,  contusion,  aspiration, 
inhalation),  or  indirectly  (e.g.,  by  sepsis,  shock,  mas- 
sive transfusion). 3 ARDS  still  carries  an  estimated  60% 
to  70%  mortality.-’ 

In  1967  Ashbaugh  et  aP  documented  the  use  of  po- 
sitive end  expiratory  pressure  (PEEP)  in  the  successful 
support  of  oxygenation  in  the  patient  with  ARDS.  The 
use  of  high  levels  of  PEEP  (greater  than  15  cm  H,0), 
and  the  associated  complications,  have  been  reported 
to  successfully  treat  ARDS.^  We  report  a case  of  se- 
vere ARDS  associated  with  pulmonary  contusion,  gas- 
tric aspiration,  pneumonia,  and  sepsis,  in  a 36-year-old 
female  trauma  patient,  which  was  successfully  treated 
using  high  levels  of  PEEP. 

Case  Report 

A 36-year-old  obese  female  diabetic  was  the  unrestrained 
passenger  in  an  automobile  involved  in  a motor  vehicle  acci- 
dent. She  did  not  lose  consciousness.  She  was  taken  to  a local 
emergency  room  where  she  was  found  to  have  sustained  a 
pelvic  fracture.  A chest  tube  was  placed  and  she  was  trans- 
ferred to  Vanderbilt  University  Hospital. 

On  arrival  she  was  alert,  with  a blood  pressure  of  104/70 
mm  Hg,  pulse  112/min,  and  respiratory  rate  24/min.  Her  chest 
was  diffusely  tender  to  palpation,  and  subcutaneous  emphy- 
sema was  present.  Hematocrit  was  39%,  electrolytes  were 
normal  except  for  a serum  glucose  of  546  mg/dl,  and  arterial 
blood  gas  (ABG)  studies  revealed  a pH  of  7.36,  PCO:  35  torr, 
and  P02  61  torr.  Chest  roentgenogram  revealed  a wide  me- 
diastinum, subcutaneous  emphysema,  pneumomediastinum, 
right  pneumothorax,  multiple  rib  fractures  (rib  #5-12  on  the 
right;  #7-11  on  the  left),  and  a chest  tube  below  the  right 
diaphragmatic  border.  Pelvis  films  revealed  left  superior  and 
inferior  pubic  rami  fractures  and  a left  acetabular  fracture. 
Abdominal  CT  revealed  a splenic  hematoma,  without  free 
fluid.  Arch  aortogram  was  normal. 

The  patient  was  admitted  to  the  surgical  intensive  care 
unit  (SICU)  with  a blood  pressure  of  129/73  mm  Hg,  pulse 
118/min,  and  respiratory  rate  26/min.  A new  right  chest  tube 


From  the  Division  of  Trauma,  Section  of  Surgical  Sciences,  Van- 
derbilt University  School  of  Medicine,  Nashville. 


was  placed  and  confirmed  by  x-ray.  She  remained  hemody- 
namically  stable  and  was  maintained  on  an  inspired  oxygen 
fraction  (Fi02)  of  0.40  via  face  mask,  giving  her  a pH  of  7.33, 
PCO2  35  torr,  P02  85  torr,  and  base  excess  (BE)  -6.6.  An 
epidural  catheter  was  placed  for  chest  wall  pain  control. 

The  patient  remained  hemodynamically  stable  for  the  first 
two  hospital  days,  but  with  an  elevated  serum  glucose  to  403 
mg/dl  and  atrial  fibrillation  necessitating  digitalization. 

She  did  well  until  the  sixth  hospital  day  when  she  became 
increasingly  tachypneic  to  a respiratory  rate  of  40/min;  she 
began  to  complain  of  right-sided  chest  pain,  and  chest  x-ray 
revealed  a large  right  pleural  effusion.  A right  chest  tube 
yielded  150  cc  of  blood. 

Pressure  support  ventilation  (PSV)  was  instituted  using  a 
Siemens-Elema,  Servo  900C  on  a synchronized  intermittent 
mandatory  ventilation  (sIMV)  mode  with  initial  settings  of 
Fi02  0.50,  tidal  volume  (Vt)  850  cc,  IMV  10/min,  PSV  8 cm 
H26,  and  PEEP  5 cm  H2O.  ABG  revealed  a pH  of  7.39, 
PCO2  39  torr,  P02  77  torr,  and  BE  — 1.0.  Her  PEEP  was  in- 
creased to  10  cm  H2O  and  Fi02  decreased  to  0.40.  Arterial 
oxygen  saturation  (Sa02)  remained  in  the  high  0.90  range. 

Early  on  the  eighth  hospital  day,  the  patient  extubated 
herself  and  progressed  to  asystole.  She  was  immediately  rein- 
tubated and  given  atropine  0.5  mg,  which  established  a nor- 
mal sinus  rhythm.  She  received  phenylephrine  (Neo-Syne- 
phrine)  and  dopamine  to  maintain  her  blood  pressure. 
Endotracheal  tube  suctioning  at  this  time  produced  copious 
brown  secretions  with  a pH  of  3.0  to  3.5.  An  Oximetrix  pul- 
monary artery  catheter  and  radial  arterial  line  were  placed, 
with  initial  readings  for  the  pulmonary  artery  pressure  (PAP) 
of  35/19  mm  Hg,  pulmonary  artery  occlusion  pressure  (PAOP) 
9 mm  Hg,  cardiac  output  (CO)  7.6  L/min,  cardiac  index  (Cl) 
3.68  L/min/m^  systemic  vascular  resistance  (SVR)  524  dyne/ 
sec/cm  -\  pulmonary  vascular  resistance  (PVR)  128  dyne/sec/ 
cm  \ and  mixed  venous  oxygen  saturation  (SVO2)  0.60.  ABG 
analysis  revealed  a pH  of  7.34,  PcOj  45  torr,  PO2  73  torr,  and 
BE  -1.7.  Shunt  fraction  was  calculated  to  be  0.37.  Ventila- 
tor parameters  were  Fi02  1.0,  IMV  15/min  (in  effect  now  con- 
tinuous mandatory  ventilation  [CMV]),  PSV  10  cm  H2O,  and 
PEEP  10  cm  H2O.  Over  the  next  three  hours  the  patient  was 
weaned  to  an  Fi02  of  0.80,  and  PEEP  was  increased  to  15  cm 
H2O.  Seven  hours  later,  she  was  weaned  to  an  Fi02  of  0.60, 
PEEP  increased  to  20  cm  H2O,  and  PSV  increased  to  18  cm 
H2O.  The  CO  was  6.99  L/min  while  ABG  analysis  showed  a 
pH  of  7.29,  PCO2  50  torr,  PO2  61  torr,  and  BE  -3.0.  She  was 
switched  to  another  ventilator  (Puritan-Bennett,  7200)  and 
changed  from  a CMV  mode  to  an  sIMV  mode  with  pressure 
support.  Over  the  next  ten  hours,  she  was  weaned  to  an  IMV 
of  2/min,  and  the  Fi02  was  decreased  to  0.45  with  25  cm  H2O 
of  PEEP  and  20  cm  H2O  of  PSV  to  give  a pH  of  7.35,  PCO2 
48  torr,  PO2  66  torr,  and  BE  0.3.  The  CO  was  6.96  L/min. 
She  was  weaned  from  the  Neo-Synephrine  and  maintained  on 
dopamine.  She  was  redigitalized,  started  on  triple  antibiotics. 
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and  transfused  3 units  of  packed  red  blood  cells.  Her  tem- 
perature was  104.9°  F. 

Her  oxygenation  improved  on  PSV  ot  20  cm  H2O,  PEEP 
25  cm  H:0,  and  FiO;  0.40,  while  keeping  her  CO  at  5.5  to 
6.5  L/min.  The  shunt  fraction  was  0.13. 

Over  the  next  several  days,  the  patient  tolerated  being 
slow'ly  weaned  from  her  PEEP,  keeping  the  Fi02  at  0.40,  and 
the  dopamine  was  discontinued  on  day  13.  By  the  14th  hos- 
pital day  she  was  tolerating  a PEEP  ol  8 cm  H2O.  She  did, 
however,  experience  episodes  of  bradycardia  associated  with 
movement  of  her  body,  manipulation  of  her  airway,  and  ven- 
tilator changes.  For  these  episodes,  glycopyrrolate  (Robinul) 
was  started  at  0.4  mg  every  six  hours  on  the  13th  hospital  day. 

The  patient’s  fever  persisted  to  the  19th  hospital  day,  for 
which  she  received  a two-week  course  of  antibiotics.  Blood 
and  sputum  cultures  were  positive  for  coagulase-positive 
Siaphylococciis  aureus. 

Because  of  the  patient's  respiratory  lability/bradycardia, 
she  was  w'eaned  slowly  to  minimal  levels  of  ventilatory  sup- 
port. An  extubation  attempt  on  day  29  failed  and  she  was 
clectively  reintubated  after  four  hours.  She  remained  on  min- 
imal ventilatory  support  for  an  additional  nine  days,  and  was 
successfully  extubated  on  day  38. 

Abdominal  CT,  performed  because  of  an  elevated  lipase 
and  pneumoperitoneum,  revealed  a bronchopleural  perito- 
neal fistula,  which  healed  spontaneously. 

The  patient  was  transferred  from  the  SICU  to  the  floor 
on  day  40,  was  discharged  to  the  rehabilitation  unit  on  day 
52,  and  was  discharged  home  on  the  65th  hospital  day. 

Discussion 

This  is  a case  of  a middle-aged  woman  with  signif- 
icant underlying  disease  who  had  bilateral  pulmonary 
injuries.  Her  case  was  complicated  by  pleural  effusion, 
aspiration,  sepsis,  ARDS,  tension  pneumothorax,  re- 


Figure  1 

The  Shunt  Equation 

Qsp/Qt  = Cc’Og  - CaOa 
Cc’02  - CVO2 

Where 

Cc’02  = 1.34  [Hgb]  + 0.0031  [PAO2] 

PA02  = (PB  - PH2O)  [Fio2]  - PacOg 

RQ 

CaOg  = 1 .34  [Hgb]  [SaOg]  + 0.0031  [PaOg] 
Cvog  = 1 .34  [Hgb]  [SvOg]  + 0.0031  [PvOg] 

Qsp/QT  = pulmonary  venous  admixture  (shunt  fraction) 

(0.03  to  0.05) 

Cc'02  = pulmonary  capillary  oxygen  content 
Ca02  = arterial  oxygen  content  (16  to  22  ml  02/dl) 

CVO2  = mixed  venous  oxygen  content  (12  to  17  ml  02/dl) 

Hgb  = plasma  hemoglobin  concentration  (mg/dl) 

PA02  = alveolar  oxygen  tension  (torr) 

PB  = barometric  pressure  (torr) 

PH2O  = alveolar  water  vapor  tension  (torr) 

Fi02  = inspired  oxygen  fraction 
Paco2  = arterial  CO2  tension  (torr) 

RQ  = respiratory  quotient 

Sa02  = arterial  oxygen  saturation 

Pao2  = arterial  oxygen  tension  (torr) 

SVO2  = mixed  venous  oxygen  saturation 
PVO2  = mixed  venous  oxygen  tension  (torr) 
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current  episodes  of  asystole,  and  a bronchopleural 
peritoneal  fistula  due  to  barotrauma.  Her  control  con- 
sisted of  epidural  pain  management,  prolonged  intu- 
bation, pressure  support  ventilation,  high-level  PEEP, 
close  hemodynamic  monitoring,  antibiotics,  and  Ro- 
binul to  inhibit  vagal  tone. 

ARDS  is  defined  clinically  by  the  following  criteria 
described  by  Pepe*^:  (1)  Pa02<75  torr  on  an  FiO2>0.50 
(PaO2/Fio2<150);  (2)  recent,  diffuse,  bilateral,  pan-lo- 
bar infiltrates  on  chest  roentgenogram;  (3)  PAOP<18 
mm  Hg;  and  (4)  lack  of  an  alternate  clinical  explana- 
tion for  the  findings. 

Although  it  is  most  important  to  treat  any  identifi- 
able underlying  cause  of  ARDS  (e.g.,  sepsis,  pneu- 
monia), PEEP  has  been  the  standard  for  the  suppor- 
tive care  of  the  patient  with  ARDS.^  PEEP  is  thought 
to  increase  functional  residual  capacity  (FRC)  by  in- 
creasing the  expiratory  reserve  volume  (ERV).  This  is 
accomplished  by  stabilizing  alveoli,  thus  decreasing  the 
amount  of  alveolar  collapse.  Prevention  of  alveolar 
collapse  increases  the  surface  area  available  for  gas  ex- 
change, thereby  improving  alveolar  ventilation  (V)  to 
pulmonary  perfusion  (Q)  match  and  decreasing  the 
amount  of  right  to  left  intrapulmonary  shunting  (Qsp/ 
Qt)T  This  V/Q  mismatch  is  best  defined/estimated  by 
the  shunt  equation  (Fig.  1).^ 

PEEP  is  usually  applied  (and  diminished)  gradu- 
ally, increasing  (or  decreasing)  the  level  3 to  5 cm  H2O 
at  a time,  assessing  arterial  P02,  Sa02  or  oxygen  deliv- 
ery after  each  change.  The  goal  of  PEEP  therapy  is  to 
improve  the  relative  mismatching  between  ventilation 
and  perfusion  by  increasing  FRC.  Since  FRC  cannot 
be  easily  assessed  at  the  bedside,  indirect  indicators  of 
gas  exchange  are  commonly  used  as  therapeutic  end- 
points. Most  commonly,  restoration  of  the  PaO2>60 
(or  SaO2>0.90)  on  an  Fi02  <0.50  is  used  as  a clinical 
endpoint. 3 If  the  level  of  PEEP  reaches  or  exceeds  15 
cm  H2O,  more  aggressive  hemodynamic  monitoring  in 
the  form  of  a pulmonary  artery  catheter  is  indicated.^ 
This  allows  close  monitoring  of  the  CO,  as  well  as  of 
changes  in  O2  delivery/consumption.  Additionally,  by 
utilizing  the  pulmonary  artery  catheter,  not  only  can 
the  P02  and  Fio2  be  used  as  an  endpoint,  but  also  a 
Qsp/Qt  can  be  calculated  and  the  PEEP  titrated  to  keep 
the  shunt  fraction  below  0.15  to  0.20.® 

The  patient  experienced  respiratory  distress  due  to 
aspiration.  An  Oximetrix  pulmonary  artery  catheter 
was  introduced  with  an  initial  Qsp/Qt  of  0.37,  which 
means  that  over  one-third  of  the  total  pulmonary  blood 
flow  was  not  participating  in  gas  exchange.  With  the 
gradual  intervention  of  25  cm  H2O  of  PEEP,  the  Qsp/ 
Qt  fell  to  0.13,  and  the  Fio2  was  weaned  to  0.40. 

The  introduction  of  increased  levels  of  PEEP  al- 
lowed a decrease  in  the  Fio2,  while  maintaining  ade- 
quate oxygenation  and  oxygen  delivery.  Manifesta- 
tions of  toxicity  in  the  lung  associated  with  prolonged 
exposure  to  Fio2>0.50  have  been  well  established.^ 
These  include  diffusion  atelectasis  occurring  acutely  due 
to  nitrogen  washout,  paralysis  of  the  mucociliary 
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transport  system,  and  reduction  in  surfactant  produc- 
tion by  type  II  pneumocytes.’ 

Unfortunately,  the  application  of  PEEP  is  not  with- 
out complications.  Pulmonary  barotrauma,  as  evi- 
denced by  pneumothorax,  has  been  reported  in  14% 
of  patients  when  PEEP  greater  than  25  cm  H,0  was 
employed. 5 A decrease  in  CO  is  a reported  complica- 
tion, however,  of  high  mean  airw'ay  pressure  and  re- 
mains the  subject  of  debate. Generally,  a decrease 
in  CO  is  not  seen  unless  the  patient  has  a relative  de- 
crease in  transmural  filling  of  the  left  ventricle.^  Final- 
ly, we  believe  the  airway  supersensitivity/bradycardia 
seen  in  the  patient  was  vagally  mediated,  supporting 
the  use  of  Robinul.  r ^ 
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Vanderbilt  Morning  Report 


Sudden,  Profound  Weakness  and  Thyrotoxicosis 


Case  Report 

A healthy  48-year-old  white  man  was  evaluated  for  an  ill- 
ness of  four  weeks’  duration  characterized  by  trembling, 
nervousness,  palpitations,  and  weight  loss.  Examination 
showed  proptosis,  thyromegaly,  and  tachycardia,  and  labo- 
ratory studies  revealed  serum  thyroxine  of  19.9  fxg/dl  (normal 
4.8  to  1 1.6),  free  thyroxine  3.9  ng/dl  (normal  l.U  to  2.3),  and 
thyroid  binding  globulin  20  |JLg/ml  (normal  13  to  34).  A radio- 
nuclide scan  of  the  thyroid  using  technetium  pertechnetate 
revealed  a diffusely  enlarged  gland  with  increased  24-hour 
uptake  (36%)  consistent  with  Graves’  disease.  He  was  treat- 
ed with  propylthiouracil  and  propranolol,  hut  after  one  week 
of  therapy  he  awoke  in  the  early  morning  hours  with  pro- 
found generalized  weakness,  and  was  unable  to  arise  from  his 
bed  without  assistance,  though  there  had  been  no  weakness 
during  the  previous  evening.  He  denied  paresthesias,  myal- 
gias, muscle  tenderness,  diarrhea,  vomiting,  or  use  of  diuret- 
ics. On  examination,  he  was  alert  and  fully  oriented;  prop- 
tosis and  thyromegaly  were  still  present,  and  all  muscle  groups 
demonstrated  3 to  3-t-/5  strength.  Deep  tendon  reflexes  and 
sensory  and  cerebellar  examinations  were  all  normal.  Serum 
sodium  was  143  mEq/L,  serum  potassium  2.4  mEq/L,  serum 
chloride  110  mEq/L.  serum  bicarbonate  25  mEq/L,  BUN  8 
mg/dl,  serum  glucose  116  mg/dl,  CPK  130  lU/L  (normal  38 
to  123),  serum  thyroxine  12.4  mg/dl.  free  thyroxine  2.7  ng/dl, 
and  thyroid  binding  globulin  18  pg/ml. 

Twelve  hours  later,  the  patient’s  serum  potassium  was  5.1 
mEq/L  despite  the  intravenous  supplementation  of  only  40  mEq 
of  potassium  chloride.  His  strength  had  returned  to  normal  in 
all  muscle  groups,  and  during  three  additional  days  of  obser- 
vation he  had  no  further  weakness;  his  serum  potassium  re- 
mained within  normal  range  without  further  supplementation. 

Treatment  continued  with  propylthiouracil  and  propran- 
olol followed  by  radioactive  iodine.  He  has  now  been  euthy- 
roid for  six  months  and  has  suffered  no  further  episodes  of 
weakness  and  hypokalemia. 

Discussion 

A rare  but  dramatic  complication  of  thyrotoxicosis 
is  episodic  profound  muscle  weakness  associated  with 
hypokalemia.  This  syndrome  has  been  termed  thyro- 
toxic periodic  paralysis  (TPP).  It  is  indistinguishable 
from  familial  hypokalemic  periodic  paralysis  except  that 
it  occurs  exclusively  in  the  patients  with  hyperthyroid- 
ism and  inevitably  disappears  when  the  patient  be- 
comes euthyroid. 

The  symptoms  of  thyrotoxicosis  usually  antedate  the 
paralytic  attacks.  These  episodes  usually  begin  with 
profound  weakness  in  the  legs,  quickly  spreading  to 
the  arms,  trunk,  and  neck.  The  neurologic  examina- 
tion during  the  attack  is  normal  except  for  weakness. 
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The  duration  usually  ranges  from  minutes  to  hours, 
but  the  weakness  may  rarely  persist  for  days.  Between 
episodes  the  patient’s  strength  is  completely  normal.' 

Though  TPP  is  an  uncommon  occurrence  in  the 
United  States,  it  is  relatively  common  in  oriental 
countries.  In  one  study  of  Japanese  patients  with  thy- 
rotoxicosis, the  overall  incidence  was  2%.^  In  the  same 
study,  there  was  a strong  male  predominance  with  in- 
cidences of  8%  in  men  and  0.4%  in  women.  A similar 
trend  has  been  found  in  other  Japanese  and  Chinese 
studies. No  data  are  available  for  western  countries, 
but  the  incidence  is  probably  much  lower. 

The  hypokalemia  of  TPP  is  probably  due  to  redis- 
tribution of  potassium  from  the  extracellular  to  the  in- 
tracellular compartment."'  In  this  patient,  the  dramatic 
improvement  in  the  serum  potassium  with  minimal 
supplementation  supports  the  hypothesis  of  compart- 
mental  redistribution.  The  exact  mechanism  is  not 
known,  but  it  may  involve  the  direct  effects  of  thyroid 
hormone  to  stimulate  membrane  sodium/potassium 
pumps  and  to  increase  beta-adrenergic  receptors, 
thereby  augmenting  catecholamine-mediated  cellular 
uptake.^  This  may  explain  the  observation  that  beta 
blockade  will  prevent  paralytic  attacks.^  The  underly- 
ing defect  in  TPP  probably  differs  from  that  in  the 
familial  form  since  patients  with  familial  periodic  pa- 
ralysis show  no  increase  in  their  rate  of  attack  when 
thyrotoxic.^  It  is  important  to  note  that  thyrotoxic  my- 
opathy has  not  been  described  in  patients  with  TPP.' 

The  treatment  of  TPP  is  directed  at  the  underlying 
thyrotoxicosis.  Further  attacks  will  be  prevented  once 
the  patient  is  rendered  euthyroid,  whether  by  surgical 
means  or  the  use  of  antithyroid  medications.® 
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A Case  of  Bacteremia  and  a Hepatic  Lesion 


Case  Report 

A 53-year-old  white  man  was  transferred  to  the  Nash- 
ville Veterans  Administration  Hospital  (VAH)  for  evalua- 
tion of  fever  and  blood  cultures  positive  for  Streptococcus 
intermedins. 

The  patient  was  in  good  health  until  14  days  before  ad- 
mission to  the  VAH  when  he  developed  fever  to  104°F  fol- 
lowed by  right  upper  quadrant  and  right  lower  chest  pain  that 
worsened  on  deep  inspiration.  The  patient  also  experienced 
anorexia,  weakness,  and  malaise.  There  was  no  vomiting, 
diarrhea,  melena,  hematochezia,  pruritus,  or  jaundice.  On 
the  tenth  day  of  his  illness,  he  was  admitted  to  an  outside 
hospital.  Admission  laboratory  data  included  a WBC  count 
of  12,400/cu  mm  with  a left  shift,  hematocrit  27%,  SCOT  186 
lU/L,  SOFT  186  lU/L,  alkaline  phosphatase  742  lU/L,  and 
LDH  239  lU/L.  Bilirubin  and  coagulation  studies  were  nor- 
mal. Abdominal  ultrasound  revealed  small  calculi  and  sludge 
within  the  gallbladder.  CT  scan  of  the  abdomen  showed  nu- 
merous, variably  sized,  low-density  lesions  in  the  liver.  Blood 
cultures  returned  positive  for  S.  intermedins,  and  he  was 
transferred  to  the  VAH  for  further  evaluation.  He  gave  a 
history  of  peptic  ulcer  disease,  for  which  he  had  a vagotomy 
and  Bilroth  I anastomosis  in  1974.  The  Bilroth  I was  revised 
in  1975  and  taken  down  in  1988. 

Physical  examination  at  the  VAH  revealed  a blood  pres- 
sure of  130/70  mm  Hg,  pulse  84/min,  and  temperature  of  98°F. 
Lung  fields  were  clear.  There  was  a 2/6  holosystolic  murmur 
at  the  right  upper  sternal  border  on  cardiac  examination.  Ab- 
dominal examination  revealed  normal  bowel  sounds  and  a 
tender  liver  which  had  a 14-cm  span  by  percussion.  Liver 
function  tests  continued  to  be  elevated,  and  chest  x-ray  was 
normal. 

Abdominal  CT  scan  revealed  an  irregular  inhomogeneous 
10-cm  mass  in  the  right  hepatic  lobe  which  was  found  on  per- 
cutaneous drainage  to  eontain  220  cc  of  purulent  fluid.  A 
drainage  catheter  was  left  in  place.  Abscess  fluid  cultures  re- 
turned positive  for  S.  faecalis,  for  which  he  was  treated  with 
ampicillin  and  gentamicin.  Echocardiogram  was  normal,  and 
abdominal  ultrasound  showed  multiple  small  gallstones  but 
no  dilated  biliary  or  hepatic  ducts.  After  seven  weeks  of  in- 
travenous antibiotics  the  abscess  resolved  on  CT  scan,  his  ap- 
petite improved,  and  his  liver  function  tests  returned  to  nor- 
mal. The  drainage  catheter  was  removed,  and  he  was 
discharged.  Follow-up  CT  scan  three  weeks  later  showed  no 
abscess. 

Discussion 

A bacterial  hepatic  abscess  is  potentially  life-threat- 
ening, and  because  of  the  lack  of  localizing  signs  and 
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symptoms,  the  diagnosis  is  often  difficult  to  make,  as 
it  was  in  this  patient;  the  average  delay  is  4.3  weeks.' 
The  most  common  clinical  feature  in  hepatic  abscess  is 
fever,  which  occurs  in  90%  of  patients.  Weight  loss 
occurs  in  over  half  of  patients,  as  does  abdominal 
tenderness  and  hepatomegaly.  Right  upper  quadrant 
pain  is  one  of  the  most  helpful  signs  in  suggesting  a 
liver  abscess,  but  it  generally  is  a late  symptom  and 
most  often  occurs  with  a large  solitary  abscess.-  Diag- 
nostic clues  may  include  leukocytosis,  elevated  alka- 
line phosphatase,  positive  blood  cultures  (30%  of  pa- 
tients), and  right  pleural  effusion  (40%  of  patients). 
Ultrasound  has  an  80%  sensitivity  for  hepatic  abscess, 
while  CT  is  95%  sensitive. 

Causes  of  pyogenic  abscess  include  ascending  bili- 
ary infections  (the  most  common  underlying  condi- 
tion, present  in  one-third  of  patients),  malignancy, 
hematogenous  spread  from  the  portal  system  due  to 
infection  in  the  right  colon  or  appendix,  systemic  sep- 
ticemia carried  to  the  liver  via  the  hepatic  artery,  he- 
patic trauma,  or  direct  extension  from  intraperitoneal 
infection.-''  Positive  abscess  cultures  are  obtained  in  ap- 
proximately 50%  to  70%  of  patients.  Escherichia  coli 
accounts  for  36%  of  positive  cultures,  and  usually  re- 
sults from  infections  along  the  portal  venous  route  or 
the  biliary  tree.  Staphylococcal  and  streptococcal  in- 
fections usually  are  due  to  systemic  infections.  Pro- 
teus, Pseudomonas,  Bacteroides,  and  Clostridia  species 
are  also  important  causative  organisms.  Treatment 
consists  of  antibiotics  and  either  surgical  or  radiologi- 
cally  guided  drainage.  The  mortality  of  undrained  ab- 
scesses approaches  100%.  With  drainage,  multiple  ab- 
scesses have  a worse  prognosis  than  a single  abscess. 
Recent  mortality  figures  have  shown  a 41%  mortality 
for  multiple  abscesses,  as  opposed  to  10%  mortality 
for  single  abscesses.^  ^ 
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AIDS  Surveillance  in  Tennessee: 
A Report  of  Trends,  1982-1989 


BERNARD  H.  ELLIS,  JR.,  M.A.,  M.P.H. 

Introduction 

In  December  1989,  Tennessee  passed  a somber  mile- 
stone when  the  AIDS  Registry  received  the  l,(XX)th  AIDS 
case  report  from  Tennessee  physicians  and  hospitals. 

Through  Dec.  31,  1989,  1,011  individuals  have  been 
reported  as  having  AIDS  in  Tennessee;  these  comprise 
both  in-state  residents  and  those  who  have  come  to 
Tennessee  from  neighboring  states  for  medical  treat- 
ment. Tennessee  now  ranks  22nd  among  all  states  in 
AIDS  cases  reported  to  the  federal  Centers  for  Dis- 
ease Control  (CDC),  with  0.7%  of  the  total  U.S.  case- 
load reported  to  date. 

Trends  in  the  Growth  of  the  AIDS 
Epidemic  in  Tennessee 

During  the  early  years  of  the  AIDS  epidemic  in  the 
United  States,  the  number  of  new  cases  reported  each 
year  was  usually  double  the  number  of  cases  reported 
in  the  previous  year.  This  phenomenon  occurred  in 
Tennessee  from  1982  through  1987.  Since  1987,  how- 
ever, the  rate  of  growth  of  the  epidemic,  both  in  Ten- 
nessee and  throughout  the  nation,  has  begun  to  slow. 

Fig.  1 shows  the  AIDS  epidemic  curve  in  Tennessee 
by  the  date  of  diagnosis  of  the  initial  opportunistic  infec- 
tion which  qualified  HIV-infected  patients  to  be  report- 
ed as  AIDS  cases  and  by  the  date  that  these  patients 
were  first  reported  to  the  Tennessee  AIDS  Registry. 

The  national  standard  for  tracking  the  AIDS  epi- 
demic by  the  CDC  has  been  to  use  the  “date  of  re- 
port” method.  In  1987,  however,  increased  resources 
for  AIDS  surveillance  were  made  available  in  Tennes- 
see, and  AIDS  case  reporting  became  mandatory  for 
physicians  and  hospitals  in  this  state.  As  a result,  a 
number  of  eases  diagnosed  with  AIDS  in  previous  years 
but  unreported  were  identified  and  reported  in  late 
1987  and  1988.  In  addition,  the  CDC’s  expansion  of 
the  AIDS  case  definition  in  mid-1987  allowed  states  to 
count  (retrospectively)  as  AIDS  cases  a large  number 
of  HIV-infected  patients  who  were  previously  ineligi- 
ble for  inclusion  in  AIDS  registries. 

The  impact  of  these  changes  was  very  apparent  in 
Tennessee.  In  1988  almost  30%  of  the  cases  reported 
to  the  AIDS  Registry  had  been  diagnosed  initially  in 
previous  years.  As  a result,  the  Tennessee  AIDS  Pro- 
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gram  now  analyzes  trends  in  the  AIDS  epidemic  by  the 
year  when  reported  cases  were  initially  diagnosed  with 
an  AIDS-related  opportunistic  infection.  This  analysis  by 
“date  of  diagnosis”  is  considered  a more  accurate  pic- 
ture of  the  AIDS  epidemic  experience  in  Tennessee. 

Both  methods  for  tracking  the  AIDS  epidemic  in- 
dicate a slowdown  in  the  rate  of  growth  of  the  epidem- 
ic in  1989.  Several  factors  may  explain  this  slowdown, 
including  the  impact  of  HIV  prevention  efforts  under- 
taken since  1982  and  notable  improvements  in  the  pro- 
phylaxis and  treatment  of  opportunistic  infections  for 
HIV-infected  patients.  This  slowdown  is  viewed  as  the 
first  positive  sign  that  a decade  of  public  health  effort 
and  medical  intervention  is  beginning  to  have  an  impact 
on  the  course  of  the  AIDS  epidemic  in  Tennessee. 

Trends  in  the  Characteristics  of 
Tennessee  AIDS  Cases 

Risk  Factors  for  HIV  Infection.  Table  1 indicates 
the  distribution  of  risk  factors  among  AIDS  cases  in 
Tennessee  since  the  beginning  of  the  epidemic. 
Throughout  the  course  of  the  epidemic,  almost  70%  of 
Tennessee’s  AIDS  cases  have  been  homosexual  or  bis- 
exual men,  but  the  proportion  of  the  total  caseload  rep- 
resented by  this  risk  group  has  continued  to  decline. 

The  most  apparent  increase  in  risk  factor  involve- 
ment is  in  the  “IV  drug  user  alone”  category.  There 
has  been  a 150%  increase  in  the  proportion  of  Ten- 
nessee AIDS  patients  who  report  IV  drug  use  as  their 
only  risk  factor  from  the  1982-85  time  period  to  1989. 
The  impact  of  IV  drug  use  as  a risk  for  HIV  infection 


Number  of  Cases 


Year 

■■  AIDS  DXD  ^9  AIDS  RPTO 

Figure  1.  AIDS  cases  in  Tennessee  (diagnosis  vs.  report). 
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TABLE  1 


TRENDS  IN  RISK  FACTORS  FOR  TENNESSEE  AIDS  CASES 


1982-85 

1986 

1987 

1988 

1989 

TOTAL 

Adults/Adolescents 

Homosexual/Bisexual 

72% 

77% 

74% 

69% 

67% 

(n 

= 705) 

IV  drug  use  alone 

4% 

6% 

10% 

9% 

14% 

(n 

= 97) 

Homosexual/Bisexual  IV  drug  use 

10% 

8% 

5% 

11% 

7% 

(n 

= 79) 

Hemophiliac 

6% 

5% 

3% 

5% 

3% 

(n 

= 41) 

Heterosexual  contact 

2% 

1% 

3% 

1% 

3% 

(n 

= 21) 

Transfusion 

6% 

4% 

4% 

3% 

3% 

(n 

= 36) 

Undetermined  risk 

0 

0 

1%. 

1% 

5% 

(n 

= 19) 

Pediatric 

Hemophiliac 

0 

<1% 

1%. 

<1% 

<1% 

(n 

= 6) 

Parent  at  risk 

0 

0 

0 

<1% 

1% 

(n 

= 5) 

Transfusion 

0 

2% 

<1% 

0 

0 

(n 

= 3) 

Undetermined  risk 

0 

0 

0 

0 

0 

(n 

= 0) 

TOTAL 

(n  = 109) 

(n  = 110) 

(n  = 236) 

(n  = 278) 

(n  = 278) 

(n  = 

= 1,011) 

also  has  contributed  to  the  appearance — beginning  in 
1988 — of  pediatric  AIDS  cases  who  were  perinatally 
infected  with  the  HIV  virus.  IV  drug  use  has  been  im- 
plicated (directly  or  indirectly)  as  the  mode  of  infec- 
tion for  all  pediatric  AIDS  cases  in  Tennessee  where 
HIV  infection  was  perinatally  acquired. 

Race.  The  racial  composition  of  Tennessee  AIDS 
cases  continues  to  mirror  the  national  AIDS  experi- 
ence. Compared  with  their  numbers  in  the  general 
population,  nonwhites  are  significantly  overrepresent- 
ed among  Tennessee  AIDS  cases.  Although  blacks  and 
Hispanics  comprise  approximately  17%  of  the  Tennes- 
see population,  they  made  up  27%  of  the  Tennessee 
AIDS  caseload  diagnosed  in  1989. 

Throughout  the  AIDS  epidemic  in  Tennessee,  be- 
tween 82%  and  88%  of  all  white  AIDS  patients  have 
reported  homosexual  or  bisexual  activity  as  a risk  fac- 
tor. In  addition,  between  9%  and  17%  of  the  white 
patients  have  reported  IV  drug  use  as  a risk  behavior. 
There  is  no  apparent  trend  in  the  relative  proportion 
of  white  AIDS  patients  reporting  these  risk  behaviors. 

The  risk  factor  pattern  for  nonwhites  is  somewhat 
different,  however.  Although  homosexual  or  bisexual 
men  represent  the  largest  risk  group  among  nonwhites 
for  all  years  in  the  analysis  (with  a range  of  45%  to 
68%),  there  has  been  a much  greater  involvement  of 
IV  drug  use  as  a risk  factor  among  this  group.  Be- 
tween 24%  and  44%  of  all  nonwhite  AIDS  patients 
diagnosed  each  year  in  Tennessee  have  listed  IV  drug 
use  as  a risk  behavior.  While  there  is  no  steady  up- 
ward trend,  the  proportion  of  nonwhite  AIDS  patients 
reporting  IV  drug  use  increased  from  31%  to  44%  be- 
tween 1988  and  1989. 

Residence.  Over  time,  a larger  proportion  of  Ten- 
nessee AIDS  cases  has  been  in  in-state  residents  at  the 
time  of  initial  diagnosis.  During  the  first  three  years  of 
the  epidemic,  69%  of  the  reported  AIDS  cases  were 
in  Tennessee  residents  at  the  time  of  diagnosis.  In  1989 
that  figure  had  risen  to  85%.  Conversely,  from  1982 


to  1985,  21%  of  Tennessee’s  AIDS  cases  were  in  out- 
of-state  residents  who  had  returned  to  Tennessee  to 
reside  with  relatives  or  friends  after  diagnosis.  By  1989 
this  figure  had  dropped  to  5%. 

Throughout  the  epidemic,  between  9%  and  16%  of 
the  AIDS  cases  diagnosed  each  year  in  Tennessee  hos- 
pitals have  been  in  out-of-state  residents.  Given  the 
large  numbers  of  residents  from  neighboring  states  who 
traditionally  receive  medical  care  from  Tennessee  phy- 
sicians and  hospitals,  it  is  anticipated  that  Tennessee 
physicians  and  hospitals  will  continue  to  play  a regional 
role  in  the  diagnosis  and  treatment  of  AIDS  patients. 

Sex.  Throughout  the  AIDS  epidemic  in  Tennessee, 
men  have  made  up  over  90%  of  the  cases  diagnosed 
each  year,  but  the  number  of  women  diagnosed  with 
AIDS  in  Tennessee  has  grown  steadily  in  recent  years. 
In  1989  the  proportion  of  diagnosed  AIDS  cases  who 
were  female  increased  to  8%,  a figure  that  more  than 
doubled  the  1988  figure. 

Age.  AIDS  cases  diagnosed  in  Tennessee  have  been 
consistently  overrepresented  in  the  20-  to  29-year  age 
group.  To  date  27%  of  the  Tennessee  AIDS  caseload 
was  within  this  age  range  at  the  time  of  initial  diagnosis, 
compared  with  20%  of  the  national  caseload.  The  over- 
representation in  this  age  group  was  more  noticeable  in 
earlier  years  of  the  epidemic,  but  this  pattern  contin- 
ued in  1989.  This  finding  is  particularly  disturbing,  as 
it  suggests  that  HIV  infection  among  Tennessee  AIDS 
cases  was  more  likely  to  occur  during  the  teen  years 
than  has  been  the  experience  for  the  nation  as  a whole. 

Conclusion 

Since  the  report  of  the  first  cases  in  1982,  the  AIDS 
epidemic  has  demanded  ever-increasing  medical,  pub- 
lic health,  and  community  resources  in  Tennessee.  The 
rate  of  growth  of  the  epidemic  has  slowed  consider- 
ably in  the  past  year.  However,  AIDS  continues  to  be 
a major  public  health  and  medical  care  challenge  in 
this  state.  / — ^ 
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AIDS:  The  Legal  Ramifications  of 
Nonconsensual,  Mandatory  Testing 


MARC  E.  OVERLOCK 
TMA  Staff  Attorney 

By  the  time  this  article  is  published,  Ryan  White 
will  have  been  dead  about  four  months.  He  was  the 
innocent  victim  of  the  AIDS  plague,  the  20th  century’s 
version  of  leprosy.  Despite  a still  popular  notion,  HIV 
is  nondiscriminatory,  and  always  fatal.  Physicians  do 
not  speak  to  their  AIDS  patients  in  terms  of  survival 
odds,  rather  they  speak  in  terms  of  assuring  quality  to 
a limited  life  span.  Against  this  backdrop,  medical  staffs 
in  general  and  physicians  in  particular  may  be  tempted 
to  covertly  screen  all  patients  for  HIV  seropositivity. 
In  a large  medical  center  in  Minnesota,  one  study 
showed  that  about  90%  of  the  HIV  tests  were  per- 
formed without  patient  consent  or  medical  justifica- 
tion.' Indeed,  it  can  be  argued  successfully  that  health 
care  workers  stand  a far  greater  risk  of  HIV  infection 
than  the  at-large  population.  However,  HIV  testing 
performed  without  patient  consent  or  counseling  can 
have  dire  legal  consequences  for  the  tester. - 

Tennessee  law  now  requires  all  acute  care  hospitals 
and  ambulatory  treatment  centers  to  adopt  appropri- 
ate HIV  testing  policies.  The  statute  does  not  require 
testing,  only  that  a policy  about  testing  be  adopted.^ 
Only  facilities  that  collect  “fresh  human  blood  or  plas- 
ma directly  from  an  individual  donor”  are  required  to 
test.^  Of  course,  it  is  illegal  for  donors  who  know  they 
have  tested  HIV  positive  to  donate,  or  attempt  to  do- 
nate, blood. 5 Once  an  HIV  test  is  performed,  whether 
in  a blood  bank,  hospital,  or  physician’s  office,  the  law 
requires  that  positive  results  be  reported  to  the  appro- 
priate health  authorities.'’  The  Tennessee  General  As- 
sembly has  said  nothing  further  about  AIDS.  There- 
fore, the  courts  determine  the  liability  that  may  flow 
from  nonconsensual  HIV  testing.  Nonconsensual  test- 
ing of  patients  not  only  overlooks  the  informed  con- 
sent doctrine,  but  has  consequences  ranging  from  vio- 
lations of  patient  privacy  and  liberty  interests  in  state- 
run  hospitals  to  outright  malpractice  and  criminal 
sanctions  for  battery  in  the  private  sector. 

The  further  tragic  consequences  to  a patient,  in- 
formed of  a positive  result  to  a test  he  never  asked 
for,  have  been  recounted  by  one  physician  as  follows: 

In  1985,  I was  the  primary  physician  for  a young 
man  whose  life  was  ruined  by  the  inappropriate  disclo- 
sure of  a positive  human  immunodeficiency  virus  (HIV) 
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antibody  test.  A physician  ordered  the  test  without 
consent  and  notified  the  local  health  department  of  the 
positive  result.  The  health  department  notified  the  in- 
dividual’s employer  and  he  was  promptly  fired.  These 
events  became  common  knowledge  at  his  workplace 
and  in  his  rural  Midwestern  town  and  he  was  shunned. 

His  landlord  asked  him  to  move.  Ten  days  after  test- 
ing, the  life  he  had  known  for  the  past  ten  years  was 
permanently  ruined  and  he  left  town.  With  the  loss  of 
his  job  came  loss  of  health  insurance  and  insurability; 
he  has  been  unable  to  obtain  health  or  life  insurance 
since  then.^ 

Tennessee  courts  have  declared  that  physicians  stand 
in  positions  of  trust  and  confidence  with  their  patients, 
and  as  a result,  are  required  to  exercise  the  utmost 
good  faith.''  When  a physician  tests  a patient  for  the 
HIV  antibody  his  decision  as  to  whether  or  not  to  ob- 
tain the  patient’s  prior  consent  is  viewed  legally  from 
his  trust  position.  At  the  heart  of  the  matter,  beyond 
any  avowed  protection  of  the  medical  staff  from  HIV 
infection,  informed  consent  requires  that  medical 
treatment  be  a collaborative,  participatory  process  be- 
tween physician  and  patient. 

When  nonconsensual  HIV  testing  concludes  with  a 
finding  of  infection,  the  physician  is  required  to  inform 
public  health  authorities.  A false-positive  result  may 
lead  a patient  to  bring  suit  for  a number  of  torts:  slan- 
der, the  intentional  (or  negligent)  infliction  of  emo- 
tional distress,  failure  to  counsel,  failure  to  properly 
diagnose,  and  negligent  testing.  A patient  in  this  sce- 
nario may  claim  as  damages  the  litany  of  events  re- 
counted earlier  in  this  article  (e.g.,  job  loss,  reputation 
harm,  loss  of  consortium).  A false-negative  report 
could  have  similar  consequences.  The  malpractice 
statute  of  limitations  period  does  not  begin  to  run  when 
a physician  fraudulently  conceals  treatment  results  or 
consequences.'^  Courts  may  invoke  this  fraud  excep- 
tion to  the  statute  of  limitations  when  a physician  fails 
to  disclose  the  results  of  HIV  tests  done  without  a pa- 
tient’s consent. 

In  any  event,  patients  who  have  AIDS  are  now 
considered  to  be  handicapped  under  federal  law.'"  Such 
individuals  cannot  be  discriminated  against  by  health 
care  entities  receiving  federal  monies  (e.g..  Medicare). 
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At  the  time  this  article  was  written  (May  1990)  the 
Tennessee  Board  for  Licensing  Health  Care  Facilities 
was  attempting  to  invoke  such  protections  as  part  of 
state  law  tying  them  into  licensure  requirements. 

In  conclusion,  if  HIV  testing  is  to  be  performed  at 
all  it  should  be  done  with  the  patient’s  consent  and 
after  appropriate  pretest  counseling  is  provided.  The 
law  does  not  require  that  physicians  treat  individuals 
who  refuse  to  consent  to  an  HIV  test.  Physicians  can 
protect  themselves  from  infection  by  following  the 
Universal  Precautions  promulgated  by  the  Centers  for 
Disease  Control."  Nonconsensual  testing  puts  physi- 
cians at  substantial  tort  liability  risk  that  far  outweighs 
any  perceived  screening  benefit.  F ^ 
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Loss  Prevention  Case  of  the  Month 


It’s  Not  My  Fault,  It’s  HIS 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

The  patient  is  a 29-year-old  woman  with  a history  of  ab- 
dominal pain  for  three  months.  The  pain  was  usually  post- 
prandial, described  as  cramping,  and  associated  with  nausea 
consistently,  and  frequently  with  vomiting.  There  was  no  real 
food  dyscrasia,  but  the  patient  reported  that  almost  any  type 
of  food  could  precipitate  an  attack,  particularly  if  the  meal 
was  a large  one. 

The  physical  examination  revealed  essentially  normal 
findings  except  for  some  tenderness  in  the  right  upper  quad- 
rant. No  masses  were  detectable.  The  routine  laboratory 
findings  all  were  within  normal  limits,  but  the  liver  function 
studies  were  abnormal.  The  SGOT  was  reported  to  be  157 
lU/L,  SGPT  246  lU/L,  and  the  serum  bilirubin  2.4  mg/dl. 

Two  days  after  examination  the  patient  was  scheduled  for 
outpatient  endoscopic  retrograde  cholangiopancreatography 
(ERCP);  it  was  accomplished  under  intravenous  sedation  and 
showed  multiple  small  gallstones.  The  architecture  of  the 
pancreatic  duct  system  was  unremarkable,  but  the  biliary  ducts 
were  not  well  visualized,  presumably  due  to  some  technical 
difficulty  encountered  during  the  examination.  Surgery  was 
scheduled  for  the  next  day. 

During  the  surgery  there  was  some  difficulty  in  securing 
adequate  exposure,  and  the  operating  surgeon  became  very 
angry.  Exploration  of  the  abdomen  did  not  show  any  abnor- 
mality except  for  the  gallstones,  which  were  easily  palpable 
within  the  gallbladder.  None  could  be  felt  in  the  common 
duct  area. 

The  gallbladder  was  removed,  and  the  abdomen  was  closed 
in  the  usual  manner.  There  was  excessive  bile  drainage  from 
the  biliary  bed,  and  on  the  third  postoperative  day  the  pa- 
tient was  obviously  jaundiced.  Reoperation  was  necessary, 
and  the  patient  was  transferred  to  another  hospital  where  she 
was  explored  the  day  after  her  arrival.  Two  subsequent  op- 
erations were  required  to  reestablish  the  continuity  of  the  bil- 
iary tract. 

A lawsuit  was  filed,  charging  the  surgeon  with  negligence 
in  the  performance  of  the  cholecystectomy.  The  summary  of 
the  operation  by  the  first  operator  accused  the  assistant  of 
failing  to  provide  adequate  exposure  during  the  operation. 
Perhaps  by  pointing  fingers  at  others,  the  defendant  surgeon 
called  more  attention  to  himself.  That  attention  led  to  the 
further  development  of  the  case  against  him  which  made  de- 
fense of  the  case  extremely  difficult,  if  not  impossible. 

The  surgical  specimen  revealed  that  the  common  duct  was 
smaller  than  usual  and  had  been  severed  some  3 cm  proximal 
to  the  duodenum.  The  cystic  duct  was  found  to  come  off  the 
common  duct  high  near  the  bifurcation  of  the  left  and  right 
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hepatic  ducts.  Expert  testimony  by  the  pathologist  and  the 
second  surgeon  indicated  that  the  dissection  was  not  carried 
proximal  enough  to  reveal  the  takeoff  of  the  cystic  duct;  thus 
the  small  common  duct  was  mistaken  for  the  cystic  duct  and 
was  severed  and  largely  removed. 

Loss  Prevention  Comments 

This  surgeon  revealed  his  confusion  early  in  the  op- 
eration by  becoming  angry  and  upset.  Perhaps  if  he 
had  stepped  back  from  the  table  for  a brief  time  to 
collect  himself,  patient  injury  could  have  been  avoid- 
ed. His  complaints  that  the  assistant  did  not  give  him 
proper  exposure  were  patently  hollow.  If  indeed  ex- 
posure had  been  recognized  as  a real  problem,  the 
surgeon  was  obliged  to  address  that  problem  before 
proceeding.  He  did  not,  and  blaming  someone  else  was 
seen  as  a self-serving  act  without  real  foundation. 

Abnormal  anatomy  in  the  biliary  tract  is  not  unu- 
sual, and  the  surgeon  who  does  this  type  of  surgery 
needs  to  be  thoroughly  familiar  with  the  various 
anomalous  situations  that  he  could  face.  To  begin  the 
resection  before  the  dissection  is  complete  courts  dis- 
aster. Injury  can  occur  in  this  region  despite  the  great- 
est skill,  but  when  it  does  occur,  the  evidence  of  that 
skill  must  be  apparent.  In  this  case,  it  was  not! 

Davy  Crockett  is  supposed  to  have  said,  “Be  sure 
you’re  right,  then  go  ahead’’ — not  a bad  idea  for  all  of 
us  who  do  any  invasive  procedure.  r ^ 
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Brothers  By  Process 


Physicians  are  a diverse  lot.  Pediatricians  deal  with  young  parents.  Intern- 
ists deal  with  wives.  Dermatologists  rarely  go  to  hospitals.  Cardiac  surgeons 
rarely  leave  hospitals.  Some  get  paid  for  procedures  globally,  others  by 
piecework.  The  need  to  subspecialize  medicine — to  master  small  segments 
rather  than  have  limited  ability  in  it  all — has  fueled  this  diversity.  Specialty 
organizations  are  turned  to  for  scientific  growth  to  help  us  keep  up.  When 
other  forces  come  upon  us — such  as  Medicare  or  alternate  delivery  schemes — 
we  turn  naturally  to  our  specialty  organizations.  Sometimes  this  creates 
problems,  and  we  find  ourselves  in  the  strange  situation  of  physician  against 
physician.  The  radiologists  cut  a separate  deal  with  DRG  reimbursement  or 
the  surgeons  propose  to  take  some  modified  expenditure  target  for  special 
considerations,  or  primary  care  physicians  want  a resource-based  relative 
value  scale. 

As  we  think  about  our  diversity  and  how  it  might  harm  us  to  be  divided 
(as  our  opposition  often  hopes)  I want  us  to  remember  our  roots  in  medi- 
cine. Our  origins — our  basics — our  foundations  are  identical.  A neurosur- 
geon, a cardiologist,  an  anesthesiologist  all  started  out  the  same — an  im- 
mature high  school  kid  with  a dream.  You  know  the  process  well.  You  and 
only  you  know  it  firsthand.  Your  parents,  your  wife,  your  children  know 
about  it,  but  deep  inside  they  really  do  not  understand  unless  they  too  are 
physicians.  Remember  well  the  formaldehyde  hulk  that  was’ your  cadaver  to 
dissect,  the  bone  box,  Gray’s  Anatomy.  How  about  drawing  your  lab  part- 
ner’s blood  in  biochemistry  or  carrying  that  urine  jug  for  three  days  of  eat- 
ing sweetbreads.  Recall  that  first  autopsy — saw  out  that  brain  and  hold  it 
gazing  at  the  circle  of  Willis.  Run  that  gut.  Take  a history — ask  another 
person  about  personal  intimate  habits.  Do  a rectal.  Sweat  through  a first 
pelvic.  Stay  up  all  night  when  a full  moon  brings  babies.  Say  to  yourself  “Is 
he  dead?’’  Then  go  ahead  and  say  out  loud  “He  is  gone.”  Then  tell  the 
family.  Present  a case.  Review  the  literature.  Take  a written  test — take  one 
hundred.  Take  an  oral  test.  Decide  to  do  surgery;  Was  I right?  Make  a 
mistake — worry  about  it!  Decide  where  to  practice.  Choose  partners.  Go  to 
the  Emergency  Room.  Answer  the  phone.  Answer  the  phone  one  hundred 
times.  Deal  with  crocks.  Stay  up  all  night.  Tell  a patient  “It’s  cancer.”  Help 
a nurse  understand  why  it  is  time  to  stop  cardiopulmonary  resuscitation.  The 
process  is  extensive. 

It  is  a process  we,  and  only  we,  have  gone  through.  It  is  a powerful, 
unifying  bond.  Remember  where  you  started  and  how  you  got  here.  We  are 
brothers  by  process. 
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Responsibility  in  Government 

I’d  not  squander  my  time  and  energy  consid- 
ering such  an  uninviting  topic  were  it  not  that  it 
is  becoming  increasingly  apparent  that  shortage 
of  the  commodity  represented  in  the  title  to  this 
piece  is  rendering  our  situation  desperate,  in- 
deed dangerous.  It  is  a distressing  fact  that  were 
I asked  to  cite  an  example  of  oxymoron,  I could 
do  no  better  than  responsible  government.  Fur- 
thermore, so  far  as  I can  see,  such  lack  is  not 
limited  to  any  locality  or  level,  and  probably  to 
no  particular  area  or  country  on  the  globe,  either. 
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Irresponsibility  in  government  seems  to  be  ubiq- 
uitous and  pervasive,  and  can  surface  at  almost 
any  time  or  place. 

Any  number  of  derelictions  in  our  power 
structure  could  put  me  on  my  horse,  given  the 
proper  threshold,  but  the  two  that  did  this  time 
are  separate  serious  threats  to  the  health  of  our 
citizens,  one  in  Tennessee  and  the  other  nation- 
wide. So  as  not  to  dilute  the  message,  I shall  stick 
to  the  local  one  for  present  purposes.  Both,  not 
surprisingly,  have  to  do  with  money,  or  to  be 
more  precise,  with  not  spending  money.  Constit- 
uencies are  sensitive  about  a lot  of  things,  but 
their  greatest  sensitivity  concerns  the  health  of 
their  pocketbooks,  and  not  of  their  bodies  or 
minds,  notwithstanding  any  disclaimers  they 
might  make  to  the  contrary.  Disregarding  dis- 
claimers again,  politicians  are  most  sensitive  to 
the  things  their  constituents  are  the  most  sensi- 
tive about,  and  so,  when  they  are  not  being 
spendthrift,  not  spending  money  takes  top  prior- 
ity; even  where  responsible  action  would  dictate 
otherwise,  and  at  the  same  time  they  are  giving 
unctuous  lip  service  to  them,  they  damn  out  of 
hand  such  mundane  things  as  education  and  the 
public  health.  Statesmanship  is  seriously  under- 
developed. 

Even  though  it  makes  no  sense  at  all  in  a time 
of  inflation  and  diminishing  revenues,  and  is 
grossly  detrimental  to  the  public  welfare,  it  is  a 
matter  of  pride  with  the  governor  of  this  state 
that  any  increase  in  taxes  is  simply  not  going  to 
happen  during  his  administration,  come  hell  or 
high  water  (high  water  meaning,  I think,  water 
as  in  Noah’s  flood).  Neither  of  those  appears  im- 
minent at  the  moment,  or  at  least  not  to  me,  but 
some  other  equally  distressing  things  are,  one  of 
them  roughly  comparable  to  hell.  Such  are  the 
governor’s  fiscal  policies  that  there  is  little  pos- 
sibility of  properly  addressing  that  disaster. 

You  may  or  may  not  have  noticed,  but  a sig- 
nificant portion  of  this  issue  of  the  Journal  is  de- 
voted to  the  acquired  immunodeficiency  syn- 
drome (AIDS).  One  of  the  items  is  a surveillance 
report  on  AIDS  from  the  Tennessee  Department 
of  Health  and  Environment  (TDHE).  It  was 
written  by  Bernie  Ellis,  formerly  director  of  the 
TDHE’s  AIDS  surveillance  program;  its  submis- 
sion was  among  his  last  official  acts,  Mr.  Ellis 
having  resigned  from  the  TDHE  in  frustration 
over  the  failure  of  the  state  to  fund  the  program, 
or  more  accurately,  to  allow  the  program  to  be 
funded,  since  funding  came  from  a federal  grant. 
A hiring  freeze  that  has  been  in  effect  ever  since 
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the  governor  took  office  forbids  hiring  any  new 
personnel,  even  to  replacing  those  lost  for  any 
reason.  According  to  the  news  report  of  Mr.  El- 
lis’ resignation,  the  Commissioner  of  Health  took 
the  rap  like  a good  bureaucrat,  muttering  some- 
thing about  bad  for  morale  to  treat  one  program 
differently  from  another.  The  commissioner  is 
neither  stupid  nor  uninformed;  he  just  knows  that 
whether  or  not  the  boss  is  right,  he  is  always  the 
boss.  By  the  same  token,  though  the  commis- 
sioner is  a lawyer,  he  also  knows  that  AIDS  is 
not  in  the  same  category  as  anything  else  the 
TDHE  has  to  deal  with.  It  might,  therefore,  oc- 
cur to  him  that  morale  in  the  TDHE  might  be 
improved  and  not  damaged  by  paying  better  than 
average  attention  to  it.  But  to  play  the  game  ac- 
cording to  the  boss’s  rules,  he  had  to  say  some- 
thing, and  I guess  the  first  thing  that  came  to 
mind  would  be  neither  more  nor  less  inane  or 
inappropriate  than  the  next. 

There  is  some  indication  that  it  is  simply  ig- 
norance of  the  situation  that  is  the  governor's 
problem  as  applied  to  AIDS.  It  may  be  that  he 
has  simply  not  grasped  the  obvious  fact  that  AIDS 
is  no  longer  a disease  of  the  homosexual  com- 
munity, but  through  heterosexual  avenues  is  run- 
ning progressively  rampant  through  the  popula- 
tion at  large.  Or  maybe  he  has  grasped  it,  but 
thinks  his  constituents  haven’t,  which  is  even 
worse.  Though  there  is  some  evidence  that  the 
occurrence  rate  is  leveling  off  generally,  it  is 
picking  up  speed  among  our  teenagers.  We  know 
it  is  because  we  have  been  tracking  it  through 
the  surveillance  program  we  used  to  have.  With- 
out such  a program,  it  is  not  possible  to  know 
where  the  epidemic  is  coming  from,  or  to  predict 
where  it  is  going. 

What  else  the  governor  has  apparently  failed 
to  appreciate,  though  maybe  he  hasn't,  is  that 
Tennessee’s  status  with  the  Centers  for  Disease 
Control  of  the  U.S.  Department  of  Health,  Ed- 
ucation, and  Welfare  will  be  seriously  eroded  by 
failure  to  use  their  granted  funds  in  attempting 
to  control  AIDS  within  the  state.  The  argument 
about  damaged  morale  was  worn  thin  by  the  an- 
nouncement a day  or  so  later  that  the  state  is 
spending  a half-million  dollars  of  its  own  funds 
to  employ  two  additional  inspectors  to  control 
toxic  wastes,  thereby  subverting  the  excuse  of  not 
treating  one  program  differently  from  another. 
(This  is  all  providing  the  commissioner  was  quot- 
ed correctly  by  the  newspapers.  The  only  things 
I know  for  a fact  are  that  Bernie  Ellis  resigned 
in  frustration  over  lack  of  funding  of  the  AIDS 


program  and  the  TDHE’s  failure  to  use  the  fed- 
eral grant  money  for  the  purpose  it  was  granted 
for,  and  that  the  state  is  expanding  its  toxic  waste 
surveillance.) 

I certainly  do  not  wish  to  be  misunderstood  as 
to  my  appreciation  of  the  seriousness  of  the  threat 
posed  by  toxic  wastes;  it  is  as  great  as  any  we 
face.  On  the  other  hand,  funding  of  the  two  pro- 
grams is  not  an  either/or  situation;  the  AIDS 
program  would  cost  the  state  nothing,  and  in  fact 
it  is  the  lack  of  such  a program  that  will  cost  us. 
The  administration’s  persistent  apparent  lack  of 
appreciation  of  the  seriousness  of  the  AIDS  epi- 
demic is  typified  by  the  low  salaries  of  those  em- 
ployed in  the  AIDS  project  when  there  was  one. 
They  were  substantially  less  than  salaries  for 
comparable  positions  nationwide,  and  it  has  been 
only  the  dedication  of  people  like  Ellis  that  has 
allowed  those  positions  to  continue  being  filled 
at  all.  We  have  been  continually  losing  our  ca- 
pable people  to  other  states.  And  anyway,  every- 
body knows  we  have  to  do  something  about  toxic 
wastes,  and  fast;  it  would  seem  not  everybody, 
including,  apparently,  or  maybe  particularly,  the 
governor,  knows  we  have  to  do  as  much  as  we 
can  as  fast  as  we  can  about  AIDS. 

It  is  my  perception  that  the  governor  sees  the 
AIDS  epidemic  as  confined  to  the  urban  areas, 
and  has  therefore  decided  to  let  the  metropolitan 
departments  of  health  handle  the  matter.  He 
needs  to  be  made  to  understand  that  HIV  infec- 
tion is  not  solely  an  urban  problem,  but  that  it  is 
spreading  into  the  rural  areas,  and  it  is  doing  it 
through  the  adolescent  population.  Because  of  the 
long  incubation  period  of  the  virus,  this  is  a time 
bomb  waiting  to  go  off.  To  delay  action  simply 
because  the  epidemic  will  become  a major  prob- 
lem only  for  a future  administration,  by  which 
time  there  just  might  be  either  treatment  or  ad- 
equate prophylaxis  or  both — or,  more  realistical- 
ly, neither — is  dreadfully  irresponsible.  Only  an 
adequate  statewide  program  is  capable  of  dealing 
with  such  a fluid  situation.  Such  a program  is 
desperately  wanting. 

J.B.T. 


Earth  Day 

Back  about  30  years  ago  Senator  Gaylord  Nel- 
son got  to  worrying  about  the  state,  or  maybe  the 
future,  of  the  earth,  as  well  he  might  have  (and 
still  might),  and  set  about  having  a day  set  aside 
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for  everybody  to  worry  about  it.  At  some  point 
since  Senator  Nelson  accomplished  that  mission. 
Earth  Day  has,  following  the  example  of  inflation 
and  the  proliferation  of  vice-presidents,  expanded 
to  a week,  during  which  there  are  several  special 
days  of  one  sort  or  another,  culminating  in  Earth 
Day.  I really  haven’t  kept  up  with  the  nuances  of 
that  particular  celebration. 

Some  wag  once  observed  of  cancer  that  more 
people  seem  to  be  living  off  it  than  dying  of  it. 
Judging  from  the  unmitigated  hype  (for  the  untu- 
tored, a corruption  of  hyperbole)  to  which  we 
have  been  subjected  about  Earth  Week,  I think  it 
belongs  in  the  same  category  as  cancer  as  in  the 
above  context.  It  has  all  sort  of  reminded  me  of 
the  side  show  at  the  circus,  with  all  the  hucksters 
hawking  the  relative  merits  of  the  fat  lady,  the 
bearded  lady,  the  dog-faced  boy,  and  so  on. 

Please  don’t  misunderstand  me.  Nobody  except 
Scrooge,  and  possibly  me,  could  object  to  Christ- 
mas, and  he  did  it  only  on  principle,  perverse  though 
it  was.  My  objections  are  on  principle,  too;  I think 
mine  are  not  perverse.  Neither  do  I think  my  objec- 
tions to  Earth  Day,  which  are  also  on  principle,  are 
perverse;  my  quarrel  with  both  days  is  the  same.  It 
has  always  struck  me  as  hypocritical  that  on  one  day 
of  the  year  we  honor  the  Prince  of  Peace  with 
ostentations  of  good  fellowship,  brotherly  love, 
and  so  on,  and  on  the  other  364  days  declare  open 
season  on  the  human  race  and  all  its  endeavors 
except  those  to  which  (or  whom)  we  avow  unswerv- 
ing fealty,  and  those  are  generally  few. 

Today  is  my  birthday  (or  actually  it’s  the  anni- 
versary of  my  birth;  that’s  just  the  customary  way 
to  say  it).  I have  received  some  good  wishes — 
spoken,  written,  and  printed — and  I am  relatively 
confident  that  those  well-wishers  wish  me  well  at 
least  360  days  out  of  the  year  (I  hope  365,  but  I 
am  allowing  them  some  leeway),  else  they  prob- 
ably wouldn’t  have  recognized,  or  for  that  matter, 
even  known,  of  the  celebration,  or  cared  if  they 
had.  Such  is  not  the  case  with  Earth  Day,  how- 
ever. For  weeks  it  has  been  touted  on  every  TV 
channel  and  in  every  publication,  I think  the  world 
over.  (I  can’t  be  sure  about  that,  as  I can  speak 
with  certainty  about  only  those  I have  seen.  They 
are  legion.)  I suspect  there  has  been  a lot  of  Bah! 
Humbuggery  around  about  it,  too;  it  is  only  that 
that  has  been  kept  quieter. 

I have  great  respect  for  a stout,  resounding 
“Bah!  Humbug!’’  if  that’s  how  the  abstainer  feels. 
On  the  other  hand,  I don’t  have  much  respect  at 
all  for  those  celebrants  who  cheer,  “Long  live 
Mother  Earth,’’  or  murmur,  “God  rest  her  soul!” 
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and  then  dump  their  trash  out  the  car  window, 
trample  the  flowers,  and  otherwise  foul  her  nest. 
They  are  closet  humbuggers  without  the  stomach 
for  a good  old-fashioned  humbugging.  (Why  is  it 
that  saying  “guts”  is  indelicate,  but  saying  stom- 
ach ain’t?  Guts  is  what  I really  meant;  I just  lacked 
the  stomach  for  saying  so.) 

I personally  think  we  should  have  one  Earth 
Defamation  Day  every  year,  and  then  show  love 
and  respect  for  her  the  other  364,  instead  of  having 
it  the  other  way  ’round,  as  it  is  now.  Mother  Earth 
would  come  out  a lot  better  knowing  who  her 
enemies  are  than  knowing  the  ones  who  say  they 
are  her  friends.  I think  what  we,  like  the  little  bird 
in  the  cow  pile,  would  find  is  what  Mother  Earth 
already  knows,  which  is  that  not  everybody  who 
joins  in  the  celebration  is  necessarily  her  friend, 
and  that  not  everyone  who  refuses  is  necessarily 
her  enemy.  Because  it  is  a popular  bandwagon,  a 
lot  of  people  have  jumped  on  it,  and  many  of  the 
so-called  conservation  organizations  are  in  it  not 
for  Mother  Earth,  but  for  the  gain  of  their  orga- 
nizers. A lot  of  companies  have  been  formed  sim- 
ply to  profit  from  the  “movement,”  and  a lot  of 
earth’s  worst  defilers  are  getting  a lot  of  mileage 
with  the  public  on  only  token  measures.  (Lookee, 
Mom!  No  hands!) 

There  are  a lot  of  people  on  the  earth;  they 
have  to  be  fed,  clothed,  and  housed — in  most  in- 
stances better  than  they  are  now.  We  have  to  deal 
responsibly  with  those  needs,  as  well  as  with  the 
refuse  we  generate,  without  at  the  same  time  both 
destroying  all  the  wild  species  through  despoiling 
their  natural  habitat,  and  impoverishing  humanity 
mentally  and  spiritually  by  destroying  everything 
beautiful.  It  is  those  elements  that  are  often  over- 
looked, to  put  it  charitably,  in  the  name  of  the 
economy,  usually  a euphemism  for  shareholder 
profits.  As  a sometime  shareholder  in  various  and 
sundry,  and  a believer  in  the  free  enterprise  sys- 
tem (which  for  its  own  survival  cannot  embrace 
exploitation  of  resources,  human  or  otherwise),  I 
am  not  knocking  profit.  I would  only  observe  that 
what  is  lost  sight  of  in  the  avarice  of  the  moment 
is  that  environmental  responsibility  does  not  imply 
removing  profit.  If  anything  along  those  lines  is  to 
be  inferred,  it  would  be  only  that  profits  might  be 
reduced,  and  usually  that  by  not  very  much,  and 
often  only  temporarily. 

A poll  taken  jointly  by  the  Wall  Street  Journal 
and  NBC  News  indicates  that  the  public  is  over- 
whelmingly concerned  about  the  environment,  and 
is  willing  not  only  to  forego  some  of  its  luxuries, 
but  to  pay  the  increased  costs  that  will  necessarily 
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be  passed  along  by  manufacturers  in  trying  to  im- 
prove the  environment.  More  and  more  manufac- 
turers are  signifying  that  they  are  willing  to 
cooperate.  But  will  young  mothers  still  be  in  favor 
of  foregoing  disposable  didies  once  they  are  ac- 
tually faced  with  foregoing  disposable  didies? 
Cynically,  their  manufacturers  believe  not.  Only 
slightly  less  cynically,  I think  they  may  be  right.  It 
remains  to  be  seen. 

In  any  case,  one  day,  or  even  one  week,  a year 
won’t  do  it.  Neither  will  strident,  self-righteous 
cries,  imprecations,  and  recriminations.  It  is  going 
to  take  the  thoughtful,  persistent  attention  of 
everyone  on  the  globe  capable  of  giving  it  such 
attention.  Meanwhile,  I think  I’ll  join  Eliza  Doo- 
little in  her  entreaty:  “Never  do  I want  to  hear 
another  word.  Show  me  now!” 

I go  on  record  as  not  being  willing  to  hold  my 
breath. 

J.B.T. 


Impatience,  or, 

The  Belle  of  the  Baltic 

The  short  supply  of  patience  is  a major  contrib- 
utor to  problems  of  all  sorts,  not  only  patient  prob- 
lems, but  doctor  problems,  and  the  world’s 
problems,  too.  At  the  same  time,  those  exhibiting 
that  lack  in  a given  situation  just  might  tell  you  of 
already  protracted  long-suffering,  from  which  their 
patience  had  at  last  run  out.  The  Bible  is  filled 
with  exhortations  to  patience  and  long-suffering 
among  the  rebellious  impatient,  which  is  what  led 
Lenin  (or  maybe  it  was  Lenin  quoting  Karl  Marx — 
I forget)  to  observe  that  religion  is  the  opiate  of 
the  people.  By  religion  the  comrades  were  refer- 
ring to  Christianity,  but  as  it  turned  out,  that  wasn't 
really  what  they  meant.  What  they  meant  was 
precisely  what  they  said,  except  that  they  failed  to 
consider  that  Communism  was  (is)  itself  a religion. 
It  preaches,  instead  of  pie  in  the  sky,  pie  here  on 
earth  as  each  receives  according  to  his  need  while 
each  produces  according  to  his  ability.  When  the 
theory  didn’t  work  out  exactly  that  way  in  prac- 
tice, Lenin  (or  his  successors)  said  just  you  wait! 
It  will  come;  it  just  takes  time.  Have  patience, 
they  said,  until  we  can  suck  in  the  workers  of  the 
whole  world. 

That’s  what  Comrade  Mao  said,  too.  Have  pa- 
tience, he  said.  It  helped  that  both  Comrade  Stalin 
and  Comrade  Mao  believed  in  death  to  the  infidel 


(read  death  to  the  impatient),  and  there  was  a lot 
of  that  (death  and  impatience,  or  vice  versa).  That 
works  only  for  a while,  though.  In  some  places  it 
takes  longer  than  others,  but  after  a while  the 
People  (that’s  People  as  in  the  People’s  Republic 
of  whatever)  begin  to  doubt  that,  despite  disclaim- 
ers, the  republic  really  is  theirs.  That’s  when  they 
begin  to  adopt  the  philosophy  best  enunciated  by 
Patrick  Henry:  “Is  life  so  dear  and  peace  so  sweet 
that  they  must  be  purchased  at  the  price  of  chains 
and  slavery?  Forbid  it.  Almighty  God!’’  (or  who 
or  whatever  the  Almighty  is  they  pray  to). 

As  an  aside,  it  is  interesting  to  note  that  that  is 
precisely  what,  if  not  in  so  many  words,  Lenin  had 
trumpeted  in  Red  Square  as  he  denounced  the 
Tsar,  and  what  Mao  Tse-tung  had  preached  about 
Chiang  Kai-shek.  (In  fact,  Chiang  had  said  it  ear- 
lier about  the  Chinese  warlords.)  It  was  not,  of 
course,  original  with  them,  or  limited  to  Russia 
and  China.  It  was  the  theme  song  of  the  nobles, 
for  instance,  as  they  marched  against  King  John 
at  Runnymede.  It  is  a familiar  theme,  and  it  is 
cyclical;  what’s  more,  it  is  contagious.  Bastille  Day 
followed  hot  on  the  heels  of  the  signing  of  the 
Declaration  of  Independence. 

Modern  Communism,  which  in  fact  is  anything 
but  Communism  as  strictly  defined,  began  unrav- 
eling just  a year  ago  in  Tiananmen  Square  in  Bei- 
jing when  the  young  intellectuals  of  China  decided 
they  had  enjoyed  about  all  they  could  stand  of 
whatever  it  was  they  had  been  enjoying,  and  so 
they  simply  filled  up  the  square  with  several 
hundred  thousand  students  and  started  having 
themselves  a ball.  It  was  great  fun  while  it  lasted, 
but  as  all  things  must,  it  had  to  come  to  an  end, 
or  so  said  the  establishment.  In  this  case  it  ended 
tragically,  at  least  for  China.  The  ripple  effect 
from  it,  though,  turned  into  a tidal  wave  that  swept 
over  Eastern  Europe  and  rattled  the  teacups  in 
the  Kremlin.  Even  the  Soviet  Union  itself,  which 
was  already  showing  some  cracks,  is  now  threat- 
ening to  come  unglued. 

Whether  it  indeed  will  come  unglued  or  not  is 
quite  another  matter.  You  will  doubtless  have  a 
better  idea  about  that  when  you  read  this  than  I 
do  as  I write  it,  because  things  will  have  ripened  a 
lot  by  then.  On  the  other  hand,  you  may  not.  Since 
such  things  are  impossible  to  predict,  planning  for 
the  future,  though  not  foolish,  is  nonetheless  iffy. 
A few  months  back  I said,  and,  unless  memory 
plays  me  false,  a not  entirely  unlikely  possibility, 
almost  everybody  else  also  said.  Sure,  the  Berlin 
wall  is  down.  But  a unified  Germany?  Forget  it. 
(Just  remember  that  at  the  same  time  as  Hitler 


JULY,  1990 


365 


was  starting  World  War  II,  Neville  Chamberlain 
came  out  of  a meeting  with  him  waving  a paper 
and  proclaiming  Peace  in  Our  Time.  A little  later, 
just  after  having  signed  a non-aggression  pact  with 
Stalin,  Hitler  laid  siege  to  Stalingrad.  So  much  for 
the  crystal  ball.) 

Like  to  take  a stab  at  it  yourself  this  time?  Join 
a lot  of  members  of  Congress,  including  our  own 
Hero  of  The  Republic,  the  Honorable  Chairman 
of  the  Senate  Budget  Committee.  Dismantle  our 
military,  they  say.  It  will  save  a lot  of  money.  Pull 
out  of  Europe;  Communism,  and  therefore  the 
Communist  Threat,  is  dead,  they  say.  The  Soviet 
economy  is  bankrupt,  they  say,  and  can’t  afford 
any  military  action.  What  they  don’t  say  is  that 
either  they  aren’t  familiar  with  history,  or  else  they 
haven’t  learned  anything  from  it.  (The  backyards 
of  history  are  littered  with  the  bones  of  their  spir- 
itual forebears.  I would  just  like  to  go  on  record 
as  disliking  the  idea  of  having  my  bones  added  to 
that  litter  simply  because  of  myopic  leadership.) 
The  Soviet  war  machine  is  still  intact,  even  if  ours 
isn’t,  and  though  I believe  President  Gorbachev 
would  for  several  reasons  dislike  using  it,  he  might 
not  dislike  using  it  enough  not  to  use  it,  given  that 
it  might  take  using  it  for  him  to  stay  President, 
which  I expect  is  quite  reasonably  his  first  priority. 
After  all,  an  ex-president  of  anything  has  very 
little  clout  anywhere,  and  particularly  in  the  Soviet 
Union,  if  history  is  to  be  trusted — which  maybe  it 
isn’t.  Though  the  players  and  the  rules  may  have 
changed,  the  game  is  the  same  and  the  aim  is  the 
same.  This  seems  to  me  a poor  time  to  mount  a 
test  case. 

That  is  precisely,  though,  intentionally  or  not, 
what  Lithuania  has  set  about  doing,  at  a time  when 
such  a test  case  could  have  a ripple  effect  of  its 
own.  The  ripple  this  time  might  set  off  a reverse 
tidal  wave  that  could  roar  all  the  way  back  to 
Tiananmen  Square.  Then  there  we  would  be.  The 
entire  Eastern  European  situation  appears  to  have 
had  its  origins  in  a faltering  economy,  which  has 
improved  little,  but  the  status  quo  appears  very 
fragile  to  me.  I don’t  know  at  what  point  it  be- 
comes expedient  for  the  Soviet  Union  to  flex  its 
military  muscles,  and  hang  the  expense.  I suspect 
nobody  else  has  a very  good  handle  on  that  one, 
either.  After  economic  sanctions  against  Lithu- 
ania, then  what?  (Silly  question;  you  already 
know.) 

Which  gets  us  back  around  to  patience.  The 
record  of  the  United  States  in  supporting  its  friends 
in  their  hour  of  need  is  less  than  sterling.  Despite 
our  vaunted  commitment  to  self-determination, 
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we  deserted  Hungary  back  in  the  ’60s  when  they 
needed  us  most.  We  are  now  in  the  position  of  not 
supporting  Lithuania  in  its  bid  for  secession  from 
the  Soviet  Union.  Except  that  in  my  estimation, 
which  might  not  have  unanimous  approbation,  I 
think  we  are  not  called  upon  to  support  them.  I’m 
not  certain  that  any  enemy  of  the  Soviet  Union 
(maybe  antagonist  is  better)  needs  to  be  automat- 
ically considered  our  ward.  Though  I understand 
Lithuania’s  impatience  with  the  system,  Lithuania 
is  rocking  a very  unstable  vessel  that  is  perpetually 
teetering  on  the  brink  of  disaster.  Coming  to  the 
aid  of  sovereign  states,  such  as  Hungary  and  other 
such,  is  one  thing.  Messing  around  in  the  internal 
affairs  of  the  Soviet  Union,  under  which  Lithuania 
falls,  regardless  of  the  manner  in  which  the  coun- 
try was  pressed  into  service,  would  be  a violation 
of  Soviet  sovereignty,  and  we  wouldn’t  like  them 
messing  around  in  ours.  (In  fact,  we  haven’t  liked 
it  when  they  did,  only  they  didn’t  do  it  out  in  front 
of  God  and  everybody,  as  we  would  be  doing.) 
Right  here  at  home.  New  York  State  has  a war  of 
sorts  going  on  right  now  with  the  Mohawk  nation, 
which  describes  itself  as  sovereign,  and  not  subject 
to  the  laws  of  the  United  States.  Maybe  we  would 
like  Mr.  Gorbachev  to  help  out? 

There  is  a problem,  which  I am  sure  you  can 
appreciate,  in  expressing  opinions  that  will  not  see 
light  for  three  months,  roughly,  which  is  when  this 
will  appear  in  print.  In  a situation  moving  as  rap- 
idly as  this  one  is,  that  can  make  you  look  like  a 
ninny.  This  might  all  be  resolved  by  then,  might 
not  be  resolved  at  all  by  then,  or  be  either  more 
or  less  on  its  way  toward  being  resolved  by  then 
than  it  is  now.  Could  even  be  that  no  one  will  care. 
And  of  course  the  worst  case  scenario  (an  expres- 
sion I detest,  incidentally)  would  be  that  no  one 
will  be  around  to  care. 

However  that  may  be,  right  now  it  seems  to  me 
Lithuania  is  doing  no  one,  least  of  all  their  own 
citizens,  a favor  in  pursuing  their  present  course. 
If  one  is  not  patient,  one  might  wind  up  a patient, 
in  which  case  he  (a  generic  pronoun  used  here  to 
represent  whatever  entity  happens  to  be  impatient 
at  the  moment,  such  as  Lithuania,  the  Mohawks, 
most  men  and  women,  and  all  children  of  both 
sexes)  might  have  to  endure  more  than  he  would 
have  had  to  endure  had  he  exercised  forebear- 
ance.  Lithuania,  or  at  least  the  government  of 
Lithuania,  considers  that  it  has  been  exercising 
patience  for  nigh  onto  50  years,  and  the  time  is 
now.  President  Gorbachev  thinks  the  people 
should  be  given  the  opportunity  to  express  them- 
selves, which  he  considers  they  have  not  done; 
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only  their  parliament  has,  and  he  considers  that 
not  sufficient.  Right  now  the  situation  is  at  a stand- 
off, but  I shouldn’t  count  on  a rerun  of  the  David 
and  Goliath  act  if  I were  you.  It  is  not  the  hotheads 
like  Patrick  Henry  who  make  things  go  after  stir- 
ring them  up.  It  is  the  Washingtons,  the  Jeffer- 
sons — the  coolheads;  some  of  those  need  to  come 
to  the  fore  in  Lithuania  right  now. 

However  that  one  turns  out,  it  is  unlikely  that 
the  fate  of  the  world  hinges  on  what  happens  on 
the  Baltic,  though  of  course  it  might;  who  knows? 
But  there  are  hotter  spots  on  the  globe  than  that 
one.  I’m  afraid — literally — that  the  most  likely  hot 
spot  for  civilization  to  bow  out  might  just  be  the 
spot  where  it  bowed  in — on  the  banks  of  the  rivers 
Tigris  and  Euphrates.  I’m  trying  to  be  patient,  but 
I’m  keeping  an  eye  on  that  one,  is  what  I’m  doing. 
As  I indicated  earlier,  those  things  are  hard  to 
predict.  In  any  case.  I’m  not  certain  worrying  (note, 
I said  worrying,  not  caring)  about  global  warming 
and  the  greenhouse  effect  is  a productive  exercise. 
Earth  Day  hype  to  the  contrary  notwithstanding. 
You  will  probably  be  just  wasting  good  worrying 
time.  If  you  just  must  worry  about  something, 
though,  either  one  of  those  is  probably  just  as 
good  as  the  other. 

Meanwhile,  there  I am  out  there  on  my  limb, 
saw  in  hand. 

J.B.T. 


C.  C.  Johnson,  age  78.  Died  April  24.  1990.  Graduate 
of  University  of  Tennessee  College  of  Medicine. 
Member  of  Hawkins  County  Medical  Society. 

Fred  Ward  Ryden,  age  70.  Died  May  5,  1990.  Gradu- 
ate of  Vanderbilt  University  School  of  Medicine. 
Member  of  Nashville  Academy  of  Medicine. 
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The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

CONSOLIDATED  MEDICAL  ASSEMBLY  OE 
WEST  TENNESSEE 

Ron  Craig  Bingham,  M.D.,  Jackson 


TMA  Members  Receive 
AMA  Physician's  Recognition  Award 

The  following  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during 
April  1990.  This  list,  supplied  by  the  AMA,  does 
not  include  members  who  reside  in  other  states. 

Physicians  can  receive  the  PR  A certificate, 
valid  for  one,  two,  or  three  years,  for  the  one- 
year  award,  physicians  report  50  hours  of  con- 
tinuing medical  education,  including  20  hours  of 
Category  1;  for  the  two-year  award,  physicians 
report  100  hours  of  CME,  including  40  hours  of 
Category  1;  for  the  three-year  award,  physicians 
report  150  hours  of  CME,  60  of  which  are  Cat- 
egory 1. 

David  G.  Alfredson,  M.D.,  Belfast 
Coleman  L.  Arnold,  M.D.,  Chattanooga 
George  F.  Bale,  M.D.,  Memphis 
Ralph  M.  Bard,  M.D.,  Tullahoma 
Jack  Benhayon,  M.D.,  Knoxville 
Terry  M.  Bingham,  M.D.,  Harriman 
Terry  C.  Borel,  M.D.,  Johnson  City 
Samuel  H.  Dillard,  Jr.,  M.D.,  Nashville 
Michael  H.  Gold,  M.D.,  Nashville 
Eugene  R.  Kidwell,  Jr.,  M.D.,  Kingsport 
Gulla  B.  Krishna,  M.D.,  Tullahoma 
Rodger  P.  Lewis,  M.D.,  Union  City 
William  E.  Long,  M.D.,  Memphis 
William  A.  Toy,  M.D.,  Oak  Ridge 
John  S.  McNulty,  M.D.,  Cleveland 
Ward  C.  Parsons,  III,  M.D.,  Memphis 
Brian  R.  Swenson,  M.D.,  Nashville 
Marion  B.  Tallent,  Jr.,  M.D.,  Nashville 


HENRY  COUNTY  MEDICAL  SOCIETY 

Charles  Allen  Walker,  M.D.,  Paris 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Peter  W.  Carter,  M.D.,  Knoxville 
John  G.  Niethammer,  III,  M.D.,  Knoxville 
Paula  Z.  Peeden,  M.D.,  Knoxville 
David  L.  Shiipp,  M.D.,  Knoxville 
A.  David  Sliitzker,  M.D.,  Knoxville 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Lelon  O.  Edwards,  Jr.,  M.D.,  Memphis 
Evelyn  Wilkerson  Gay  den,  M.D.,  Memphis 
Steven  Nicholas  Rice,  M.D.,  Memphis 
Mary  Cathleen  Schanzer,  M.D.,  Memphis 
William  C.  Stewart,  M.D.,  Memphis 
Michael  P.  Varley,  M.D.,  Memphis 

NASHVILLE  ACADEMY  OF  MEDICINE 

Newton  Perkins  Allen,  Jr.,  M.D.,  Nashville 
Edward  Neal  Brin,  M.D.,  Nashville 
T.  Wayne  Day,  M.D.,  Nashville 
Jeffrey  P.  Lawrence,  M.D.,  Nashville 
Jon  Howard  Levine,  M.D.,  Nashville 
Eric  Lee  Raefsky,  M.D.,  Nashville 
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Thomas  C.  Thomas,  M.D.,  Nashville 
Carl  Griffin  Trotter,  M.D.,  Nashville 
Karen  Lynn  VanBuren,  M.D.,  Nashville 

OVERTON  COUNTY  MEDICAL  SOCIETY 

John  R.  Clough,  M.D.,  Livingston 


YOCON' 

YOHIMBINE  HCI 


RUTHERFORD  COUNTY/STONES  RIVER 
ACADEMY  OF  MEDICINE 

David  E.  Ours,  M.D.,  Murfreesboro 
Gollakota  Satva  Rekha,  M.D.,  Murfreesboro 


jpcf/OAol  fieui/ 


Dabney  James,  M.D.,  Chattanooga,  has  been  elected 
a Fellow  of  the  American  College  of  Physicians. 


cinnouncemcfik/ 


CALENDAR  OF  MEETINGS 

NATIONAL 


Aug. 

1-5 

American  Association  of  Medical  Society 
Executives — Hyatt  Regency,  Baltimore 

Aug. 

1-5 

National  Medical  and  Dental  Association — 
Mt.  Airy  Lodge,  Pa. 

Aug. 

8-12 

3rd  Annual  Meeting  of  the  Southern  Asso- 
ciation for  Oncology — Orlando,  Fla. 

Aug. 

10-15 

Association  of  Medical  Illustrators — Wynd- 
ham  Franklin,  Philadelphia 

Aug. 

12-16 

American  Society  for  Pharmacology  and 
Experimental  Therapeutics — Milwaukee 

Aug. 

18-24 

9th  Annual  Meeting  of  the  Society  of  Mag- 
netic Resonance  in  Medicine — New  York. 

Sept. 

4-7 

American  Group  Practice  Association — 
Hyatt  Grand  Cypress,  Orlando 

Sept. 

6-8 

American  Academy  of  Facial  Plastic  and 
Reconstructive  Surgery — San  Diego 

Sept. 

6-8 

American  Academy  of  Otolaryngic  Aller- 
gy— San  Diego 

Sept. 

8 

American  Rhinologic  Society — San  Diego 

Sept. 

9-13 

American  Academy  of  Otolaryngology-Head 
and  Neck  Surgery — San  Diego 

Sept. 

13-15 

American  College  of  Nuclear  Medicine — 
Sheraton  Hotel,  Baltimore 

Sept. 

16-19 

American  College  of  Emergency  Physi- 
cians— San  Francisco  Marriott 

STATE 

Aug.  17-19  Tennessee  Society  of  Anesthesiology.  Fall 
Scientific  Session — Sheraton  Plaza  Hotel, 
Johnson  City 

Sept.  13-15  Tennessee  Pediatric  Society  and  Vanderbilt 
Pediatric  Symposium — University  Club  of 
Nashville 


Desciiptioii:  Yohimbine  is  a 3a-15a-20B*17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Bentti.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  Is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  m male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulabng  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion aiKl  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Imiications:  Yocon^  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offers!  of  additional  contraindications 

Warniiq:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  diug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
(tomplex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug. ^-2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.  T3 
Oo^ige  and  Adntinlstratton:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ^ 4 1 tablet  (5.4  mg)  3 times  a day,  to  sulult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  ^piiod:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NOC  53159-001-01  and  1000's  NDC 
53159-001-10. 

References: 

1.  A.  Morales  et  al..  New  England  Journal  of  Medi- 
cine: 1221.  November  12. 1981. 

2.  Goodman,  Gilman  — The  Pharmacological  basis  | 
ofTherapeutIcs  6th  ed„  p.  176-188. 

McMillan  December  Rev.  1/85. 

3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

j 4,  A.  Morales  et  al. , The  Journal  of  Urology  128; 

45-47, 1982. 
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AVAILABLE  AT  PHARMACIES  NATIONWIDE 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
1-800-237-9083 
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Cf  Mind? 


Theocritus,  230  B.C. 


Charles  M.  Cooper,  M.D.  Morgan  E.  Scott,  M.D.  Neil  P.  Dubner,  M.D.  Arthur  E.  Kelley,  M.D.  Basil  E.  Roebuck,  M.D. 


3on  L.  Weston,  M.D.  Orren  LeRoyce  Royal,  M.D.  G.  Paul  Hlusko,  M.D.  D.  Wilfred  Abse,  M.D.  Ronald  L.  Myers,  M.D.  Hal  G.  Gillespie,  M.D. 


eek  poet  Theocritus  said  it.  The  eleven  men 
10  comprise  the  Active  Medical  Staff  of  Saint 
?ans  Hospital  practice  it.  Every  day. 

They  combine  years  of  study  and  experience 
5ring  patients  the  best  available  care  for  emo- 
"lal  and  psychological  troubles.  Their  special 
crests  cover  the  broadest  spectrum  of  psychiatric 
atment,  resulting  in  both  adult  and  adoles- 
it  programs  for  chemical  dependency,  eating 


disorders,  phobias  and  anxieties,  and  pain 
management. 

Our  doctors  lead  a large  group  of  professionals 
and  volunteers  who  make  compassion  and  expert 
care  a way  of  life.  Saint  Albans.  Today  and  for  the 
past  74  years  we  are 

concerned,  above  Soiflt  AlOOHS 

^fcad**^Hosptol 

Radford,  Virginia  (703)  639-2481 


Minutes  of  the  Tennessee  State 
Board  of  Medical  Examiners  Meetings 

January  16-17,  1990 


Members  Present:  Duane  C.  Budd,  M.D.,  President 
William  W.  Cloud,  M.D.,  Secretary 
Chris  Blevins,  M.D. 

Edgar  Scott,  M.D. 

Oscar  McCallurn,  M.D. 

Reciprocity.  The  following  reciprocity  applicants 
were  interviewed  and  approved:  Drs.  Frances  F.  Bak- 
er, Stewart  Bramson,  Peyton  R.  Evans,  Robert  Mel- 
gaard,  John  M.  Miller,  and  Johnny  J.  Morgan.  Dr. 
Robert  Wells  was  interviewed  and  action  deferred  un- 
til further  information  could  be  obtained  from  coun- 
sel, Mr.  Bill  Penny,  regarding  the  procedures  followed 
by  Medivision. 

Foreign  Graduates.  Interviews  were  conducted  on 
foreign  graduates  and  the  following  were  approved  for 
licensure;  Drs.  Sabitha  S.  Hudek,  Henry  A.  Sakow,  and 
Jatin  B.  Shak.  Dr.  Stephen  S.  Able  was  interviewed 
and  action  deferred  until  March  1990.  At  that  time,  he 
would  be  within  three  months  of  graduating  from  his 
residency  program.  He  does  not  need  to  reappear  in 
March.  Dr.  Aurora  Capule  was  interviewed.  She  re- 
ceived a low  score  on  Part  I of  FLEX  and  is  not  Board 
certified,  therefore  licensure  was  denied. 

Reinstatement  Request — Failure  to  Renew.  Dr.  Em- 
mett R.  Hall,  Jr.  appeared  and  was  approved  to  be 
reinstated  upon  payment  of  all  back  fees  and  the  pen- 
alty. Dr.  Harvey  Anderson  appeared  and  was  denied 
reinstatement  based  upon  noncompliance  with  an 
Agreed  Order  entered  in  1988. 

Request  for  1990  Renewal.  The  following  appeared 
and  submitted  documentation  as  outlined  to  request 
renewal  of  their  license  for  1990:  Drs.  Rose  Horne  and 
Carol  Gorban  were  approved  for  the  1990  renewal  and 
were  requested  by  the  Board  to  appear  again  next  year 
with  support  documents  as  outlined  in  the  orders. 

Appeal  Requests  of  Board  Decision 

Dr.  Marvin  E.  McElroy  had  previously  been  denied 
licensure  based  on  not  having  three  years  residency 
training  in  a continuous  program.  The  IBoard  reviewed 
his  request  and  denied  his  appeal  for  license.  It  was 
recommended  that  Dr.  McElroy  enter  a one-year  In- 
ternal Medicine  Program  in  an  approved  training  pro- 
gram. He  may  petition  for  a license  after  six  months  if 


(Parts  of  these  minutes  not  relevant  to  the  medical  profession  have 
been  deleted.) 
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the  Board  receives  assurance  from  the  program  direc- 
tor that  the  training  is  going  well.  At  that  time,  Dr. 
McElroy  could  be  considered  contingent  upon  his  suc- 
cessfully completing  the  program. 

Dr.  Laura  Pollock  was  previously  denied  licensure 
based  upon  action  taken  by  Miami  Valley  Hospital  and 
the  malpractice  suits.  Dr.  Pollock  requested  the  Board 
reconsider  and  offered  some  documentation  and  infor- 
mation on  the  malpractice  suits.  The  Board  voted  to 
defer  action  until  receipt  of  complete  information  was 
received  from  Miami  Valley  Hospital  and  the  docu- 
mentation on  the  malpractice  suits. 

Dr.  Milan  J.  Packowich  requested  an  appeal  of  his 
denial  of  licensure  based  on  problems  in  New  Jersey. 
The  Board  agreed  that  Dr.  Packowich’s  appeal  be  de- 
nied based  on  the  action  taken  by  the  Board  of  Med- 
ical Examiners  of  New  Jersey  and  found  his  procedure 
of  therapy  unacceptable. 

Agreed  Orders 

Name:  Dr.  Donald  Schwisow 

Violation:  Overprescribing. 

Action:  Dr.  Schwisow  will  maintain  a log  of  all  pre- 
scription and  dispensed  controlled  substances  and  sub- 
mit a copy  of  the  log  to  the  Board  monthly.  He  will 
be  on  probation  for  one  year. 

Name:  Dr.  Pedro  Galvez 

Violation:  Overprescribing. 

Action:  Dr.  Galvez  will  attend  a course  dealing  with 
overprescribing.  (Dr.  David  Dodd  will  choose  the 
course.)  DEA  privileges  surrendered  until  at  least  July 
1,  1990.  Maintain  a log  of  controlled  substances  pre- 
scribed and  submit  monthly  reports  to  the  Board.  Must 
complete  a minimum  of  50  hours  of  CME. 

Name:  Dr.  Kenneth  Wiley 

Violation:  Overprescribing. 

Action:  DEA  privileges  restricted — controlled  sub- 
stances may  be  prescribed  only  in  a hospital  setting 
with  all  such  orders  being  countersigned  by  another 
staff  psychiatrist.  Must  take  courses  in  pharmacology 
and  overprescribing.  (Dr.  David  Dodd  will  choose 
courses.) 

Name:  Dr.  Steven  Bell 

Violation:  Overprescribing. 

Action:  Probation  for  three  years.  Will  not  pre- 
scribe schedule  II,  IIN,  or  III  controlled  substances  for 
three  months. 

JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


Name:  Dr.  George  McElroy 

The  attorney  for  Dr.  George  McElroy  presented  an 
Agreed  Order  to  the  Board.  The  Board  voted  not  to 
accept  the  order  as  presented. 

Hearing 

Name:  Dr.  Dewey  Hood 

Violation:  (1)  Overprescribing.  (2)  Violation  of 
previous  Order  of  Probation. 


Action:  (1)  Dr.  Hood’s  license,  which  had  previ- 
ously been  Summarily  Suspended,  was  reinstated.  (2) 
He  will  remain  on  probation.  (3)  DEA  license  surren- 
dered for  six  months.  (4)  Must  take  courses  recom- 
mended by  Dr.  David  Dodd.  (5)  After  six  months  his 
schedule  IV  and  V privileges  may  be  reinstated  if  he 
provides  proof  of  completion  of  required  courses.  (6) 
After  six  months  another  audit  of  his  prescribing  prac- 
tices will  be  done — then  schedule  II  and  III  privileges 
may  be  reinstated.  (7)  Four-year  probation. 


February  3-4,  1990 


Members  Present:  Duane  C.  Budd,  M.D.,  President 
William  W.  Cloud,  M.D.,  Secretary 
Oscar  M.  McCallum,  M.D. 

Edgar  Scott,  M.D. 


Dr.  Frank  H.  Lambert.  Mr.  Frank  Scanlon  pre- 
sented to  the  Board  a request  fc#  a continuance  of  the 
hearing  on  Dr.  Frank  Lambert.  Information  was  pre- 


sented that  Dr.  Lambert  was  in  a treatment  program 
in  Minnesota  and  the  program  would  not  conclude  un- 
til Feb.  21,  1990.  It  was  agreed  that  the  hearing  on 
Dr.  Lambert  be  held  as  scheduled  on  Feb.  17-18,  1990 
or  that  Dr.  Lambert  surrender  his  DEA  certificate  and 
his  license  until  a hearing  is  held.  Mr.  Scanlon  con- 
ferred w'ith  Dr.  Lambert  and  agreed  to  surrender  his 
medical  license  and  DEA  privileges  until  after  a hear- 
ing before  the  Board.  /— 


WeVe  making  Pnrsches 
faster  than  ever. 


0 to  60  in  5. 5 seconds 

Introducing  the  all  new  Porsche  911  Carrera  2.  Although  we  still 
build  each  one  slowly  by  hand,  it’s  the  fastest  Porsche  we  make.  Call 
and  arrange  your  test  drive  today.  After  all,  they  will  go  fast, 


PREMIER 


Porsche 

660  Lafayette  Street 

c 1990  Porsche  Cars  \orth  America.  Inc  (across  from  Sears) 

Porsche  does  not  recommend  exceeding  speed  hmils.  (615)  742-8000 
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Hamel  B.  Eason,  M.D.,  Chairman Germantown 

Rex  A.  Amonette.  M.D Memphis 

Howard  L.  Salyer.  M.D Nashville 

William  O.  Miller.  M.D Knoxville 

R.  Benton  Adkins,  Jr.,  M.D Nashville 

COMMIHEE  ON  EXHIBITS 

Dennis  A.  Higdon.  M.D Memphis 


TRAVEL  COMMITTEE 

William  O.  Miller,  M.D.,  Chairman Knoxville 

Hamel  B.  Eason,  M.D Germantown 

Howard  L.  Salyer,  M.D Nashville 

TENNESSEE  MEDICARE  ACCESS  COMMITTEE 

William  O.  Miller,  M.D.,  Chairman Knoxville 

Hamel  B.  Eason,  M.D Germantown 

James  M.  High,  M.D Madison 

M.  Douglas  Leahy,  M.D Knoxville 

Richard  T.  Light,  M.D Nashville 

Hays  Mitchell,  M.D McDonald 

Charles  W.  White,  M.D Lexington 

ANNUAL  MEETING  COMMITTEE 

Hamel  B.  Eason,  M.D Germantown 

Howard  L.  Salyer,  M.D Nashville 

George  H.  Wood.  M.D Knoxville 

Dennis  A.  Higdon,  M.D Memphis 

BUILDING  COMMITTEE 

William  O.  Miller,  M.D Knoxville 

James  T.  Craig,  Jr. , M.D Jackson 

Hamel  B.  Eason,  M.D Germantown 

John  B.  Thomison.  M.D Nashville 

Howard  L.  Salyer,  M.D Nashville 
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STANDING  COMMITTEES  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


COMMIHEE  ON  LEGISLATION 

Charles  W.  White,  M.D.,  Chairman Lexington 

James  M.  High,  M.D Madison 

James  C.  Bradshaw,  Jr. , M.D Lebanon 

Thurman  L.  Pedigo,  M.D McMinnville 

Allen  S.  Edmonson,  M.D Memphis 

James  T.  Craig,  Jr.,  M.D Jackson 

James  R.  Royal,  M.D Chattanooga 

David  G.  Gerkin,  M.D Knoxville 

Nat  E.  Hyder,  Jr.,  M.D Johnson  City 

John  B.  Thomison,  M.D.  (Ex-Officio) Nashville 

Richard  T.  Light,  M.D.  (Ex-Officio) Nashville 

Ralph  E.  Wesley,  M.D.  (Ex-Officio) Nashville 

Mrs.  Marceleen  R.  Alford  (Ex-Officio) Nashville 

Mrs.  Johnnie  Amonctte  (Ex-Officio) Memphis 

Rex  A.  Amonette,  M.D. 

(Div.  Coordinator)  Memphis 


Chairman  of  Four  Metropolitan  Societies' 

Legislative  Committees 

H.  Victor  Brarcn,  M.D Nashville 

Robert  D.  Kirkpatrick,  M.D Memphis 

David  G.  Gerkin,  M.D Knoxville 

David  R.  Barnes,  M.D Chattanooga 

COMMITTEE  ON  GOVERNMENTAL  MEDICAL  SERVICES 

Eugene  W.  Fowinkle,  M.D.,  Chairman Nashville 

Bergein  F.  Overholt,  M.D Knoxville 

Hays  Mitchell,  M.D McDonald 

David  K.  Garriott,  M.D Kingsport 

Dee  J.  Canale,  M.D Memphis 

Arden  J.  Butler,  Jr.,  M.D Ripley 

Oscar  M.  McCallum,  M.D Henderson 

William  F.  Fleet,  Jr.,  M.D Goodlettsville 

Robert  W.  Herring,  Jr.,  M.D Nashville 

Richard  T.  Light,  M.D.  (Ex-Officio) Nashville 

Rex  A.  Amonette,  M.D. 

(Div.  Coordinator)  Memphis 


COMMIHEE  ON  CONSTITUTION  AND  BYLAWS 


John  H.  Burkhart,  M.D.,  Chairman Knoxville 

R.  Leslie  Hargrove,  M.D Knoxville 

Henry  P.  Pendergrass,  M.D Nashville 

David  R.  Yates,  M.D ffermitage 

F.  Hammond  Cole,  Jr.,  M.D Memphis 

C.  Eugene  Jabbour,  M.D Memphis 


PEER  REVIEW  COMMITTEE 

Clarence  R.  Sanders,  M.D.,  Chairman Gallatin 

James  R.  Royal,  M.D Chattanooga 

James  T.  Galyon,  M.D Memphis 

John  B.  Thomison,  M.D Nashville 

William  O.  Miller,  M.D Knoxville 

John  W.  Lamb,  M.D. 

(Div.  Coordinator) Nashville 


COMMITTEE  ON  COMMUNICATIONS  AND  PUBLIC  SERVICE 


Robert  E.  Bowers,  M.D.,  Chairman Chattanooga 

Alfred  P.  Rogers,  M.D Chattanooga 

William  R.  McKissick,  M.D Knoxville 

L.  D.  Strader,  Jr.,  M.D Bristol 

Charles  E.  White,  M.D Memphis 

Eugene  J.  Spiotta,  Jr.,  M.D Memphis 

James  T.  Craig,  Jr.,  M.D Jackson 

Fred  Ralston,  Jr.,  M.D Fayetteville 

John  W.  Lamb,  M.D Nashville 

John  B.  Thomison,  M.D.  (Ex-Officio) Nashville 

Robert  E.  Bowers,  M.D. 

(Div.  Coordinator)  Chattanooga 


Hays  Mitchell,  M.D McDonald 

Duane  C.  Budd,  M.D Johnson  City 

Melborne  A.  Williams,  M.D Nashville 

Henry  P.  Pendergrass,  M.D Nashville 

Charles  E.  Jordan.  HI,  M.D Cookeville 

Richard  T.  Light,  M.D.  (Ex-Officio) Nashville 

Robert  E.  Bowers,  M.D. 

(Div.  Coordinator)  Chattanooga 

IMPAIRED  PHYSICIAN  PEER  REVIEW  COMMIHEE 

Charles  B.  Thorne,  M.D.,  Chairman Nashville 

Charles  S.  Hertz,  Jr.,  M.D Jackson 

Parks  W.  Walker.  Jr.,  M.D Memphis 

Kenneth  Tullis,  M.D Memphis 

Robert  W.  Booher,  M.D Maryville 

David  G.  Gerkin,  M.D Knoxville 

Walter  Puckett,  III,  M.D Chattanooga 

William  W.  Cloud,  M.D Knoxville 

Daniel  J.  David,  M.D Johnson  City 

A.  Glenn  Kennedy,  M.D Knoxville 

Ben  D.  Hall.  M.D Johnson  City 

William  C.  Anderson.  M.D Nashville 

Thomas  B.  Miller,  M.D Madison 

David  T.  Dodd,  M.D.  (Medical  Director) Murfreesboro 

Mrs.  Gayanne  Burns  (Auxiliary  Rep.) Signal  Mtn. 

R.  Benton  Adkins,  Jr.,  M.D. 

(Div.  Coordinator)  Nashville 

COMMIHEE  ON  CONTINUING  MEDICAL  EDUCATION 

Winston  P.  Caine,  Jr.,  M.D.,  Chairman Chattanooga 

Jefferson  Pennington,  M.D Nashville 

J.  Kelley  Avery,  M.D Nashville 

Cynthia  C.  Youree.  M.D Brentwood 

Charles  T.  Womack,  111,  M.D Cookeville 

Thomas  K.  Ballard,  M.D Jackson 

Daniel  R.  Ramey.  HI.  M.D Memphis 

T.  James  Humphreys,  M.D Jackson 

Joseph  A.  Weinberg,  M.D Germantown 

William  P.  Grigsby,  M.D Kingsport 

Hal  S.  Stubbs.  M.D Bristol 

Joseph  W.  Harb,  M.D Knoxville 

Richard  J.  DePersio,  M.D Knoxville 

Jack  B.  McCallie.  M.D Chattanooga 

John  B.  Thomison.  M.D.  (Ex-Officio) Nashville 

Howard  L.  Salyer.  M.D. 

(Div.  Coordinator)  Nashville 


Representatives  of  Medical  Schools  and  Clinical  Education  Centers 
James  H.  Donnell.  M.D. — UTCEC,  Jackson 
E.  William  Rosenberg,  M.D. — UTCHS,  Memphis 
C.  Gordon  Peerman,  Jr.,  M.D. — Vanderbilt  University 
School  of  Medicine,  Nashville 

COMMIHEE  ON  RURAL  AND  COMMUNITY  HEALTH 


F.  Houston  Lowry,  M.D.,  Chairman Madisonville 

Joseph  L.  Willoughby,  M.D Franklin 

Joe  Raymond  Troop,  Jr.,  M.D McMinnville 

Forest  Lang,  M.D Johnson  City 

Lester  F.  Littell,  Jr..  M.D Dayton 

Robert  D.  Kirkpatrick,  M.D Memphis 

Warren  A.  Alexander,  M.D Covington 

Glenn  A.  Davis,  M.D Vlanchester 

Edgar  L.  Scott.  Jr.,  M.D Chattanooga 

John  W.  Runyan,  Jr.,  M.D Memphis 

Fred  A.  Hurst.  M.D Knoxville 

Fredia  S.  Wadley,  M.D Nashville 

Robert  E.  Bowers,  M.D. 

(Div.  Coordinator)  Chattanooga 


INTERPROFESSIONAL  LIAISON  COMMITTEE 


Thomas  K.  Ballard,  M.D.,  Chairman Jackson 

James  A.  Moore,  M.D Memphis 

John  P.  Nash,  M.D Memphis 

Joseph  B.  Moon,  M.D Knoxville 


Consultants 

Bill  Hicks,  Ph.D. — UT  Agricultural  Extension 
Service,  Knoxville 

Kenneth  Cherry — Tennessee  Rural  Health  Improvement 
Association,  Columbia 
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COMMinEE  ON  MEDICINE  AND  RELIGION 


.lohii  J.  Ingram.  111.  M.D.,  Chtiinnim Maryville 

Allred  P.  Rogers.  M.I) Chattanooga 

Doran  I).  Edwards.  M.D Madison 

Ted  \V.  Hill.  M.D Gallatin 

William  R.  Mitelnim.  M.D Memphis 

Robert  P.  N.  Shearin.  M.D Memphis 

James  II.  Donnell,  M.D laekson 

David  L.  Stockton,  M.D Winchester 

Mrs.  Johnnie  Amonette  (Auxiliary  Rep.) Memphis 

Robert  E.  Rowers.  M.D. 

(Div.  C'oordinator)  Chattanooga 

COMMITTEE  ON  HOSPITALS 

John  R.  Nelson.  Jr.,  M.D.,  Chainnan Knoxville 

A.  Roy  Tyrer,  Jr.,  M.D Memphis 

William  L.  Molfatt,  111,  M.D Memphis 


John  R.  Morgan,  M.D Chattanooga 

Boyce  M.  Berry,  M.D Johnson  City 

George  H.  Wood.  M.D Knoxville 

George  R.  Mayfield,  Jr.,  M.D Columbia 

Mark  A.  Doync,  M.D Nashville 

John  W.  Lamb,  M.D. 

(Div.  Coordinator)  Nashville 

COMMITTEE  ON  SCIENTIFIC  AFFAIRS 

Oscar  M.  McCallum,  M.D.,  Chairman Henderson 

Sidney  L.  Bicknell.  M.D Jackson 

Frederick  D.  Slaughter,  M.D Bristol 

Winston  P.  Caine,  Jr.,  M.D Chattanooga 

Francis  W.  Gluck,  Jr.,  M.D Nashville 

John  B.  Thomison,  M.D.  (Ex-Officio) Nashville 

R.  Benton  Adkins,  Jr.,  M.D. 

(Div.  Coordinator)  Nashville 


SPECIAL  COMMITTEES  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


COMMITTEE  ON  BLOOD  BANKS  AND  MEDICAL  LABORATORIES 


Samuel  H.  Dillard,  Jr.,  M.D.,  Chairman Nashville 

Lee  C.  Sheppard,  M.D Jackson 

Michael  L.  Smith,  M.D Savannah 

Edward  P.  Scott,  M.D Memphis 

Frances  S.  Jones,  M.D Knoxville 

Jere  Ferguson,  M.D Bristol 

R.  Glenn  Hall.  M.D Cookeville 

R.  Benton  Adkins,  Jr.,  M.D. 

(Div.  Coordinator)  Nashville 

COMMITTEE  ON  EMERGENCY  MEDICAL  SERVICES 

James  C.  Prose.  M.D.,  Chairman Knoxville 

R.  Phillip  Burns,  M.D Chattanooga 

James  H.  Creel,  Jr.,  M.D Chattanooga 

Jan  A.  DeWitt,  M.D Johnson  City 

Calvin  V.  Morgan,  Jr.,  M.D Johnson  City 

Kimball  I.  Maull,  M.D Knoxville 

H.  Lynn  Massingale,  M.D Knoxville 

Jerry  Devane.  M.D Cleveland 

Fred  R.  Knickerbocker,  M.D Bristol 

James  L.  Allen.  M.D Sweetwater 

Shawn  Gazaleh.  M.D Chattanooga 

R.  Riley  Jones,  M.D Memphis 

Joseph  A.  Weinberg,  M.D Germantown 

Thomas  A.  Russell,  M.D Memphis 

Daniel  J.  Scott,  Jr.,  M.D Memphis 

Jerry  D.  Peters,  M.D Jackson 

John  A.  Morris,  Jr.,  M.D Nashville 

R.  Benton  Adkins,  Jr.,  M.D Nashville 

Stephen  Schillig,  M.D Nashville 

R.  Benton  Adkins,  Jr.,  M.D. 

(Div.  Coordinator)  Nashville 

ADVISORY  COMMITTEE  TO  THE  TMA  AUXILIARY 

David  T.  Dodd,  M.D Murfreesboro 

William  F.  Buchner,  M.D Chattanooga 

Kent  Kyger,  M.D Nashville 

Rex  A.  Amonette,  M.D Memphis 

Robert  E.  Bowers,  M.D. 

(Div.  Coordinator)  Chattanooga 

COMMinEE  ON  HIV  INFECTION  AND  AIDS 

Dianne  Murphy,  M.D.,  Chairman Knoxville 

Douglas  L,  Bechard,  M.D Chattanooga 

Henry  Foster,  Jr.,  M.D Nashville 

Robert  H.  Alford,  M.D Nashville 

Mack  A.  Land,  M.D Memphis 

William  Schaffner,  M.D Nashville 

John  W.  Lamb,  M.D Nashville 

Wahid  Flannah,  M.D Knoxville 

J.  Kelly  Smith,  M.D Johnson  City 

Robert  E.  Bowers,  M.D. 

(Div.  Coordinator)  Chattanooga 
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COMMITTEE  ON  MENTAL  HEALTH 


Kent  Kyger,  M.D.,  Chairman Nashville 

Lloyd  C.  Elam,  M.D Nashville 

Henry  B.  Brackin,  Jr.,  M.D Nashville 

Bradley  C.  Diner,  M.D Nashville 

Frederick  J.  Chapin,  M.D Cookeville 

Robert  T.  Spalding,  M.D Chattanooga 

William  C.  Greer,  M.D Chattanooga 

Kenneth  B.  Carpenter,  M.D Knoxville 

C.  Hal  Brunt,  M.D Memphis 

Harris  L.  Smith,  M.D Jackson 

William  W.  Daniels,  Jr.,  M.D .Eads 

R.  Benton  Adkins,  Jr.,  M.D. 

(Div.  Coordinator)  Nashville 


Consultant 

Eric  Taylor — Commissioner,  Tennessee  Department 
of  Mental  Health  and  Mental  Retardation,  Nashville 

COMMITTEE  ON  MATERNAL  AND  CHILD  CARE 

John  W.  Chambers,  M.D.,  Chairman 

John  R.  Hill,  M.D 

John  F.  Albritton,  M.D 

John  M.  Ferguson,  M.D 

Jesse  C.  Woodall,  M.D 

Bruce  E.  Walker,  M.D 

Lewis  F.  Cosby,  Jr.,  M.D 

Samuel  S.  Binder,  M.D 

Joseph  V.  Lavecchia,  Jr.,  M.D 

R.  Gary  Samples,  M.D 

Charles  N.  Spencer,  M.D 

B.  K.  Hibbitt,  III,  M.D 

James  C.  Hudgins,  Jr.,  M.D 

William  M.  Young,  M.D 

Fredia  S.  Wadley,  M.D 

R.  Benton  Adkins,  Jr.,  M.D. 

(Div.  Coordinator)  

COMMITTEE  ON  DRUG  EDUCATION  AND  EVALUATION 


Fred  A.  Hurst,  M.D Knoxville 

E.  Harris  Pierce,  M.D Cleveland 

James  M.  High,  M.D Madison 

William  C.  Anderson,  M.D Nashville 

Charles  W.  White,  M.D Lexington 

David  L.  Cunningham,  M.D Memphis 

David  T.  Dodd,  M.D.  (Medical  Director) Murfreesboro 

Howard  L.  Salyer,  M.D. 

(Div.  Coordinator)  Nashville 

GERIATRICS  COMMITTEE 

James  A.  Greene,  M.D.,  Chairman Knoxville 

Richard  T.  Light,  M.D Nashville 

James  S.  Powers,  M.D Nashville 

Joseph  L.  Willoughby,  M.D Franklin 
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Richard  G.  Lane,  M.D Franklin 

Ira  S.  Pierce,  Jr.,  M.D Knoxville 

Jacqueline  J.  Lloyd,  M.D Johnson  City 

Patrick  J.  Murphy,  M.D Memphis 

John  T.  Moore,  Jr.,  M.D Algood 

Robert  T.  Tucker,  Jr.,  M.D Jackson 

R.  Benton  Adkins,  Jr.,  M.D. 

(Div.  Coordinator)  Nashville 


Consultants 

E.  Conrad  Shackleford,  Jr.,  M.D.,  Hendersonville 
Judy  Powell,  R.N.,  National  Health  Corp.,  Murfreesboro 
Richard  Sadler — Executive  Director,  Tennessee  Health  Care 
Association,  Nashville 

MEDICAL  PRACTICE  COMMIHEE 

Duane  C.  Budd,  M.D.,  Chairman Johnson  City 


Arden  J.  Butler,  Jr.,  M.D Ripley 

James  C.  Fleming,  M.D Memphis 

C.  Eugene  Jabbour,  M.D Memphis 

Richard  G.  Lane,  M.D Franklin 

Thurman  L.  Pedigo,  M.D McMinnville 

Robert  E.  Bowers,  M.D Chattanooga 

John  R.  Nelson,  Jr.,  M.D Knoxville 

John  W.  Lamb,  M.D. 

(Div.  Coordinator)  Nashville 


GOVERNING  COUNCILS 
HOUSE  OF  DELEGATES  SECTIONS 

Hospital  Medical  Staff  Section 


Chairman Peter  L.  Ballenger,  M.D.  (Memphis) 

Vice-Chairman John  R.  Nelson,  Jr.,  M.D.  (Knoxville) 

Secretary Eugene  Wolcott,  M.D.  (Lewisburg) 

TMA  Delegate Don  Gaines,  M.D.  (Nashville) 

TMA  Alt.  Delegate William  Tyler,  M.D.  (Knoxville) 

Member-at-Large  . . E.  Morgan  Dudney,  M.D.  (Gainesboro) 
Member-at-Large D.  Nelson  Gwaltney,  M.D.  (Bristol) 

Young  Physician  Section 

Chairman David  J.  Donahue,  M.D.  (Memphis) 

Vice-Chairman Fred  Ralston,  Jr.,  M.D.  (Fayetteville) 

Secretary Larimore  Warren,  M.D.  (Lebanon) 

AMA  Delegate Paul  Parsons,  M.D.  (Franklin) 

AMA  Alt.  Delegate  . . . David  J.  Donahue,  M.D.  (Memphis) 

EastTenn.  Rep Michael  D.  Phillips,  M.D.  (Knoxville) 

Middle  Tenn.  Rep..  . . G.  \\Tiit  Holcomb,  III,  M.D.  (Nashville) 

West  Tenn.  Rep William  L.  Hickerson,  M.D.  (Memphis) 

Board  Liaison Howard  L.  Salyer,  M.D.  (Nashville) 


Medical  Student  Section 

(New  officers  to  be  elected) 


PRIMARY  CARE  LIAISON  COMMITTEE 


Hays  Mitchell,  M.D.,  Chairman McDonald 

James  W.  Hays,  M.D Nashville 

Richard  T.  Light,  M.D Nashville 

E.  Conrad  Shackleford,  M.D Hendersonville 

Norman  L.  Henderson,  M.D Lawrenceburg 

John  O.  Williams,  Jr.,  M.D Mt.  Pleasant 

David  G.  Doane,  M.D Johnson  City 

Alfred  D.  Beasley,  M.D Knoxville 

John  W.  Chambers,  M.D Cleveland 

Philip  H.  Dirmeyer,  M.D Memphis 

James  H.  Donnell,  M.D Jackson 

John  W.  Lamb,  M.D. 

(Div.  Coordinator)  Nashville 


Division  Coordinators  are  members  of  the  Board  of  Trustees  as- 
signed to  oversee  the  activities  of  the  respective  committees. 


TENNESSEE  MEDICAL  ASSOCIATION 
STUDENT  EDUCATION  FUND 

Board  of  Directors 


Charles  E.  Allen,  M.D.,  President Johnson  City 

Allen  S.  Boyd,  Jr.,  M.D.,  Vice-President Memphis 

Robert  L.  Chalfant,  M.D..  Secretary-Treasurer  ....  Nashville 

Patrick  J.  Murphy,  M.D Memphis 

Billy  J.  Allen,  M.D Ooltewah 

Ronald  C.  Pack,  M.D Knoxville 

Nat  E.  Hyder,  Jr.,  M.D Johnson  City 

William  Hickerson,  M.D Memphis 

Rex  A.  Amonette,  M.D.  (Ex-Officio) Memphis 

John  H.  Burkhart,  M.D.  (Consultant) Knoxville 


INDEPENDENT  MEDICINE’S  POLITICAL 
ACTION  COMMIHEE— TENNESSEE 

Board  of  Directors 


Eirst  District David  K.  Garriott,  M.D.  (Kingsport) 

Second  District David  G.  Gerkin,  M.D.  (Knoxville) 

Chairman 

Third  District David  R.  Barnes,  M.D.  (Chattanooga) 

Eourth  District Virgil  H.  Crowder,  Jr.,  M.D. 

(Lawrenceburg) 

Eifth  District Ralph  E.  Wesley.  M.D.  (Nashville) 

Secretary-Treasurer 

Sixth  District Will  G.  Quarles.  Jr..  M.D.  (Livingston) 

Seventh  District Charles  W.  White.  M.D.  (Lexington) 

Eighth  District James  T.  Craig.  Jr.,  M.D.  (Jackson) 

Ninth  District Robert  D.  Kirkpatrick,  M.D.  (Memphis) 

Representing  the 

TMA  Auxiliary Mrs.  Debbie  Godwin  (Knoxville) 
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COMPONENT  SOCIETIES— 1990-1991  OFFICERS 

Tennessee  Medical  Association 


BEDFORD 

Pres. — Donald  D.  Barnes,  M.D.,  Slicibyvilic 
Secy. — Pamela  G.  Standard,  M,D. 

841  Union  St,,  Shelbyville  37160 

BENTON-HUMPHREYS 

Pres. — W.  ,1.  McClure,  M.D.,  Waverly 
■SVcv,— Subhi  D.  Ali,  M.D. 

P.O.  Box  786,  Waverly  37 18.“! 

BLOUNT 

Pres. — Alan  Smuckler.  M.D..  Maryville 
Secy. — Fred  Toihurst,  M D. 

503  Lamar  Ave.,  Maryville  37801 

BRADLEY 

Pres. — Michael  A.  Daubner.  M.D.,  Cleveland 
Secv. — J.  Michael  Mazzolini,  M.D. 

2850  Westside  Dr.,  Cleveland  37311 

BUFFALO  RIVER  VALLEY 

Pres. — LeRoy  Barden,  M D.,  Linden 
Secy. — B.  L.  Holladay,  M.D. 

P.O.  Box  277.  Centerville  37033 

CAMPBELL 

Pres. — Elijah  G.  Cline,  Jr.,  M.D.,  LaFollette 
Secy. — Lee  J.  Seargeant,  Jr.,  M.D. 

P.O.  Box  1381,  LaFollette  37766 

CARTER 

Pres. — James  P.  Craig.  M.D  . Elizabethton 
E.xec.  Secy. — Evelyn  Dugger 

1501  W.  Elk  Ave.,  Elizabethton  37643 

CHATTANOOGA-HAMILTON 

Pres. — Stephen  S.  Hawkins.  M.D.,  Chattanooga 
Secy. — David  R.  Barnes,  M.D..  Chattanooga 
E.xec.  Dir. — Andrew  McGill 

1917  E.  Third  St,,  Chattanooga  37404 

COCKE 

Pres. — Thomas  W,  Conway,  M.D.,  Newport 
Secv. — Weslev  V.  Eastridge,  M.D. 

P.O.  Box  608.  Newport  37821 

COFFEE 

Pres. — Allen  R Craig,  M.D  . Tullahoma 
Secy. — Ben  B.  Mahan,  M.D. 

926  N.  Jackson  St.,  Tullahoma  37388 

CONSOLIDATED 

Pres. — Nick  Edwards.  M.D.,  Grand  Junction 
Secy. — Ricky  A.  Smith,  M.D..  Jackson 
E.xec.  Secy. — Kelly  Tolley 
616  W.  Forest,  Jackson  38301 
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_ ^ FAMILY  PRAaKE. 

A REWARDING  EXPERIENCE  IN 
ARMYMEDKINE. 

The  Army  has  more  soh 
diers  with  families  than  ever 
before.  So  when  you  join  the 
Army  Medical  Team  as  a Fam- 
ily  Practitioner,  expect  to 
spend  most  of  your  time  serv- 
ing  not  only  soldiers,  but  their 
spouses  and  children,  too. 

What’s  more,  you  won’t  have 
to  worry  about  the  paperwork, 
malpractice  insurance  pre- 
miums,  or  the  costs  incurred 
in  running  a private  practice. 

Expect  to  work  in  a 
highly  challenging  and  varied 
environment.  \XTrking  with  a 
team  of  highly  trained  profes' 
sionals,  you  can  receive 

assignments  almost  anvwhere  — 

in  the  United  States;  the  offers  the  largest  system  of  comprehensive 

inTerVTVTd  CT'  '' 

The  benefits  package  available  to  Army  Family  Practitioners  is  Quite 
attractive^You’i  receive  30  days  paid  vacation,  oppoVtunitik  to  c^^ 
cation  and  conduct  research,  a chance  to  travel,  and  reasonable  work  hours. 

nnl  f k’  ^rny  Family  Practice  will  be  a rewarding  experience  Not 
only  for  you,  but  for  Army  families,  too.  Talk  to  your  Army  Medical  Denart 
ment  Counselor  for  more  information.  ^ i-^epart- 

ARMY  MEDICINE 
MID-MEMPHIS  TOWER  BUILDING 
1407  UNION  AVENUE,  SUITE  702 
MEMPHIS,  TN  38104 
CALL  COLLECT:  (901)  725-5851 

ARMY  MEDKINE.  BE  AUYOU  CAN  BE. 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


journol  of  the 

lenAcz/ee 

medkol  Q//ocicilien 

OWNED  AND  PUBLISHED  BY  THE  ASSOCIATION 

AUGUST,  1990 
VOL.  83,  NO.  8 


Sinusoidal  Fetal  Heart  Rate 
Pattern  With  Vasa  Previa 

PICKENS  A.  GANTT,  M.D.,  JOSEPH  S.  BIRD,  JR.,  M.D.;  and  GARY  W.  RANDALL,  Ph.D. 


Introduction 

Velamentous  insertion  of  the  umbilical  cord  is 
an  infrequent  but  often  devastating  complication 
of  pregnancy.  Fetal  mortality  may  be  as  high  as 
75%. ‘ This  is  the  first  report  describing  a single- 
ton  pregnancy  with  ruptured  vasa  previa  and  si- 
nusoidal fetal  heart  pattern.  Severe  deceleration 
necessitated  an  immediate  cesarean  section  and 
resulted  in  the  delivery  of  an  infant  in  hypovo- 
lemic shock.  Continuous  intrapartum  monitoring 
allowed  early  detection  of  fetal  distress  resulting 
in  a successful  outcome. 

Case  Report 

A 23-year-old  white  gravida  2.  para  1,  blood  type  0-+-, 
was  admitted  at  38  weeks’  gestation  complaining  of  mild  va- 
ginal bleeding.  The  cervix  w'as  closed  and  there  was  no  evi- 
dence of  vaginal  bleeding.  The  antepartum  course  had  been 
uneventful.  Overnight  observation  revealed  no  further  bleed- 
ing and  a non-stress  test  was  reactive.  Ultrasonography  dem- 
onstrated an  anterior  placenta;  the  cervix  was  1 cm  dilated 
and  50%  effaced.  The  patient  was  readmitted  at  39  weeks' 
gestation  because  of  recurrent  vaginal  bleeding.  Her  blood 
pressure  w-as  120/70  mm  Hg,  pulse  rate  88/min,  and  temper- 
ature 37°C.  External  fetal  monitoring  revealed  a sinusoidal 
fetal  heart  rate  pattern  (Fig.  1).  The  delivery  room  was  pre- 
pared for  emergency  cesarean  section,  and  the  cervix  was  then 
examined  and  found  to  be  1 cm  dilated  and  50%  effaced.  The 
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vertex  was  A±1  station.  There  was  no  evidence  of  uterine 
irritability.  The  membranes  were  ruptured  and  a fetal  scalp 
electrode  applied.  Pitocin  stimulation  of  labor  w'as  initiated, 
and  within  five  minutes  there  were  severe  prolonged  late  de- 
celerations. necessitating  an  immediate  cesarean  section  (Fig. 
2).  A 2,979-gm  female  infant  with  Apgar  scores  of  2 and  6 
W'as  delivered.  A placenta  with  velamentous  insertion  was  de- 
livered manually,  and  a small  tear  in  a venous  branch  was 
noted.  Fetal  resuscitation  was  initiated  with  endotracheal  in- 
tubation. Intravenous  sodium  bicarbonate  was  administered. 
The  initial  cord  blood  hemoglobin  drawn  at  delivery  was  12 
gm/dl,  consistent  with  hypovolemic  shock.  The  infant  was  cross 
matched  and  50  ml  of  packed  red  blood  cells  was  adminis- 
tered. Intraarterial  blood  gases  revealed  a pH  of  7.049,  PCO2 
34  mm  Hg.  and  PO2  49.8  mm  Hg.  The  infant  responded 
promptly  to  oxygen  administration  and  transfusion,  and  four 
hours  later  the  hemoglobin  was  11.8  gm/dl;  a repeat  hemo- 
globin 24  hours  after  delivery  was  12  gm/dl  and  the  hemato- 
crit was  34%.  Infant  and  mother  recovered  satisfactorily.  The 
surgical  pathology  report  revealed  a velamentous  insertion  of 
the  umbilical  cord  from  a 690-gm  placenta,  with  a portion  of 
the  cord  vessels  running  through  approximately  11  cm  of 
membrane.  The  cord  contained  the  usual  three  vessels.  The 
fetal  membrane  appeared  shiny  and  glistening  and  the  mater- 
nal surface  appeared  intact.  The  Kleihauer-Betke  test,  per- 
formed postpartum  on  maternal  blood,  was  negative.  The 
mother  and  infant  w'ere  discharged  in  good  condition  on  the 
fourth  postpartum  day. 

Discussion 

Sinusoidal  baseline  fetal  heart  rate  has  been 
associated  with  fetal  anemia,  fetal  hypoxia,  intra- 
partum drug  administration,  and  severe  Rh 
isoimmunization. The  least  frequent  etiology  is 
fetal  anemia,  most  often  due  to  abruptio  placen- 
tae or  fetomaternal  transfusion.  A previous  re- 
port of  sinusoidal  fetal  heart  rate  pattern  with 
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Figure  1.  Intrapartum  sinusoidal  fetal  heart  rate  (FHR)  pattern  char- 
acterized by  external  fetal  monitoring. 

vasa  previa  has  been  described  in  a twin  preg- 
nancy by  Antoine  et  al.^  Vasa  previa  was  sus- 
pected and  emergency  cesarean  section  was  per- 
formed, but  depressed  infants  were  delivered  who 
subsequently  died.  The  present  case  report  de- 
scribes the  results  of  a poorly  reported  phenom- 
enon that  fortunately  yielded  acceptable  results. 
The  necessity  of  close  fetal  monitoring,  whether 
in  the  presence  or  absence  of  labor  in  patients 
having  third  trimester  vaginal  bleeding,  cannot  be 
overemphasized.  A sinusoidal  heart  rate  pattern 
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Figure  2.  Internal  fetal  monitoring  demonstrating  severe  prolonged 
late  deceleration  necessitating  an  emergency  abdominal  delivery. 

associated  with  third  trimester  bleeding  should 
raise  the  index  of  suspicion  for  abruptio  placen- 
tae or  cord  accident.  Emergency  cesarean  sec- 
tion should  be  readily  available  to  help  insure  a 
successful  outcome.  A. 
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Risk  Stratification  of  the 
Post-Infarction  Patient 

FRED  L.  HALEY,  M.D. 


Introduction 

The  assessment  of  risk  in  the  patient  who  has 
recently  sustained  an  acute  myocardial  infarction 
(AMT)  is  important  not  only  to  the  individual  pa- 
tient and  physician,  but  also  as  it  relates  to  the 
cost-effective  utilization  of  those  dollars  that  are 
available  for  health  care.  The  magnitude  of  this 
problem  is  illustrated  by  the  1986  edition  of 
Heartfacts  published  by  the  American  Heart  As- 
sociation which  indicated  that  approximately  1.5 
million  patients  will  sustain  an  AMI  in  the  United 
States  each  year.  While  a third  of  these  individ- 
uals may  die,  only  300,000  or  so  will  actually  die 
before  hospitalization;  consequently,  more  than 
1 million  patients  are  admitted  to  hospitals  in  the 
continental  United  States  each  year  with  AMI. 

The  assessment  of  these  patients  is  important 
to  the  individual  in  that  15%  of  patients  dis- 
charged from  hospitals  AMIs  die  within  one  year. 
Furthermore,  50%  of  these  deaths  will  occur  by 
day  19  and  75%  by  day  100  following  the  initial 
event.  ^ 

Pathogenesis  of  Acute  Myocardial  Infarction 

In  approximately  90%  of  patients,  AMI  re- 
sults from  the  rupture  of  an  atherosclerotic 
plaque,  exposing  its  contents  to  the  lumen  of  the 
patient’s  coronary  artery,  thereby  resulting  in 
thrombus  formation  on  the  ruptured  plaque, 
completely  occluding  the  artery.  Thrombus  has 
been  demonstrated  angiographically  approxi- 
mately 90%  of  the  time  in  patients  having  an- 
giography four  to  six  hours  after  AMT’ 

While  the  management  of  patients  following 
AMI  was  relatively  straightforward  before  the 
advent  of  thrombolytic  therapy,  there  are  now 
many  more  branch  points  involved  in  the  patient 
management  algorithms,  considering  that  many 
of  these  patients  will  now  have  thrombolytic  in- 
tervention and/or  mechanical  recannulization/re- 
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perfusion  even  before  arriving  in  the  CCU,  and/ 
or  will  undergo  invasive/interventional  proce- 
dures before  discharge. 

The  importance  of  risk  stratification  of  the 
post-infarction  patient  applies  however,  whether 
or  not  the  patient  has  received  thrombolytic 
therapy  or  balloon  angioplasty. 

Post-Infarction  Testing — General  Principles 

The  primary  objective  of  post-infarction  test- 
ing should  be  to  assess  the  presence  or  absence 
of  reversible  myocardial  ischemia  and  the  extent 
and  severity  of  left  ventricular  dysfunction,  since 
these  are  the  primary  determinants  of  post-in- 
farction prognosis  and  functional  capacity. 

The  judicious  use  of  post-infarction  testing  will 
identify  20%  of  the  patients  who  are  at  very  high 
risk  of  subsequent  cardiac  events  due  to  irrever- 
sible left  ventricular  dysfunction  (some  of  them 
may  be  candidates  for  cardiac  transplantation), 
30%  of  the  patients  at  moderately  high  risk  due 
to  reversible  myocardial  ischemia,  and  50%  of 
the  patients  at  low  risk  of  subsequent  cardiac 
events,  since  they  will  be  free  of  significant  left 
ventricular  dysfunction  or  ischemia. 

The  first  step  in  the  evaluation  of  the  post-in- 
farction patient  is  a clinical  risk  stratification  by  the 
physician  at  the  bedside;  when  left  ventricular  dys- 
function is  clinically  apparent,  as  manifested  by 
congestive  heart  failure  (CHF),  or  when  myocar- 
dial ischemia  is  apparent,  as  manifested  by  unsta- 
ble or  post-infarction  angina,  specialized  labora- 
tory tests  are  not  required  to  establish  high  risk.^ 

Post-infarction  angina  itself  is  a poor  prognos- 
tic indicator  in  that  it  carries  with  it  a 25%  three- 
month  mortality  and  a 37%  one-year  mortality.-^ 

Infarct  extension  is  also  a poor  prognostic  in- 
dicator; it  may  occur  in  8%  to  9%  of  infarct  sur- 
vivors during  the  second  hospital  day  and  carries 
with  it  a several-fold  greater  in-hospital  mortality 
than  those  patients  who  do  not  undergo  infarct 
extension.  Extension  is  more  likely  to  occur  in 
patients  with  recurrent  ischemic  pain,  previous 
myocardial  infarctions,  or  ST  segment  depres- 
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sion  on  the  admission  ECG;  these  patients  may 
therefore  need  to  be  moved  on  to  early  diagnos- 
tic angiography." 

DeBusk^  at  Stanford  believes  that  specialized 
diagnostic  tests  should  provide  information  that 
is  prognostically  important  and  not  available  from 
standard  clinical  evaluations.  Since  severe  is- 
chemia is  more  treatable  than  severe  left  ventric- 
ular dysfunction,  tests  for  the  detection  of  is- 
chemia (exercise  testing)  may  be  more  useful  in 
clinical  management  than  tests  used  for  the  de- 
tection of  left  ventricular  function  at  rest  (radio- 
nuclide ventriculography-echocardiography). 

Risk  Stratification — Individual  Tests 

Individual  tests  that  have  been  utilized  for  risk 
stratification  of  the  post-infarction  patient  in- 
clude exercise  testing  (treadmill  test),  thallium 
scintigraphy,  radionuclide  ventriculography,  am- 
bulatory electrocardiography  (Holter  monitor), 
and  coronary  arteriography. 

Exercise  Testing  (Treadmill  Test).  The  primary 
goal  of  exercise  testing  is  to  elicit  evidence  of  re- 
versible ischemia  or  left  ventricular  dysfunction, 
keeping  in  mind  that  the  exercise  test  is  the  only 
test  that  also  quantitates  functional  capacity.  It  is 
best  that  for  such  a study  beta  blockers,  nitrates, 
and  calcium  channel  blockers  be  discontinued  at 
least  24  hours  before  the  standard  treadmill  test 
is  done,  so  as  to  enhance  its  sensitivity  and  spec- 
ificity. 

Treadmill  characteristics  used  for  prognostic 
assessment  after  a myocardial  infarction  have  in- 
cluded exercise  capacity,  blood  pressure  re- 
sponse, ST  segment  response,  angina  pectoris, 
and  ventricular  arrhythmias.^ 

The  inability  to  complete  a four-metabolic-unit 
workload  on  a treadmill  test  reflects  severe  left 
ventricular  dysfunction  and  indicates  a poor 
prognosis.^  Failure  of  the  systolic  blood  pressure 
to  rise  above  110  mm  Hg  on  a standard  treadmill 
test  is  an  unfavorable  prognostic  sign.^  ST  seg- 
ment depression  in  leads  outside  the  infarct  zone 
is  associated  with  up  to  a 20-fold  increase  in  the 
risk  of  subsequent  cardiac  events.^  Angina  pec- 
toris occurring  on  a treadmill  after  AMI  is  not  an 
independent  predictor  of  recurrent  infarction  and 
death,  but  it  is  associated  with  a two-fold  increase 
in  the  first  year  mortality.^  The  presence  of  ven- 
tricular arrhythmias  on  an  exercise  test  performed 
within  three  weeks  of  the  AMI  is  also  associated 
with  an  increased  risk  of  subsequent  events.^ 
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In  general,  exercise  testing  is  quite  safe  fol- 
lowing AMI.  The  prevalence  of  exercise-induced 
death  and  myocardial  infarction  in  patients  with 
chronic  ischemic  heart  disease  is  approximately  1 
in  20,000,  and  the  risk  of  myocardial  infarction  is 
approximately  1 in  3,000.^  In  patients  without  se- 
vere left  ventricular  dysfunction  (CHF)  or  is- 
chemia (post-infarction  angina),  treadmill  testing 
can  probably  safely  be  deferred  until  two  to  three 
weeks  after  the  myocardial  infarction/hospital 
discharge.-"' 

Exercise  testing  following  AMI  is  important, 
however,  since  individuals  developing  1 mm  or 
more  of  ST  segment  depression  during  a tread- 
mill test  after  AMI  have  a 20%  first-year  mortal- 
ity, as  compared  with  a 3%  first-year  mortality 
in  individuals  who  did  not  develop  ST  segment 
depression  during  their  treadmill  test.' 

By  way  of  comparison,  any  contraindication  to 
the  performance  of  treadmill  testing  at  hospital 
discharge  is  itself  a significant  predictor  of  poor 
outcome.*^  For  instance,  in  the  Multieenter  Post- 
Infarction  Program  (MPIP),  patients  not  taking 
a treadmill  test  two  weeks  after  their  myocardial 
infarction  had  a mortality  of  14%  in  one  year, 
compared  to  a 5%  mortality  in  those  who  were 
able  to  perform  a treadmill  test.  The  most  infor- 
mation seems  to  be  available  with  symptom-lim- 
ited stress  testing  three  weeks  after  infarction. 
Thallium  perfusion  scanning  may  also  increase  the 
sensitivity  and  specificity,  but  patients  who  are  at 
low  risk  by  clinical  stratification  can  be  dis- 
charged, and  have  a symptom-limited  maximum 
treadmill  test  a few  weeks  later.  In  high-risk  pa- 
tients, predischarge  angiography  is  probably  in- 
dicated. The  decision  to  perform  a low-level 
treadmill  test  should  be  based  on  previous  clini- 
cal risk  stratification,  keeping  in  mind  that  in  a 
high-risk  group  a negative  low-level  test  does  not 
exclude  disease,  and  in  a low-risk  group  a posi- 
tive test  does  not  necessarily  indicate  disease.'" 

Thallium  Scintigraphy . Thallium  treadmill 
testing  two  weeks  after  infarction  is  reported  to 
be  superior  to  submaximal  treadmill  testing  and 
coronary  arteriography  for  the  prediction  of  death, 
reinfarction,  unstable  angina,  and  bypass  surgery 
within  the  first  year  after  myocardial  infarction." 

Resting  thallium  scintigraphy  performed  at  rest 
within  15  hours  after  AMI  identifies  a patient 
population  subgroup  with  an  in-hospital  mortali- 
ty of  almost  50%  if  infarction  or  ischemia  in- 
volves 40%  or  more  of  the  left  ventricle;  this 
group  also  has  a six-month  60%  mortality.'- 

Intravenous  dipyridamole  thallium  imaging 
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performed  10  to  16  days  after  infarction,  if  posi- 
tive, identifies  a patient  population  subgroup  with 
an  82%  chance  of  subsequent  death,  myocardial 
infarction,  or  unstable  angina. 

Radionuclide  Ventriculography  (RVG).  Stud- 
ies have  shown  that  the  global  left  ventricular 
ejection  fraction  measured  at  rest  during  the  first 
week  after  myocardial  infarction  is  the  most  im- 
portant single  predictor  of  risk.^-^  The  position  has 
been  taken  that  in  patients  whose  left  ventricular 
ejection  fraction  shows  a normal  response  to  ex- 
ercise (plus  5%  relative  to  rest),  the  risk  of  a 
subsequent  cardiac  event  is  so  low  that  there  is 
little  need  for  further  specialized  testing.^ 

The  value  of  RVG  after  myocardial  infarction 
relates  to  the  issues  that  concern  mortality  in  pa- 
tients who  develop  CHF.  Fifty  percent  of  such 
patients  will  die  in  five  years  despite  treatment; 
50%  of  those  die  from  progression  of  their  un- 
derlying myocardial  disease  whereas  40%  die  from 
ventricular  tachycardia-ventricular  fibrillation.’-'^ 

Predictors  of  mortality  in  patients  with  CHF 
include  the  left  ventricular  ejection  fraction,  ven- 
tricular arrhythmias,  and  the  exercise  capacity/peak 
oxygen  consumption  during  treadmill  testing. 

The  Veterans  Administration  Cooperative 
Study  (V-HeFT)  assessed  patients  with  CHF  and 
identified  the  left  ventricular  ejection  fraction  as 
one  of  the  two  strongest  predictors  of  mortality; 
the  other  was  maximal  oxygen  consumption.  In 
that  study,  patients  with  left  ventricular  ejection 
fractions  greater  than  20%  had  a 60%  survival  rate 
at  six  months,  whereas  those  with  values  less  than 
20%  had  approximately  a 30%  survival  rate.’*^ 

In  an  earlier  study  of  236  patients  with  coro- 
nary artery  disease  and  heart  failure,  the  three- 
year  survival  probability  was  strongly  related  to 
the  left  ventricular  ejection  fraction.  By  way  of 
example,  patients  with  a left  ventricular  ejection 
fraction  of  50%  had  a 60%  three-year  survival, 
whereas  those  with  an  ejection  fraction  of  30% 
had  only  a 40%  three-year  survival  and  those  with 
an  ejection  fraction  of  10%  had  only  a 20%  three- 
year  survival.’^ 

In  an  additional  study  discussing  the  relation- 
ship between  ventricular  arrhythmias,  left  ven- 
tricular dysfunction,  and  mortality  after  myocar- 
dial infarction,  the  highest  risk  for  dying  was 
associated  with  left  ventricular  ejection  fractions 
less  than  30%  and  PVC  frequency  greater  than 
three  per  hour.  A left  ventricular  ejection  frac- 
tion below  30%  was  the  better  predictor  of  early 
mortality  (less  than  six  months),  whereas  the 
presence  of  ventricular  arrhythmias  was  a better 


predictor  of  late  mortality  (after  six  months).”’ 

Ambulatory  Electrocardiography  (Holter  Moni- 
toring). Ambulatory  electrocardiography  has  been 
used  for  risk  stratification  after  myocardial  in- 
farction, since  the  risk  of  cardiac  death  in  the  year 
after  myocardial  infarction  is  50%  in  patients  with 
complex  PVCs  and  33%  over  three  years  in  pa- 
tients who  have  ventricular  tachycardia. 

In  one  study  of  mortality  as  a function  of  pre- 
mature ventricular  contractions,  patients  with  one 
PVC  per  hour  had  a 10%  two-year  mortality  af- 
ter myocardial  infarction;  by  way  of  comparison, 
patients  with  ten  PVCs  per  hour  had  a 22%  two- 
year  mortality.-’ 

In  another  study  of  the  relationship  between 
ventricular  arrhythmias  and  survival  in  patients 
with  heart  failure,  patients  having  more  than  30 
PVCs  per  hour  had  a 30%  three-year  survival, 
whereas  those  with  less  than  30  PVCs  per  hour 
had  a 60%  three-vear  survival.-- 

In  the  multicentered  investigation  of  the  limita- 
tion of  infarct  size  (MILAS),  risk  factors  for  sud- 
den death  after  AMI  were  investigated  over  a two- 
year  follow-up  period.  Frequent  PVCs  (more  than 
ten  per  hour)  and  a left  ventricular  ejection  frac- 
tion less  than  40%  were  independent  markers  for 
subsequent  sudden  death.  There  was  an  18%  risk 
of  sudden  death  in  patients  with  both  left  ven- 
tricular dysfunction  and  frequent  PVCs.  Seventy- 
nine  percent  of  all  sudden  deaths  occurred  within 
seven  months  after  the  myocardial  infarction.--'* 

Coronary  Arteriography.  Coronary  arteriog- 
raphy has  been  used  for  risk  stratification.  In 
community  hospitals  patients  with  single-vessel 
disease  have  been  demonstrated  to  have  only  a 
1%  one-year  mortality,  whereas  patients  with 
double-vessel  disease  have  an  8%  one-year  mor- 
tality and  patients  with  three-vessel  disease  have 
a 15%  one-year  mortality.--’ 

In  an  additional  study  regarding  the  correla- 
tion of  the  coronary  arteriogram  after  AMI  with 
predischarge  limited  exercise  testing,  1 mm  of  ST 
segment  depression  on  a treadmill  test  done  at 
low  levels  prior  to  discharge  identified  a subset 
of  patients  that  had  multiple-vessel  coronary  dis- 
ease 80%  of  the  time,  significant  LAD  artery 
disease  87%  of  the  time,  and  left  circumflex  dis- 
ease 71%  of  the  time.^-'* 

Cost  Effectiveness 

In  one  study  of  cost  effectiveness  regarding 
analysis  of  patient  management  alternatives  after 
uncomplicated  myocardial  infarction,  patients 
were  randomized  to  having  either  exercise  tread- 
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mill  tests,  exercise  thallium  treadmill  tests,  or 
coronary  arteriograms  followed  by  CAB  where 
indicated.  Coronary  arteriography  for  risk  strati- 
fication was  the  most  effective  approach  and 
lowered  mortality  from  8%  to  3%  in  six  months, 
but  the  marginal  cost  was  high,  and  the  most  cost- 
effective  approach  was  to  screen  patients  initially 
with  exercise  ECGs.^^ 

In  individuals  having  a non-ischemic  treadmill 
test  response  after  myocardial  infarction,  the  one- 
year  mortality  was  below  2%."^ 

Summary  and  Recommendations 

High-risk  variables  after  AMI  can  be  divided 
into  clinical  and  functional  variables  on  the  one 
hand,  versus  exercise  stress  testing  variables  on 
the  other.  Clinical  and  functional  variables  would 
include  the  presence  of  CHF,  left  ventricular 
ejection  fractions  less  than  40%,  high-grade  ven- 
tricular arrhythmias,  recurrent  rest  angina  with 
transient  ST  segment  shifts,  silent  ST  segment 
depression  at  rest  on  Holter  monitoring,  and  pa- 
tients having  anterior  non-Q  wave  infarctions. 
Exercise  stress  testing  variables  would  include 
failure  to  reach  target  heart  rate,  inability  to  ob- 
tain four  METS  of  exercise  intensity,  abnormal 
or  inadequate  blood  pressure  response,  exercise- 
induced  ventricular  tachycardia,  multiple  thal- 
lium-201 defects  with  redistribution  or  abnormal 
lung  uptake,  and  an  abnormal  ejection  fraction 
response  to  exercise.'^ 

Most  if  not  all  of  these  high-risk  variables  will 
be  identified  by  the  performance  of  three  risk 
stratification  tests.  This  would  include  first  a 
resting  radionuclide  ventriculogram  (MUGA 
study),  for  the  assessment  of  global  left  ventric- 
ular ejection  fraction,  to  be  performed  within  72 
hours  after  the  initial  AMI.  Secondly,  a 24-hour- 
long  ambulatory  electrocardiogram  (Holter  mon- 
itor) should  be  obtained  one  to  two  weeks  after 
the  initial  myocardial  infarction.  Thirdly,  a 
symptom-limited  thallium  exercise  stress  test 
should  be  performed  two  to  three  weeks  after  the 
initial  event  in  individuals  who  do  not  have  clin- 
ical evidence  of  CHF  or  post-infarction  angina. 
All  three  of  these  studies  are  generally  available 
at  all  hospitals  and/or  to  outpatients.  They  do  not 
require  the  availability  of  an  invasive  diagnostic 
capability  (cardiac  catheterization  laboratory). 
Individuals  identified  as  having  diminished  ejec- 
tion fractions  and  high-grade  ventricular  arrhyth- 
mias, and  certainly  those  individuals  with  revers- 
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ible  ischemia  on  the  thallium  exercise  treadmill 
test,  should  be  referred  for  further  and  more  ag- 
gressive/invasive diagnostic  studies;  specifically, 
coronary  arteriography  and  cardiac  catheteriza- 
tion, in  order  to  assess  the  need  for  myocardial 
revascularization,  valve  replacement,  and/or  car- 
diac transplantation.  r y 
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Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 


Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine,^ 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.^ 

Swift  and  effective 
H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose^ 

■ Heals  duodena!  ulcer 
rapidly  and  effectively"^  ^ 

■ Dosage  for  adults  with  active 
duodena!  ulcer  is  300  mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 
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AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  literature  for  complete 
Information. 

Indications  and  Usage:  ‘[.Active  duodenal  u/cer-for  up  to  eight  weeks 
of  treatment.  Most  patients  heal  within  four  weeks. 

2.  Maintenance  therapy -tor  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  of  150  mg  h.s.  The  consequences  of  therapy  with  Axid 
for  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
in  patients  with  hypersensitivity  to  other  He-receptor  antagonists. 
Precautions:  General- 1.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
enal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic 
dysfunction,  the  disposition  of  nizatidine  is  similar  to  that  in  normal 
subjects. 

Laboratory  Tests -False-positive  tests  tor  urobilinogen  with  Multistix’' 
may  occur  during  therapy. 

Drug  Interactions -Ho  interactions  have  been  observed  with  theophyl- 
ine,  chlordiazepoxide.  lorazepam,  lidocaine,  phenytoin,  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
nteractions  mediated  by  inhibition  of  hepatic  metabolism  are  not  expected 
:o  occur.  In  patients  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
ncreased  serum  salicylate  levels  were  seen  when  nizatidine,  150  mg 
3.i.d.,  was  administered  concurrently. 

Carcinogenesis.  Mutagenesis,  Impairment  of  Fertility- A two-year  oral 
:arcinogenlcity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
about  80  times  the  recommended  daily  therapeutic  dose)  showed  no 
evidence  of  a carcinogenic  effect  There  was  a dose-related  increase  in 
:he  density  of  enterochromaffin-like  (ECL)  cells  in  the  gastric  oxyntic 
mucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
:arcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  of  the 
iver  were  increased  in  the  high-dose  males  as  compared  with  placebo, 
-emale  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330 
:imes  the  human  dose)  showed  marginally  statistically  significant 
ncreases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
lumerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of 
lepatic  carcinoma  in  the  high-dose  animals  was  within  the  historical 
'.ontrol  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were 
jiven  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
)y  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
:ontrols  and  evidence  of  mild  liver  injury  (transaminase  elevations).  The 
xtcurrence  of  a marginal  finding  at  high  dose  only  in  animals  given 
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an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potential  for  /Vxid. 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its 
potential  genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses 
of  nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproductive  performance  of  parental  animals  or  their  progeny. 

Pregnancy-Teratogenic  Effects -Pregnancy  Category  C-Oral  repro- 
duction studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed 
no  evidence  of  impaired  fertility  or  teratogenic  effect;  but,  at  a dose 
equivalent  to  300  times  the  human  dose,  treated  rabbits  had  abortions, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine 
at  20  mg/kg  produced  cardiac  eniargement  coarctation  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women.  It  is  also  not  known  whether 
nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproduction  capacity.  Nizatidine  should  be  used  during 
pregnancy  only  it  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mothers -Studies  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  in  human  milk  in  proportion  to  plasma 
concentrations.  Because  of  growth  depression  in  pups  reared  by  treated 
lactating  rats,  a decision  should  be  made  whether  to  discontinue  nursing 
or  the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  L/se-Satety  and  effectiveness  in  children  have  not  been 
established. 

Use  in  Elderly  Pat/errfs- Healing  rates  in  elderly  patients  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
iaboratory  test  abnormalities.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  function. 

Adverse  Reactions:  Clinical  trials  of  varying  durabons  included  almost 
5,000  patients.  Among  the  more  common  adverse  events  in  domestic 
placebo-controlled  trials  of  over  1,900  nizatidine  patients  and  over  1,300 
on  placebo,  sweating  (1%  vs  0.2%),  urticaria  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizatidine.  It  was  not  possible  to  determine  whether  a variety  of  less 
common  events  was  due  to  the  drug. 
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Wepaf/c-Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizatidine  occurred  in  some 
patients.  In  some  cases,  there  was  marked  elevation  (>500  lU/L)  in  SCOT 
or  SGPT  and,  in  a single  instance,  SGPT  was  >2,000  lU/L.  The  incidence 
of  elevated  liver  enzymes  overall  and  elevations  of  up  to  three  bmes 
the  upper  limit  of  normal,  however,  did  not  significantly  differ  from  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalities  were  reversible  after  discontinuation  of  /txid. 

Cardiovascular -\r\  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  Axid  and  in  three  untreated  subjects. 

C/VS- Rare  cases  of  reversible  mental  confusion  have  been  reported. 

Endocnne-Ctmlcal  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
patients  on  nizatidine  and  those  on  placebo.  Gynecomastia  has  been 
reported  rarely. 

Hematologic -Fatal  thrombocytopenia  was  reported  in  a patient 
treated  with  nizatidine  and  another  H2-receptor  antagonisL  This  patient 
had  previously  experienced  thrombocytopenia  while  taking  other  drugs. 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

/n/egumerrfa/- Sweating  and  urticaria  were  reported  significantly 
more  frequently  in  nizatidine-  than  in  placebo-treated  patients.  Rash  and 
exfoliative  dermatitis  were  also  reported. 

Hypersensitivity -As  with  other  Hj-receptor  antagonists,  rare  cases  of 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-sensitivity  among  this  class  has  been  observed,  H2-receptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper- 
sensitivity to  these  agents.  Rare  episodes  of  hypersensitivity  reactions 
(eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Other- Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported.  Eosinophilia,  fever,  and  nausea  related  to  nizatidine  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage 
occurs,  activated  charcoal,  emesis,  or  lavage  should  be  considered  along 
with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for  four 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 
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Vanderbilt  Morning  Report 


Cystic  Brain  Lesions  in  a Haitian  Man 


Case  Report 

A 26-year-old  black  male  Haitian  was  admitted  to  Van- 
derbilt University  Hospital  with  a history  of  gradually  wors- 
ening bitemporal  headaches  for  three  years.  He  had  also  had 
diplopia  for  six  months,  and  episodes  of  transient  confusion 
and  left-sided  weakness  and  numbness  for  three  months.  He 
had  lost  30  lb  during  this  time,  when  he  also  had  anorexia 
and  occasional  vomiting.  He  denied  fever,  chills,  night  sweats, 
myalgias,  diarrhea,  and  rash.  His  past  medical  history  was  un- 
remarkable. He  worked  in  Haiti  caring  for  livestock  and  had 
eaten  undercooked  pork  on  several  occasions.  There  was  no 
known  exposure  to  tuberculosis.  A CT  scan  of  his  head  was 
obtained  at  a hospital  in  Haiti,  after  which  he  was  referred 
to  Vanderbilt  University  Hospital  for  further  evaluation. 

Physical  examination  revealed  a temperature  of  97.4°F  and 
a blood  pressure  of  108/74  mm  Hg.  Fundoscopic  examination 
revealed  sharp  discs  bilaterally.  The  lungs,  heart,  and  abdo- 
men were  normal  on  examination,  as  were  the  cranial  nerves 
and  motor  and  sensory  functions.  The  gait  was  unsteady  and 
wide-based  but  finger-to-nose  testing  and  rapid  alternating 
movements  were  normal.  Deep  tendon  reflexes  were  normal, 
and  there  were  no  pathologic  reflexes  present. 

Routine  laboratory  data  and  chest  radiograph  were  nor- 
mal. The  WBC  count  was  4,000/cu  mm  with  5%  eosinophils. 
A CT  scan  of  the  head  showed  a 5.5  x 5 x 7.5-cm  cystic 
lesion  over  the  right  fronto-parietal  region,  with  slight  en- 
hancement along  the  edge  (Fig.  1).  Additional  smaller  cystic 
lesions  were  noted  in  the  right  frontal  and  left  occipital  lobes. 
Areas  of  calcification  were  noted  in  both  occipital  lobes  and 
the  left  frontal  lobe,  and  a right-to-left  midline  shift  was  ob- 
served, partially  obliterating  the  right  lateral  ventricle.  CT 
scans  of  the  chest  and  abdomen  showed  numerous  ealcified 
granulomatous  lesions  throughout  both  lung  fields  but  no  evi- 
dence of  cystic  lesions  of  the  lung  or  liver.  Serologic  test  for 
HIV  antibody  was  negative.  No  ova  or  parasites  were  seen 
on  examination  of  the  stool. 

A diagnosis  of  neurocysticercosis  was  made  based  on  these 
findings;  serum  cystieercosis  antibody  titer  was  borderline 
positive.  He  was  treated  with  prednisone  60  mg  daily  and 
praziquantel  900  mg  three  times  a day.  His  headache  im- 
proved after  three  days  of  therapy,  and  after  12  days  in  the 
hospital,  he  was  discharged  on  praziquantel  for  an  additional 
nine  days  and  a tapering  dose  of  prednisone. 

Discussion 

Cystieercosis  is  an  infection  with  the  larval  form  of 
Taenia  solium  (the  pork  tapeworm).  This  infection, 
while  rarely  acquired  in  the  United  States,  is  common 
in  Mexico  and  parts  of  Africa,  South  America,  India, 
and  southeast  Asia.  In  a series  of  100  Mexicans  with 
seizure  disorder  which  began  after  age  25,  neurocysti- 
cercosis or  its  sequelae  were  found  to  be  the  cause  in 
50%  of  cases.'  Because  of  an  increase  in  immigration 
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from  endemic  regions  to  the  United  States,  neurocys- 
ticercosis has  become  an  important  problem  in  the 
United  States  in  recent  years." 

Man  is  the  only  definitive  host  of  T.  solium,  usually 
acquiring  this  infestation  by  ingestion  of  inadequately 
cooked  pork  containing  larval  cysts.  The  adult  tape- 
worm resides  in  the  jejunum,  where  it  may  live  for 
decades,  usually  without  producing  symptoms.  Egg- 
bearing segments  (proglottids)  of  the  adult  tapeworm 
are  passed  in  the  stool.  Pigs  usually  act  as  the  inter- 
mediate host  by  ingesting  the  eggs.  Occasionally  dogs, 
cats,  and  sheep  may  act  as  the  intermediate  host.  The 
eggs  are  then  digested  in  the  stomach,  releasing  em- 
bryos that  penetrate  the  intestinal  mucosa  and  enter 
the  bloodstream.  The  larvae  are  disseminated  hema- 
togenously  and  lodge  in  muscle,  brain,  eye,  and  other 
tissues.  Ingestion  by  humans  of  the  inadequately 
cooked  pork  completes  the  normal  life  cycle. 

Human  cystieercosis  results  when  man  acts  as  the 
intermediate  host  by  becoming  infected  with  the  larval 
stage  of  the  parasite."  This  may  occur  by  ingestion  of 
water  or  food  contaminated  by  egg-containing  feces  or, 
less  commonly,  by  autoinfection  from  anus  to  mouth 
(fecal-oral)  by  a person  infected  with  the  adult  tape- 
worm. Autoinfection  due  to  reverse  peristalsis  of 
proglottids  into  the  stomach  is  a rare  mechanism  by 
which  human  cystieercosis  occurs.  Simultaneous  infec- 
tion with  the  adult  tapeworm  is  seen  in  17%  to  25% 
of  patients  with  cystieercosis."  Following  hematoge- 
nous dissemination,  the  larvae  encyst  primarily  in  the 
brain,  skeletal  muscle,  subcutaneous  tissue,  and  the 
eye.  Usually,  there  is  little  or  no  inflammatory  re- 
sponse surrounding  the  cysts  until  death  of  the  larva, 
which  occurs  approximately  18  months  after  infection. 
The  latent  period  between  initial  infection  and  onset 
of  symptoms  averages  four  to  five  years." 

Clinical  manifestations  of  cerebral  cystieercosis  de- 
pend on  the  location  of  the  cysts  and  on  the  particular 
combination  of  the  three  major  pathophysiologic  pro- 
cesses: mass  effect,  local  inflammation,  and  obstruc- 
tion of  the  ventricular  foramina."  The  most  common 
clinical  manifestations  are  seizures  in  51%  of  patients, 
increased  intracranial  pressure  (headache,  nausea,  and 
vomiting)  in  38%  of  patients,  and  focal  neurologic 
symptoms  in  28%  of  patients."  Other  symptoms  include 
impaired  vision,  confusion,  dizziness,  and  ataxia. 

Four  types  of  cerebral  cystieercosis  are  recognized." 
These  include  ventricular  cysts,  parenchymal  cysts,  the 
racemose  form,  and  mixed  lesions.  In  the  racemose 
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Figure  1.  Representative  cuts  from  the  CT  scan  of  the  head,  demonstrating  a large  cystic  lesion  over  the  right  fronto-parietal  region  and  a 
smaller  cystic  lesion  in  the  left  occipital  lobe.  Areas  of  calcification  are  visible  in  both  occipital  lobes. 


form,  the  cysts  arborize  into  extensive  grape-like  clus- 
ters around  the  basal  cisterns,  causing  a marked  arach- 
noiditis with  fibrosis,  resulting  in  chronic  “aseptic” 
meningitis  and  hydrocephalus  due  to  obstruction  of  the 
foramina  of  Luschka  and  Magendie.  Arterial  throm- 
bosis may  occasionally  complicate  this  form  of  cysti- 
cercosis.  Ventricular  cysts  may  be  single  or  multiple. 
They  may  be  free-floating  or  attached  to  the  ventric- 
ular wall.  The  fourth  ventricle  is  most  commonly  in- 
volved. Ventricular  cysts  are  frequently  asymptomatic 
unless  the  flow  of  CSF  is  obstructed,  in  which  case 
obstructive  hydrocephalus  develops.  Parenchymal  cysts 
usually  produce  focal  symptoms.  The  parenchymal  cysts 
are  generally  3 to  15  mm  in  diameter  but  may  become 
very  large,  especially  following  the  death  of  the  larva, 
which  leads  to  loss  of  osmotic  regulation  of  the  cyst 
cavity  and  subsequent  osmotic  swelling.^  Diffuse  pa- 
renchymal involvement  may  cause  seizures,  mental 
status  changes,  headache,  or  visual  loss.' 

Diagnosis  of  neurocysticercosis  is  suggested  by  CT 
scan  of  the  head.  Multiple  intracranial  calcifications, 
hydrocephalus,  and  multiple  cystic  lesions  are  the  most 
common  findings.'’  Parenchymal  lesions  may  be  seen 
as  low-density  lesions  on  CT.  These  lesions  may  fail  to 
enhance  with  contrast,  or  they  may  demonstrate  con- 
trast enhancement  due  to  an  area  of  surrounding  in- 
flammation.'' Occasionally,  multiple  dense  masses  have 
been  described,  simulating  metastatic  disease.  Ven- 
tricular cysts  may  be  difficult  to  visualize  by  CT  scan. 
Hydrocephalus  is  the  most  common  radiographic  find- 
ing with  this  form  of  the  disease.  The  cysts  may  be 
visualized  within  the  ventricular  system,  but  may  also 
be  isodense,  and  thus  not  demonstrable  without  the 
aid  of  intraventricular  contrast  enhancement.  The  CT 
scan  may  occasionally  be  normal  with  CNS  cysticercosis. 

The  CSF  is  usually  abnormal  but  relatively  nonspe- 


cific. Abnormalities  of  the  CSF  include  lymphocytic 
pleocytosis,  elevated  protein,  and  hypoglycorrhachia. 
An  increased  number  of  CSF  eosinophils  is  found  in 
approximately  20%  of  patients;  peripheral  eosinophil- 
ia  is  uncommon.  Tests  for  antibody  in  serum  have  re- 
cently improved  and  are  now  fairly  sensitive  and  spe- 
cific. Antibody  testing  of  the  CSF  increases  sensitivity. 
Cross-reaction  with  echinococcus  and  other  cestodes 
may  occur;  thus,  neurocysticercosis  cannot  be  distin- 
guished from  CNS  echinococcosis  solely  by  serologic 
findings.-  Demonstration  of  the  organism  by  biopsy  of 
lesions  in  the  brain  or  subcutaneous  tissue  is  the  only 
w'ay  of  making  a definitive  diagnosis. 

The  differential  diagnosis  depends  on  the  clinical 
manifestations.'  The  meningeal  form  of  cysticercosis 
may  result  in  a recurrent  or  chronic  “aseptic  meningi- 
tis.”-' In  these  cases,  tuberculous  meningitis,  fungal 
meningitis,  sarcoidosis,  and  carcinomatous  meningitis 
may  be  diagnostic  considerations.  Parenchymal  cysti- 
cercosis cysts  may  mimic  brain  abscess,  tumor,  or  pre- 
vious infarction.  Echinococcosis  is  another  considera- 
tion in  such  cases,  but  there  are  epidemiologic 
differences  between  echinococcosis  and  cysticercosis. 
Echinococcosis  is  more  common  in  South  America,  the 
Middle  East,  New  Zealand,  and  parts  of  Africa. 
Echinococcus  of  the  brain  is  uncommon  in  adults,  but 
when  it  does  occur,  there  is  usually  a single  parenchy- 
mal cyst.  Though  hepatic  and  pulmonary  cysts  are  fre- 
quent in  cases  of  echinococcosis,  punctate  calcifica- 
tions of  the  brain  have  not  been  described.*' 

Until  recently,  therapy  for  cysticercosis  has  been 
limited  to  correction  of  obstructive  hydrocephalus  by 
shunting  procedures  and  removal  of  obstructing  cysts. 
Praziquantel,  a new  broad-spectrum  antitrematode 
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Trauma  Rounds 


Laryngotracheal  Transection 

GAYLE  MINARD,  M.D. 


Laryngotracheal  trauma  is  an  uncommon  injury  seen 
in  approximately  1%  to  2%  of  trauma  patients.  Com- 
plete laryngotracheal  separation  is  an  extremely  un- 
usual variant.  It  is  usually  seen  following  blunt  trauma 
and  carries  significant  morbidity  and  mortality.  Pre- 
sentation may  be  subtle  initially,  although  most  pa- 
tients will  show  some  evidence  of  respiratory  compro- 
mise. Early  recognition  is  important,  as  management 
of  complete  transection  is  somewhat  different  from  that 
of  other  laryngotracheal  injuries.  We  present  an  inter- 
esting case  from  our  institution  and  discuss  the  ap- 
proach to  these  injuries. 

Case  Report 

A 37-year-old  man  involved  in  a motor-vehicle  accident 
was  brought  to  the  trauma  center.  His  voice  was  barely  au- 
dible, and  he  complained  of  neck  pain  and  shortness  of  breath. 
Physical  examination  revealed  anterior  neck  swelling,  ecchy- 
mosis,  subcutaneous  air,  and  neck  tenderness.  Normal  neck 
contour  was  absent.  He  had  bilateral  wheezes,  along  with  chest 
and  extremity  abrasions.  Vital  signs  were  normal,  including  a 
respiratory  rate  of  18/min.  Neurologic  examination  was  nor- 
mal. Initial  chest  and  neck  x-rays  revealed  subcutaneous  air 
in  the  neck  and  mediastinum.  A C4-5  subluxation  was  also 
noted.  Because  of  respiratory  distress  he  was  nasally  intubat- 
ed in  the  resuscitation  room,  and  immediately  taken  to  the 
operating  room  for  exploration  of  his  neck  and  larynx.  A 
preoperative  bronchoscopy  was  attempted,  but  no  airway  was 
seen.  A transverse  cervical  incision  was  made  and  complete 
laryngotracheal  separation  was  discovered,  with  fractures  of 
the  second  and  third  tracheal  rings.  The  endotracheal  tube 
was  protruding  from  the  proximal  end  of  the  trachea,  and  the 
distal  end  was  just  above  the  sternal  notch;  there  was  a 6-  to 
7-cm  gap  between  the  two  ends.  The  distal  end  of  the  trachea 
was  grasped  with  Allis  clamps  and  intubated  with  a No.  8 
endotracheal  tube.  Further  neck  exploration  was  unremark- 
able except  for  a laceration  of  the  muscle  wall  of  the  esoph- 
agus, which  was  repaired  with  interrupted  silk.  The  fractured 
tracheal  rings  were  then  resected  and  the  trachea  was  reap- 
proximated with  interrupted  polypropylene.  Before  complete 
closure  of  the  trachea,  a No.  8 oral  endotracheal  tube  was 
passed  across  the  repair  from  above,  and  a flap  of  strap  mus- 
cle was  interposed  between  the  esophageal  and  tracheal  re- 
pairs. The  neck  was  then  closed  in  the  usual  fashion.  The 
patient’s  neck  was  held  in  a neutral  position  by  padding  a 
cervical  collar  with  4x8  abdominal  pads.  Penicillin  was  ad- 
ministered for  two  weeks.  Postoperatively  the  patient  was 
hoarse,  but  this  resolved  over  the  course  of  several  weeks. 
Eventually  cervical  fusion  was  done  for  the  C4-5  subluxation. 

Discussion 

Complete  laryngotracheal  transection  is  an  unusual 
form  of  laryngotracheal  injury.  One  cause  is  “clothes- 
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line  injuries,”  which  occur  when  patients  on  recrea- 
tional vehicles  run  into  wires  or  lines  stretched  across 
their  paths.  It  is  occasionally  seen  with  penetrating 
trauma,  but  many  of  those  patients  die  of  exsangui- 
nation  from  vascular  injury.  The  majority  of  transec- 
tions  follow  motor-vehicle  accidents.  Most  of  these  pa- 
tients will  have  some  degree  of  respiratory  compromise. 
It  is  interesting  that  these  patients  are  able  to  maintain 
an  airway;  the  soft  tissue  and  prevertebral  fascia  usu- 
ally retain  their  shape  around  the  area  the  trachea  oc- 
cupied before  separation.  Other  signs  and  symptoms 
are  abrasions  or  lacerations  of  the  neck,  loss  of  laryn- 
geal contour,  dysphagia,  crepitus,  dysphonia  or 
aphonia,  and  hemoptysis.  Findings  on  neck  x-rays  in- 
clude subcutaneous  air  (particularly  if  it  is  in  the  deep 
tissues'),  termination  of  the  tracheal  air  column,  and 
elevation  of  the  hyoid. ^ Some  patients  will  have  no  sig- 
nificant physical  findings,  especially  if  they  arrive  in 
the  emergency  room  previously  intubated. 

If  laryngotracheal  injury  is  suspected,  special  care 
must  be  taken  when  obtaining  the  airway.  Many  pa- 
tients are  intubated  orally  or  nasally,  particularly  when 
the  injury  is  not  suspected.  The  danger  is  that  intuba- 
tion may  induce  complete  airway  occlusion.  If  suspi- 
cion is  high,  bronchoscopic  intubation,  if  available,  may 
be  beneficial.^  The  bronchoscopist  passes  an  endotra- 
cheal tube  over  a flexible  fiberoptic  bronchoscope  prior 
to  the  intubation  attempt.  The  bronchoscope  is  navi- 
gated past  the  area  of  injury,  and  the  endotracheal  tube 
is  passed  over  the  scope  into  the  trachea.  If  this  meth- 
od is  not  available  or  successful,  the  next  option  is 
tracheostomy.  Cricothyroidotomy  is  usually  not  help- 
ful in  this  situation,  because  the  injury  is  distal  to  the 
cricothyroid  membrane.  Because  the  distal  tracheal 
segment  tends  to  retract  into  the  chest,  initially  no  tra- 
chea may  be  found,  and  the  trachea  may  be  grasped 
with  Allis  clamps  and  elevated  into  the  wound. ^ Care 
must  be  taken  not  to  damage  any  mediastinal  struc- 
tures. The  surgeon  then  intubates  the  distal  segment 
through  the  operative  field. 

Once  the  airway  is  secured,  and  any  life-threaten- 
ing injuries  stabilized,  the  neck  should  be  thoroughly 
explored,  paying  special  attention  to  the  vascular 
structures  and  the  esophagus. ^ Although  endoscopy 
and/or  barium  swallow  have  been  recommended,^  there 
is  no  substitute  for  adequate  exploration.  Missed 
esophageal  wounds  result  in  a high  complication  rate. 
If  injury  is  found,  it  is  important  to  dissect  the  esoph- 
agus free  from  its  surrounding  connective  tissue  in  or- 
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der  to  adequately  visualize  the  injury.  Two-layer  clo- 
sure should  be  performed,  and  a flap  of  strap  muscle 
or  sternocleidomastoid  interposed  between  esophageal 
and  tracheal  repairs.  The  recurrent  laryngeal  nerves 
should  also  be  evaluated.  Repair  can  be  attempted  if 
they  are  transected,  but  long-term  success  is  poor.-* 

Tracheal  repair  may  be  accomplished  with  a single 
layer  of  interrupted  sutures,  but  frequently  a two-layer 
closure  is  used.  If  mucosa  is  to  be  reapproximated,  it 
should  be  done  with  absorbable  suture,  with  the  knots 
to  the  outside.  This  will  help  prevent  stricture  forma- 
tion. Since  the  blood  supply  enters  laterally,  dissec- 
tion around  the  trachea  should  mainly  be  anterior  and 
posterior. 5 

If  more  length  is  needed  for  the  tracheal  repair, 
several  options  are  available.  A right  thoracotomy  can 
be  performed,  the  inferior  pulmonary  ligament  divid- 
ed, and  the  thoracic  trachea  along  with  the  hilum  of 
the  right  lung  mobilized.  A laryngeal  release,  which 
involves  division  of  the  thyrohyoid  muscles  and  mem- 
brane along  with  the  superior  horns  of  the  thyroid  car- 
tilage, can  mobilize  2.5  cm  of  the  cervical  trachea"'’; 
the  posterior  and  lateral  repair  should  be  completed 
before  the  anterior  segment  is  repaired.  Tracheostomy 
is  not  always  necessary  unless  the  patient  will  require 
prolonged  intubation  for  concomitant  injuries.  Laryn- 
geal fractures,  recurrent  nerve  injuries,  high  spinal  cord 
lesions,  severe  chest  trauma,  and  closed  head  injury 
are  some  of  the  other  indications  for  tracheostomy. 
Drainage  is  also  not  necessary  unless  there  has  been 
heavy  contamination,  such  as  might  occur  with  de- 
layed repair  of  esophageal  injury.  Postoperatively  the 
patient’s  neck  is  usually  maintained  in  a flexed  posi- 
tion to  lessen  tension  on  the  anastomosis,  but  a stable 
cervical  spine  is  a prerequisite. 
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agent,  has  recently  been  used  in  cysticercosis  with  good 
results."’  " During  treatment  there  may  be  a strong  in- 
flammatory reaction,  manifested  by  an  increase  in  CSF 
protein  and  pleocytosis  and  by  worsening  of  headache 
and  neurologic  symptoms.  Corticosteroids  are  usually 
administered  concomitantly  to  lessen  the  inflammatory 
reaction  that  occurs  in  response  to  the  degenerating 
organisms.  A 14-  to  21-day  course  of  praziquantel  is 
generally  recommended.  Clinical  improvement  is  usu- 
ally evidenced  by  one  to  six  months.  /~ 
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These  patients  often  have  severe  postoperative 
morbidity.  Since  the  esophagus  is  frequently  injured, 
tracheoesophageal  fistulas  can  be  a problem.  Many 
patients  suffer  from  subglottic  stenosis.  Since  the  re- 
current laryngeal  nerves  may  also  be  damaged,  subse- 
quent voice  and  airway  problems  can  result.  As  a rule, 
these  patients  need  frequent  bronchoscopic  follow-up 
for  years. 

Conclusions 

Complete  laryngotracheal  separation  is  seen  infre- 
quently at  most  trauma  centers.  Patients  usually  have 
respiratory  difficulties,  but  signs  and  symptoms  may 
initially  be  occult.  Airway  management  is  the  first 
priority,  and  although  bronchoscopic  intubation  may 
be  ideal,  attempted  tracheostomy  and  intubation  of  the 
distal  segment  is  most  frequently  used.  Repair  in  the 
operating  room  is  done  through  the  neck  after  both 
tracheal  ends  are  located.  Esophageal  injuries  are 
common  and  must  be  ruled  out.  Tracheostomy  may 
not  be  required  if  the  patient  has  no  indications  for 
prolonged  intubation.  Follow-up  is  important  and 
should  be  continued  for  several  years.  r ^ 
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The  Juris  Doctor 


The  New  Medical  Records  Act  Amendment 


MARC  E.  OVERLOOK 
TMA  Staff  Attorney 

Who  is  entitled  to  copies  of  the  medical  records  in 
your  office?  The  patient?  The  insurance  company? 
How  about  the  court?  The  TMA  staff  attorney's  office 
fields  these  questions  at  least  twice  each  week.  Invari- 
ably, the  caller  is  an  angry  and  frustrated  patient 
wanting  to  pick  up  the  record,  or  a member  physician 
asking  about  the  ethics  of  charging  for  preparation  time 
and  copying  charges.  Tennessee  law  used  to  have  no 
answer  to  the  question  of  records  access  for  the  phy- 
sician in  private  practice. 

However,  on  May  1,  1990  Governor  Ned  Mc- 
Wherter  signed  into  law  an  amendment  to  the  Medical 
Records  Act  of  1974.  The  new  amendment  (set  forth 
at  Tennessee  Code  Annotated  Section  68-11-304)  re- 
quires a “health  care  provider”  to  furnish  a patient  or 
patient’s  authorized  representative  a complete  copy  (or 
a summary  thereof — in  the  discretion  of  the  provider) 
of  the  patient's  medical  records.  A health  care  provi- 
der includes  anybody  who  is  required  to  be  licensed 
under  Title  63  of  the  Tennessee  Code  Annotated.  (This 
definition  includes  physicians,  osteopaths,  nurses,  po- 
diatrists, dentists,  etc.) 

A patient  must  first  notify  the  health  care  provider 
by  written  request  of  his  desire  for  the  records.  The 
health  care  provider  must  then  provide  these  copies 
“without  unreasonable  delay.”  There  is  no  time  limit 
set  forth  in  the  Act.  Medical  records  are  broadly  de- 
fined to  include  medical  histories,  records,  reports  and 
summaries,  diagnoses,  prognoses,  records  of  treat- 
ment and  medication  ordered  and  given,  x-ray  and  ra- 
diology interpretations,  physical  therapy  charts  and 
notes,  and  laboratory  reports.  Health  care  providers 
are  not  obligated  to  provide  records  free  of  charge:  a 
requesting  party  “shall  be  responsible  to  the  provider 
for  the  reasonable  costs  of  copying  and  mailing  such 
patient’s  records.”  These  payments  may  be  required 
up  front  if  the  provider  so  desires.  The  Act  in  no  way 
affects  the  reach  of  subpoenas. 

This  office  originally  reported  that  a Class  C mis- 
demeanor sanction  could  be  invoked  against  health  care 
providers  for  failure  to  provide  access  to  records.  This 


legal  conclusion  proved  incorrect  when  the  state  pro- 
mulgated the  advance  sheet  of  the  amendment  which 
clearly  indicated  the  sanction  applied  only  to  hospitals 
(as  it  always  had).  With  or  without  the  misdemeanor 
sanction,  however,  it  remains  patently  unethical  for 
physicians  to  deny  records’  access  to  their  patients.  This 
access  denial  remains  unethical  even  if  the  patient  has 
failed  to  pay  his  bill. 

The  second  part  of  the  Act  applies  to  hospitals.  It 
states  that  hospital  records  remain  hospital  property 
(subject  to  subpoena  powers).  The  Act  requires  that, 
unless  there  is  an  applicable  restriction  in  federal  or 
state  law,  hospitals  shall  furnish  patients  or  their  rep- 
resentatives with  their  medical  records  upon  written 
request.  Once  again,  the  requesting  party  is  responsi- 
ble for  the  reasonable  cost  of  copying  and  mailing. 
(Again,  hospitals  can  require  that  this  cost  be  paid  up 
front.) 

In  passing  this  Act,  the  state  legislature  threw  the 
access  net  far  and  wide.  The  law  makes  no  provision 
for  physicians  who  justifiably  believe  that  providing  a 
patient  with  access  to  his  records  may  injure  the  pa- 
tient’s mental  or  physical  well-being.  All  patients  are 
entitled  to  access  their  records.  This  most  troublesome 
requirement  leaves  no  opening  for  continuing  treat- 
ment decisions.  Thus,  if  a psychiatric  patient  requests 
access  to  his  records,  the  treating  psychiatrist,  now 
lacking  access  discretion,  must  hand  over  potentially 
traumatic  materials.  The  problem  of  course  is  that  a 
patient’s  resulting  suicide  might  end  in  a court’s  find- 
ing of  malpractice  liability  against  the  psychiatrist.  The 
only  option  in  such  a situation  appears  to  be  the  pro- 
vision allowing  a physician  the  choice  of  providing  a 
treatment  summary.  The  physician  could  word  the  sum- 
mary in  such  a fashion  as  to  avoid  harming  the  pa- 
tient’s well-being.  Fortunately,  a physician’s  personal 
notes  still  are  not  accessible  through  the  Act.  The  Act’s 
definition  of  medical  records  does  not  include  such 
notes.  Therefore,  physicians  are  not  required  to  hand 
such  notes  over  to  patients  who  request  their  records. 
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Loss  Prevention  Case  of  the  Month 


There  Ain’t  No  Justice 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

A 16-month-old  male  infant  who  has  had  the  usual  upper 
respiratory  infections  of  babies — otitis  media,  red  throat, 
bronchitis — and  who  has  responded  to  treatment  with  anti- 
biotics, is  brought  to  his  doctor  on  the  10th  of  the  month  for 
sudden  onset  of  fever,  rhinorrhea,  anorexia,  and  malaise. 
Examination  reveals  a red  throat,  no  significant  adenopathy, 
a negative  chest  examination,  and  a fever  of  103. 2°F.  An  in- 
jection of  benzathine  penicillin  was  given  and  acetominophen 
was  prescribed  for  the  fever. 

Three  days  later  the  child  had  not  improved,  and  office 
notes  describe  a “very  irritable”  little  boy  who  still  had  a red 
throat  and  was  still  somewhat  lethargic  and  febrile.  There 
were  no  other  positive  physical  findings.  At  this  point,  the 
attending  physician  added  to  the  treatment  cephalexin,  a 
cephalosporin,  by  mouth. 

The  following  day  the  mother  brought  the  child  to  the 
emergency  room  with  continued  fever,  anorexia,  and  irrita- 
bility; the  fever  again  was  recorded  as  103. 2°F  and  again  the 
examination  showed  only  a “red  throat.”  A specific  reference 
in  the  record  stated  that  there  was  “no  stiff  neck.”  The  moth- 
er was  advised  to  continue  the  cephalexin  and  ASA  for  fever. 
Laboratory  studies  revealed  a WBC  count  of  13,400/cu  mm 
with  45%  segmented  neutrophils,  3%  bands,  and  52%  lym- 
phocytes. 

Two  days  later,  six  days  after  the  onset  of  fever,  with  the 
child  still  very  sick,  the  examination  showed  a stiff  neck.  CSF 
studies  showed  267  WBCs,  mostly  segmented  neutrophils,  and 
an  elevated  protein;  cultures  grew  Hemophilus  influenzae,  type 
B.  Amoxicillin  was  begun  immediately  after  the  spinal  fluid 
was  obtained.  The  child  was  afebrile  in  four  days  and  re- 
covered within  a week.  The  amoxicillin  was  continued  for  a 
total  of  10  days. 

As  the  patient  improved,  it  became  apparent  that  his 
hearing  was  severely  impaired.  After  a thorough  evaluation 
by  a speech  and  hearing  center,  it  was  determined  that  the 
deafness,  in  all  probability  due  to  the  Hemophilus,  was  very 
probably  going  to  be  permanent.  Shortly  afterward,  a lawsuit 
was  filed  charging  the  attending  physician  with  negligence  be- 
cause of  the  delay  in  diagnosis  of  the  true  nature  of  the  child’s 
illness.  It  was  charged  that  this  delay  in  diagnosis  caused  the 
little  boy’s  deafness. 

Loss  Prevention  Comments 

In  the  development  of  this  case,  expert  witnesses 
gave  testimony  on  both  sides  of  this  issue.  Very  cred- 
ible physicians  took  opposite  views  on  the  relationship 


Dr.  Avery  is  chairman  of  the  Loss  Prevention  Committee,  State 
Volunteer  Mutual  Insurance  Company.  Brentwood,  and  medical  di- 
rector for  Ambulatory/Outpatient  Services,  St.  Thomas  Hospital. 
Nashville. 


of  the  delay  in  diagnosis  to  the  complication  of  deaf- 
ness. The  expert  for  the  plaintiff  stated  that  the  prob- 
ability was  that  if  the  antibiotic  had  been  started  ear- 
lier, the  deafness  would  not  have  occurred.  The  defense 
expert  pointed  out  that  at  least  half  the  time  deafness 
would  have  developed  in  a situation  like  this  regard- 
less of  when  appropriate  treatment  had  been  started. 

The  defense  further  pointed  out  that  on  the  first 
day  that  any  evidence  of  meningeal  irritation  (stiff 
neck)  developed  appropriate  treatment  was  begun. 

The  claims  review  committee  of  SVMIC  thoroughly 
reviewed  this  case  on  two  occasions  and  considered 
that  there  had  been  no  significant  deviation  from  an 
acceptable  standard  of  care. 

Both  the  attending  physician  and  the  emergency 
room  physician  were  sued  and  the  jury  found  against 
both.  The  award  was  in  the  high  six  figures. 

While  there  was  no  deviation  from  the  standard  of 
care  in  this  case,  can  we  learn  anything  from  this  case 
that  might  prevent  this  type  of  litigation?  Yes.  We  can 
learn  that  a jury  faced  with  a situation  of  this  type  is 
likely  to  award  lots  of  money  because  of  the  expenses 
incurred  and  the  likelihood  of  future  costs  related  to 
the  child’s  deafness.  We  can  also  learn  to  examine  the 
CSF  early  in  the  patient  with  a febrile  illness  where 
there  is  no  apparent  cause  and  there  has  been  no  re- 
sponse to  the  usual  treatment.  For  the  physician  caught 
up  in  this  kind  of  situation  there  truly  “ain't  no  jus- 
tice.” r ^ 
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Health  and  Environment  Report 


Tennessee  Medical  Koine  Project 


FLORENCE  ROBERTS,  Ph.D.,  R.N.  and  HAYS  MITCHELL,  M.D. 


For  several  years  the  Tennessee  Chapter  of  the 
American  Academy  of  Pediatrics  and  the  Tennessee 
Department  of  Health  and  Environment  have  been 
working  with  private  physicians  to  establish  medical 
homes  for  indigent  children. 

Because  of  interest  in  the  medical  home  concept,  a 
federal  SPRANS  (Special  Projects  of  Regional  and  Na- 
tional Significance)  grant  of  $387,306  was  applied  for  and 
received  to  fund  the  Tennessee  (Pediatric)  Medical  Home 
Project  in  Bradley  County.  The  three-year  project  dem- 
onstrated a collaborative  model  for  providing  health 
care  for  low-income  children.  It  addressed  problems  of 
fragmentation  of  services  and  the  inappropriate  use  of 
expensive  services,  such  as  the  emergency  room.  The 
funding  covered  the  costs  of  the  project  but  not  the 
costs  of  medical  services  provided  by  physicians. 

A total  of  135  Bradley  County  newborns  were  en- 
rolled in  the  Medical  Home  Project  from  January 
through  September  1986.  The  infants  remained  in  the 
project  until  they  reached  their  second  birthday.  While 
in  the  project,  they  received  health  care  from  a private 
physician,  usually  a pediatrician.  Non-Medicaid  eligi- 
ble parents  were  billed  for  physician  care  but  there 
was  no  attempt  to  collect  unpaid  bills.  In  addition  to 
physician  care,  the  children  received  WIC  services  (if 
they  were  eligible),  immunizations  as  requested  by 
physicians,  and  extensive  parenting  education  from 
project  nurses  based  at  the  health  department.  The 
educational  services  were  delivered  primarily  through 
nurse  home  visits.  The  nurses  also  assisted  parents  in 
keeping  medical  appointments,  in  administering  med- 
ications and  treatments  prescribed  by  the  physicians, 
and  in  gaining  access  to  a variety  of  social  services. 

After  enrollment  of  nearly  half  of  the  medical  home 
children,  100  children  from  the  mixed  urban  and  rural 
population  of  Hamilton  County  were  enrolled  as  a 
comparison  group.  The  comparison  infants  were 
matched  according  to  demographic  data  available  on 
birth  certificates  and  according  to  participation  in  WIC. 

Parent  interview  and  medical  records  data  were 
collected  from  both  groups  when  the  infants  were  be- 
tween 11  and  14  months  of  age  (time  1),  and  again 
between  23  and  26  months  of  age  (time  2).  Compari- 
sons of  the  two  groups  revealed  no  statistically  signif- 
icant differences  of  demographic  data  except  in  length 
of  residence.  At  time  2 the  comparison  children  had 
lived  longer  at  the  same  residence. 


From  the  Tennessee  Department  of  Health  and  Environment, 
Nashville. 
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About  40%  of  the  medical  home  children  were  lost 
to  follow-up  between  admission  and  time  2,  due  pri- 
marily to  frequent  moves.  Only  10%  of  the  compari- 
son children  were  lost  to  follow-up.  When  demograph- 
ics were  analyzed,  however,  there  were  no  differences 
between  the  children  who  stayed  in  the  project  and 
those  lost  to  follow-up  in  either  group. 

The  findings  for  time  1 comparisons  indicated  no  dif- 
ferences between  the  groups  in  weight  for  height  or  he- 
matocrit. Significantly  more  children  in  the  comparison 
group  had  been  properly  immunized  than  children  in  the 
medical  home  group.  Investigation  indicated  that  the 
medical  home  physicians  were  asking  that  infants  visit 
their  offices  immediately  before  going  to  the  health  de- 
partment for  immunizations,  whereas  the  comparison 
children  received  both  well  child  checkups  and  immuni- 
zations at  the  health  department,  requiring  only  one  trip. 

The  medical  home  mothers  were  more  likely  to  call 
the  physician  or  nurse  as  their  first  response  when  their 
children  became  ill,  and  medical  home  parents  scored 
considerably  better  on  a simple  index  of  parent  under- 
standing of  infant  growth  and  development. 

There  were  notable  differences  also  in  use  of  the 
emergency  room.  Families  were  grouped  according  to 
whether  they  used  the  emergency  room  appropriately 
all  of  the  time,  none  of  the  time,  or  a mixed  use  (some- 
times appropriate  and  sometimes  inappropriate).  The 
comparison  children  visited  the  emergency  room  more 
often  than  the  medical  home  children,  and  a greater 
proportion  of  the  families  used  it  inappropriately  all  of 
the  time.  Emergency  room  visits  were  judged  inappro- 
priate by  blind  review  if  the  diagnosed  problem  was  not 
an  emergency  and  the  parent  had  not  been  instructed 
by  a physician  or  nurse  to  go  the  emergency  room. 

Similar  factors  were  compared  at  time  2,  although 
information  available  differed  somewhat.  Data  from 
the  comparison  children  were  insufficient  to  determine 
differences  in  height,  weight,  and  hematocrit  because 
they  had  not  visited  the  health  department  for  meas- 
urements during  the  target  months  for  data  collection. 
No  substantial  differences  in  immunizations  received 
by  the  two  groups  were  apparent  at  time  2.  Ninety- 
two  percent  of  the  medical  home  group  parents  and 
only  54%  of  the  comparison  group  parents  reported  at 
time  2 that  their  children  had  a regular  physician. 
Medical  home  children  had  many  more  contacts  with 
the  health  care  system,  averaging  7.5  visits  to  physi- 
cians and  3.4  WIC  visits,  whereas  comparison  children 
averaged  1.7  reported  physician  visits  and  1.6  WIC 
visits.  Only  1%  of  the  medical  home  parents  reported 
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that  their  children  used  the  emergency  room  for  rou- 
tine care,  as  compared  to  29%  of  the  comparison 
group.  When  actual  visits  to  the  emergency  room  were 
analyzed,  the  findings  echoed  those  of  time  1,  indicat- 
ing that  families  in  the  medical  home  group  used  the 
emergency  room  appropriately  all  of  the  time. 

Time  2 comparisons  indicated  no  differences  in  gen- 
eral knowledge  of  child  growth  and  development,  but  the 
medical  home  parents  scored  better  on  an  index  of  home 
safety  practices.  An  attempt  was  made  to  compare  ill- 
nesses and  accidents  experienced  by  the  two  groups,  but 
the  data  available  were  too  scattered  to  be  conclusive. 

A few  problems  were  encountered  in  this  collabo- 
rative project.  The  most  significant  was  a difference  in 
philosophy  between  physicians  and  health  depart- 
ments regarding  immunization  practices.  In  addition, 
some  physicians  were  unhappy  with  nutrition  teaching 
provided  through  WIC  services.  Some  parents  ap- 
peared to  avoid  using  physician  services  when  they 
owed  a bill,  even  though  they  were  never  asked  to  pay 
it.  Finally,  the  home  visiting  schedule  established  for 
the  nurses  at  the  beginning  of  the  project  was  difficult 
to  keep  because  of  parents’  moving  and  returning  to 
work  as  their  infants  became  older. 

Several  factors  contributed  to  the  success  of  the 
project.  One  was  having  a private  physician  take  the 
initiative  in  recruiting  other  physicians  to  participate. 
Another  was  having  both  a project  nurse  and  a person 
from  each  physician’s  office  designated  as  a contact  for 
exchange  of  needed  information.  Parents  particularly 


liked  having  their  own  physician  and  nurse  whom  they 
could  contact  with  questions  and  concerns.  As  might 
be  expected,  they  contacted  the  nurses  more  often  than 
the  physicians,  but  many  of  them  learned  to  be  com- 
fortable contacting  the  physicians  directly.  Also,  phy- 
sicians expressed  a better  feeling  about  the  health  de- 
partment and  what  it  can  offer  their  patients.  The 
nurses  experienced  satisfaction  in  helping  parents  be- 
come more  autonomous  in  caring  for  their  children,  in 
gaining  access  to  health  care,  and  in  knowing  that  chil- 
dren were  receiving  regular  medical  services. 

Although  this  study  does  not  prove  the  American 
Academy  of  Pediatrics’  position  that  a medical  home 
improves  morbidity  and  mortality  and  decreases  the 
cost  of  medical  care,  the  findings  do  indicate  that 
medical  homes  lessen  inappropriate  use  of  emergency 
rooms.  This  in  turn  implies  less  expensive  care  and, 
possibly,  less  morbidity. 

Approximately  700  physicians  throughout  the  state 
are  now  participating  in  the  medical  home  program  for 
children.  In  addition,  medical  homes  are  being  provid- 
ed for  adults  in  more  than  30  counties.  The  public/ 
private  partnership  incorporated  in  the  medical  home 
project  is  continuing  in  a slightly  different  model 
through  Project  HUG  (Help  Us  Grow),  a new  case 
management  program  for  pregnant  women  and  young 
children.  This  program  is  designed  to  integrate  non- 
medical services  such  as  nutrition,  psychosocial  sup- 
port, or  health  education  with  continuing  medical  care. 
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BEAN 
AIR  FORCE 
PHYSICIAN. 


USAF  Health  Professions 
(615)  889-0732 
Station-To-Station  Collect 


Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 
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Special  Item 


Expressing  Concern  for  the  Patient 
Without  Admitting  Legal  Liability 

JAMES  G.  FRIERSON,  J.D. 


Regardless  of  the  care  and  skill  employed  by  a phy- 
sician, there  will  be  some  cases  that  result  in  an  unfor- 
tunate outcome.  When  this  occurs,  the  doctor  refuses 
to  acknowledge  the  poor  results.  This  refusal  is  prob- 
ably based  in  large  part  upon  the  physician’s  lack  of 
knowledge  as  to  what  can  be  done  or  said  in  express- 
ing sympathy  without  admitting  legal  liability  for  mal- 
practice. This  refusal,  however,  may  be  the  very  thing 
that  causes  a patient  or  a patient’s  family  to  decide  on 
legal  action. 

Patients  and  family  members  are  sometimes  more 
upset  with  the  physician’s  lack  of  communication  and 
apparent  lack  of  concern  than  they  are  about  the  un- 
fortunate outcome  of  medical  treatment.  They  might 
understand  a bad  outcome,  or  even  a mistake,  but  they 
cannot  forgive  a lack  of  concern. 

Physicians,  however,  are  usually  unsure  as  to  how 
they  can  show  real  concern  and  sympathy  to  patients 
who  have  experienced  poor  results  from  the  physi- 
cian’s treatment  without  an  admission  that  might  be 
disastrous  in  court. 

In  other  words,  how  can  a physician  show  sympa- 
thy without  admitting  liability?  Should  a physician  ever 
waive  fees  because  of  the  poor  outcome?  Should  a 
physician  make  voluntary  payments  of  money? 

Basic  Rules 

In  answering  these  questions,  several  basic  rules 
must  be  followed  by  the  physician. 

• Always  report  any  result  that  might  possibly  lead 
to  a malpractice  claim,  along  with  all  pertinent  facts, 
to  your  insurance  company.  Don’t  wait  until  you  are 
sued.  Early  reporting  may  allow  the  insurance  com- 
pany to  head  off  a malpractice  suit. 

• Never  admit  liability,  i.e.,  never  state  or  imply 
that  the  poor  outcome  was  your  fault,  or  even  the  fault 
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of  Others.  When  talking  to  the  patient  or  family,  never 
be  critical  of  any  other  person  caring  for  the  patient. 

• In  any  situation  that  relates  to  a possible  mal- 
practice lawsuit,  if  possible  get  advice  from  the  attor- 
neys at  your  insurance  company  as  to  what  to  do  and 
say. 

• Never  promise  any  payment  to  the  patient  be- 
cause of  possible  malpractice  or  a poor  result  unless 
your  insurance  company  agrees  to  it.  A voluntary  pay- 
ment of  “damages”  can  be  an  admission  of  legal 
liability. 

• Do  not  send  a bill  to  a patient  whom  you  believe 
is  considering  a malpractice  lawsuit.  You  can  always 
bill  the  patient  later,  after  the  decision  is  made  or  the 
statute  of  limitations  on  medical  malpractice  lawsuits 
has  expired.  In  Tennessee,  the  statute  of  limitations 
for  filing  a medical  malpractice  lawsuit  is  one  year  from 
date  of  discovery,  while  a physician’s  bill,  called  an 
“open  account,”  is  enforceable  for  six  years.  Though 
at  first  glance  this  idea  may  seem  unethical,  there  is 
nothing  deceptive  about  a delay  in  presenting  a bill  to 
a patient,  as  long  as  the  fee  is  reasonable.  In  fact,  the 
patient  benefits  by  the  extension  of  free  credit.  The 
physician  is  simply  avoiding  an  extra  irritant  that  might 
provoke  an  unjustified  lawsuit. 

• Most  important,  never  allow  the  patient  or  the 
patient’s  family  to  believe  you  are  unconcerned  or  un- 
sympathetic to  the  patient. 

The  most  difficult  task  is  to  appear  concerned  and 
sympathetic,  while  at  the  same  time  not  admitting  lia- 
bility. When  possible,  obtain  advice  from  your  risk 
manager  or  your  insurance  company’s  legal  staff  first. 
When  this  is  not  practical,  however,  consider  the  fol- 
lowing guidelines: 

• Explain  the  poor  result  to  the  patient  or  the  pa- 
tient’s immediate  family  as  soon  as  possible.  Avoid 
medical  terminology,  and  give  a simple,  straightfor- 
ward explanation.  Unless  the  patient  or  family  indi- 
cates a desire  to  have  an  immediate  detailed  explana- 
tion, confine  your  explanation  to  a basic  outline  of  what 
occurred.  After  allowing  adequate  time  for  adjusting 
to  the  bad  news,  follow  that  with  an  offer  to  discuss 
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the  situation  and  explain  it  in  more  detail.  If  the  pa- 
tient or  family  does  not  appear  to  be  receptive  to  a 
follow-up  discussion,  do  not  push  it.  Simply  leave  the 
offer  open. 

• Physically  show  concern  and  sympathy.  Don't  put 
on  an  act,  but  do  let  your  natural  feelings  show  in  your 
facial  expression,  with  a pat  on  the  back,  holding  the 
patient's  hand,  or  other  natural  physical  actions. 

• Don't  try  to  be  an  amateur  lawyer  by  making 
statements  you  think  will  technically  absolve  you  from 
an  admission  of  legal  liability.  For  instance,  don't  say 
or  write,  “Although  not  an  admission  of  liability  or 
fault,  I am  sorry  that  we  will  have  to  operate  again 
. . . etc."  Such  a clumsy  attempt  will  not  help  in  court, 
and  might  actually  give  the  patient  or  the  patient's 
family  the  idea  of  taking  legal  action. 

• Do  make  a notation  in  the  patient's  chart  stating 
that  the  medical  condition  and  outcome  was  discussed 
and  explained.  A brief  summary  of  the  explanation 
given  should  also  be  placed  into  the  notes.  Although 
this  takes  time,  it  can  be  very  useful,  both  in  showing 
what  explanation  was  given  and  in  summarizing  the 
facts  of  the  case.  If  a lawsuit  is  filed,  this  can  help 
avoid  the  problem  physicians  have  in  remembering 
what  was  done  months  ago. 

• Consider  waiving  or  reducing  your  fee,  particu- 
larly for  any  additional  work  that  must  be  done  in  rec- 
tifying a poor  outcome.  Do  not,  however,  communi- 
cate this  intent  to  the  patient  or  the  patient’s  family  if 
you  decide  to  waive  or  reduce  your  fees;  simply  do  it. 

What  to  Say 

The  following  situations  give  some  examples  as  to 
what  the  physician  should  say,  as  well  as  some  exam- 
ples as  to  how  not  to  say  it.  The  basic  rule  is  to  show 
concern  without  implying  that  the  poor  outcome  re- 
sulted from  lack  of  reasonable  care. 

• A medical  malpractice  defense  attorney  recently 
reported  that  an  obstetrician  who  lost  a baby  during 
the  delivery  wrote  a letter  of  sympathy  to  the  family 
and  made  the  mistake  of  saying:  “I’m  horrified  that 
your  child  was  lost  during  delivery.  I have  examined 
my  conscience  and  can  only  express  my  sorrow.  I hope 
I have  learned  enough  from  this  case  so  that  this  will 
never  happen  again  in  my  practice.”'  This  letter  may 
be  the  major  evidence  used  in  a malpractice  lawsuit, 
because  it  implies  malpractice  by  the  use  of  such  terms 
as  “examined  my  conscience”  and  “I  hope  I have 
learned  enough.  . . .” 

The  physician  could  have  more  safely  written:  “I 
am  greatly  distressed  for  you  and  your  family.  I can 
only  imagine  what  all  of  you  must  feel.  I know  it’s  not 
enough  to  say  that  medicine  is  not  an  exact  science,  or 
that  regardless  of  the  care  used  some  babies  will  al- 
ways be  delivered  stillborn,  even  if  this  is  true.  If  there 
is  anything  I can  do  to  aid  you  and  your  family  in  this 
time  of  need,  please  let  me  know.” 

In  writing  a letter,  take  the  time  to  consult  with 
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your  insurance  company  or  risk  manager.  A first  draft 
of  the  letter  can  be  written  and  read  aloud  over  the 
phone  to  your  malpractice  insurance  company’s  law- 
yers in  order  to  obtain  legal  advice  as  to  the  wording. 

• Frequently  a more  immediate  oral  expression  of 
concern  is  necessary  in  the  office  or  hospital.  For  ex- 
ample, assume  that  a physician  performs  surgery  to 
resect  a 10-inch  segment  of  a patient’s  small  intestine 
that  must  be  removed  because  of  blockages  caused  by 
adhesions  and  disease.  During  the  operation,  a por- 
tion of  good  small  intestine  is  accidentally  cut,  result- 
ing in  the  need  to  resect  another  two  inches  of  good 
bowel. 

The  problem  must  be  disclosed  to  the  patient  or  an 
appropriate  family  member  as  soon  as  practicable. 
Normally,  this  will  be  an  oral  explanation  in  the  pa- 
tient’s hospital  room.  The  wrong  way  to  explain  in- 
cludes: “I  have  to  tell  you  I made  a mistake.  While 
resecting  your  bowel  I accidentally  cut  a nearby  sec- 
tion of  good  intestine  and  therefore  I had  to  do  a sec- 
ond resection.” 

Another  incorrect  approach  is  to  say:  “Hey,  I’m 
really  sorry,  but  we  made  a little  goof  and  had  to  take 
some  extra  intestine.  . . .” 

A better  approach  is  to  say:  “During  surgery  we 
ran  into  a complication,  but  it’s  not  serious.  While  re- 
moving the  diseased  part  of  your  intestine  a section  of 
good  intestine  that  was  pushed  up  under  the  bad  part 
was  cut,  and  so  we  had  to  make  a second  resection  to 
remove  a 2-inch  section  of  the  intestine  around  the 
cut.  This  is  unfortunate,  but  it’s  often  impossible  to 
clearly  see  all  the  intestines  since  they  are  pushing 
against  each  other.  This  should  not  cause  you  any 
problems,  now  or  in  the  future,  but  I noted  it  in  your 
chart  so  we  can  keep  an  eye  on  it  and  make  absolutely 
sure  no  problems  ever  develop.  Now,  do  you  have  any 
questions — anything  more  I can  explain?” 

• A reasonable  explanation  and  expression  of  con- 
cern may  satisfy  the  patient  and  avoid  a malpractice 
lawsuit  even  in  cases  of  negligence.  For  example,  as- 
sume a family  practitioner  has  a patient  who  was  treat- 
ed for  a duodenal  ulcer  10  years  ago.  The  patient  re- 
turns with  a complaint  of  swelling  and  pain  in  his  left 
knee.  Without  consulting  the  patient’s  records,  the 
physician  prescribes  a knee  support  and  phenylbuta- 
zone (Butazolidin).  During  the  patient’s  appointment 
two  weeks  later  he  complains  about  occasional  sharp 
epigastric  pain.  The  physician  simply  prescribes  an 
antacid  and  abstinence  from  alcohol. 

Two  weeks  later,  the  patient  returns  with  continued 
complaints  of  epigastric  pain,  and  in  looking  at  the  pa- 
tient’s records  while  he  is  still  in  the  office  the  physi- 
cian finally  sees  the  material  about  the  earlier  treat- 
ment for  an  ulcer.  Phenylbutazone  is  immediately 
discontinued,  but  several  weeks  later  the  patient  is  di- 
agnosed as  suffering  from  a new  duodenal  ulcer,  pos- 
sibly caused  or  aggravated  by  the  phenylbutazone. 
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There  is  no  need  to  admit  fault  in  prescribing  the 
medicine,  nor  should  an  attempt  be  made  to  hide  the 
possibility  that  the  medicine  might  have  aggravated  the 
ulcer.  Instead,  the  patient  should  be  told  the  truth, 
right  from  the  start. 

Upon  seeing  the  earlier  treatment  for  ulcers  and 
realizing  that  phenylbutazone  was  therefore  contrain- 
dicated, the  physician  should  say:  ‘T  just  noticed  from 
your  records  that  we  treated  you  for  ulcers  10  years 
ago.  The  medicine  you  have  been  taking  may  be  ag- 
gravating a new  ulcer,  so  I want  you  to  stop  taking  it. 
I am  sorry  you  have  been  having  so  much  pain,  but  it 
should  decrease.  I want  to  do  everything  possible  to 
stop  the  pain  and  cure  any  problems,  so  this  is  what 
we  should  do  . . . .” 

Later,  if  a new  ulcer  is  diagnosed,  the  physician 
should  consider  reducing  or  eliminating  his  fees  for 
treating  it.  If  that  is  done,  it  is  probably  best  to  do  it 
without  explanation.  However,  if  a reason  is  given  for 
reducing  or  eliminating  the  fee,  the  patient  should 
simply  be  told  that  the  physician  is  trying  to  save  the 
patient  money.  There  is  no  need  to  admit  fault. 

As  the  preceding  examples  show,  a physician  can 
safely  say  that  he  is  “sorry”  for  the  patient’s  condition 
or  the  outcome  of  treatment,  and  in  fact,  the  physician 
should  acknowledge  the  patient’s  condition  and  show 
concern  about  it.  However,  physicians  should  not  say 
they  are  sorry  for  their  own  decisions  or  actions. 

Physicians  should  always  practice  complete  disclo- 
sure to  patients,  especially  when  the  outcome  of  treat- 
ment is  not  as  good  as  expected.  It  is  vital  that  physi- 
cians show  themselves  to  be  sympathetic  and 
compassionate.  However,  common  sense  as  to  how'  to 
express  sympathy  and  compassion  must  be  exercised 
to  avoid  even  an  accidental  admission  of  a lack  of  rea- 
sonable care. 

Medical  malpractice  plaintiffs’  lawyers  and  defense 
attorneys  agree  that  the  single  most  important  factor 
as  to  whether  a patient  decides  to  sue  a doctor  is  based 
upon  the  patient’s  attitude  toward  the  physician  as  a 
person,  rather  than  on  any  logical  principles  of  law  or 
good  medicine.  Negligent  physicians  have  often  avoid- 
ed malpractice  lawsuits  because  the  patients  believed 
they  were  decent  human  beings  who  were  concerned 
and  were  attempting  to  help.  On  the  other  hand,  ex- 
pert care  rendered  by  physicians  who  failed  to  show 
their  honesty  and  concern  have  provoked  unjustified 
malpractice  lawsuits. 

The  best  way  to  win  the  battle  of  malpractice  law- 
suits is  to  reduce  the  number  of  malpractice  claims  that 
are  filed.  Reducing  the  number  of  malpractice  claims 
can  best  be  accomplished  by  showing  patients  your 
honesty,  concern,  and  compassion.  /~  ^ 
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DenripUcm:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  TTie  alkaloid  is  found  in  Rubat^e  and  related  trees. 
Also  in  Rauwoifia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  ixintains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

AcQm;  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
s^pathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  whidi  may  theoretically  result  in  increased  penile  inflow, 
decrea^  penile  outflow  or  both. 

Yohimbine  exerts  a stimulabng  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion araJ  other  effecte  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage, 
imiications:  Yocon«"  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications;  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inad«)uate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning;  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  pabents  in  general. 

Adverse  Reactions;  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitabon  including  elevabon  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweabng,  nausea  and  vomiting 
are  common  after  parenteral  administrabon  of  the  drug.^  ^ aiso  dizziness, 
headache,  skin  flushing  reported  when  used  orally.  ^ 

Doage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  k3.4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  tablet  3 
times  a day,  follow«J  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
Itow  ^piied:  Oral  tablets  of  Yocon*  1/12  gr,  5.4  mg  in 
bottles  of  1(K)'s  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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The  AMA  proposal  to 
improve  access  to  affordable, 
quality  health  care 


Something  is  wrong  with  the  American  health  care 
system.  No  health  care  system  in  the  world  can  match 
the  high  caliber  of  medicine  practiced  in  this  country, 
nor  the  advanced  medical  procedures  and  technology 
now  considered  common  here.  Yet  some  30  million 
plus  Americans  have  limited  or  no  access  to  our  health 
care  system.  This  is  a national  disgrace.  Dealing  with 
this  disgrace  will  be  no  easy  task.  It  is  one,  however, 
that  medicine  must  tackle  together.  In  that  coopera- 
tive spirit,  the  American  Medical  Association  has  in- 
troduced its  proposal.  Health  Access  America. 

Building  on  Strength 

Health  Access  America  is  described  as  “the  AMA 
proposal  to  improve  access  to  affordable,  quality  health 
care.”  Simply  put,  the  AMA  wants  to  work  within  our 
current  system  to  improve  delivery  to  all  Americans. 
This  strategy  allows  us  to  build  on  the  system’s 
strengths,  which  include: 

• The  vast  majority  of  Americans  are  satisfied 
with  their  physicians  and  the  health  care  services  they 
receive. 

• The  majority  of  patients  are  free  to  choose  their 
physician,  hospital,  and  system  of  care. 

• Technology  is  widely  available  and  science  re- 
mains free  to  conduct  research  in  the  best  interests  of 
the  patient. 

• The  medical  education  system  continues  to  pro- 
duce highly  trained,  competent  physicians. 

• Medical  professionals  remain  free  to  act  as  pa- 
tient advocates  rather  than  agents  of  the  government 
or  other  interests. 

These  strengths  provide  the  foundation  for  Health 
Access  America.  The  individual’s  freedom  of  choice, 
combined  with  an  independent  medical  profession,  re- 
main the  cornerstones  of  our  system — a system  that 
doesn’t  allow  government  to  dictate  choices  to  patients 
or  physicians. 

The  Problem 

A strong  system  like  ours  can  be  improved  without 
starting  over.  But  we  must  move  forward — quickly. 
Though  the  experts  disagree  on  the  exact  number,  over 
30  million  Americans  are  without  adequate  access  to 
care  because  they  or  their  employers  cannot  afford 
private  insurance,  and  public  assistance  is  unavailable. 
About  70%  of  the  uninsured,  totalling  some  24  mil- 
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lion,  are  working  people  and  their  families.  Some  3 
million  persons  have  health  conditions  that  deem  them 
“medically  uninsurable”  by  private  companies.  The 
Medicaid  system  assists  only  about  40%  of  those  be- 
low the  poverty  line.  Our  system  is  clearly  far  from 
perfect.  Americans  will  not  accept  compromise,  how- 
ever, to  fix  the  system.  According  to  public  opinion 
polls,  U.S.  citizens  favor  a system  based  on  employer 
health  insurance  that  would  slow  rising  costs,  improve 
access  for  the  poor  and  elderly,  and  remove  the  bur- 
den of  bureaucratic  paperwork. 

The  AMA  Proposal 

Health  Access  America  is  a starting  point.  Over  the 
coming  months,  the  AMA  will  seek  the  participation 
of  government,  business,  the  insurance  industry,  health 
care  providers  and  organizations,  and  the  public. 
Through  debate  and  negotiation,  the  AMA  proposal 
can  be  modified  and  refined,  but  our  goal  will  remain 
the  same — providing  access  to  health  care  for  all 
Americans. 

The  AMA’s  proposal  is  a blueprint  for  extending 
access,  moderating  health  care  costs,  and  sustaining  the 
Medicare  program  to  assure  proper  health  care  for  all. 
Its  16  points  are  as  follows: 

1.  Effect  major  Medicaid  reform  to  provide  uniform 
adequate  benefits  to  all  persons  below  the  poverty  level. 

2.  Require  employer  provision  of  health  insurance 
for  all  full-time  employees  and  their  families,  creating 
tax  incentives  and  state  risk  pools  to  enable  new  and 
small  businesses  to  afford  such  coverage. 

3.  Create  risk  pools  in  all  states  to  make  coverage 
available  for  the  medically  uninsurable  and  others  for 
whom  individual  health  insurance  policies  are  too  ex- 
pensive and  group  coverage  is  unavailable. 

4.  Enact  Medicare  reform  to  avoid  future  bank- 
ruptcy of  the  program  by  creating  an  actuarially  sound 
prefunded  program  to  assure  the  aging  population  of 
continued  access  to  quality  health  care.  The  program 
would  include  catastrophic  benefits  and  be  funded 
through  individual  and  employer  tax  contributions 
during  working  years.  There  would  be  no  program  tax 
on  senior  citizens. 

5.  Expand  long-term  care  financing  through  expan- 
sion of  private  sector  coverage  encouraged  by  tax  in- 
centives, with  protection  for  personal  assets,  and  Med- 
icaid coverage  for  those  below  the  poverty  level. 
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6.  Enact  professional  liability  reform  essential  to 
reducing  inordinate  costs  attributable  to  liability  insur- 
ance and  defensive  medicine,  thus  reducing  health  care 
costs. 

7.  Develop  professional  practice  parameters  under 
the  direction  of  physician  organizations  to  help  assure 
only  appropriate,  high-quality  medical  services  are  pro- 
vided, lowering  costs  and  maintaining  quality  of  care. 

8.  Alter  the  tax  treatment  of  employee  health  care 
benefits  to  reward  people  for  making  economical  health 
care  insurance  choices. 

9.  Develop  proposals  which  encourage  cost-con- 
scious decisions  by  patients. 

10.  Seek  innovation  in  insurance  underwriting,  in- 
cluding new  approaches  to  creating  larger  rather  than 
smaller  risk-spreading  groups  and  reinsurance. 

11.  Urge  expanded  federal  support  for  medical  ed- 
ucation, research,  and  the  National  Institutes  of  Health, 
to  continue  progress  toward  medical  breakthroughs  that 
historically  have  resulted  in  many  lifesaving  and  cost- 
effective  discoveries. 

12.  Encourage  health  promotion  by  both  physi- 
cians and  patients  to  promote  healthier  lifestyles  and 
disease  prevention. 

13.  Amend  ERISA  or  the  federal  tax  code  so  that 
the  same  standards  and  requirements  apply  to  self-in- 
sured (ERISA)  plans  as  to  state-regulated  health  in- 
surance policies,  providing  fair  competition. 

14.  Repeal  or  override  state-mandated  benefit 
laws  to  help  reduce  the  cost  of  health  insurance,  while 
assuring  through  legislation  that  adequate  benefits  are 
provided  in  all  insurance,  including  self-insurance  pro- 
grams. 

15.  Seek  reductions  in  administrative  costs  of  health 
care  delivery  and  diminish  the  excessive  and  compli- 
cated paperwork  faced  by  patients  and  physicians  alike. 

16.  Encourage  physicians  to  practice  in  accordance 
with  the  highest  ethical  standards  and  to  provide  vol- 
untary care  for  persons  who  are  without  insurance  and 
who  cannot  afford  health  services. 

You  Can  Help 

Strengthening  the  American  health  care  system  will 
present  an  enormous  challenge  to  all  of  us.  Satisfac- 
tory reform  cannot  happen  without  the  active  support 
of  physicians  and  their  medical  associations.  Health 
Access  America  is  an  opportunity.  It  is  a chance  to 
highlight  your  past  accomplishments  in  improving  ac- 
cess. It  is  a catalyst  for  related  legislative  proposals.  It 
is  a stake  in  the  future. 

Take  this  opportunity  by  participating  in  Health 
Access  America.  For  example,  you  can:  (1)  discuss  the 
proposal  with  your  colleagues  and  in  your  medical  so- 
ciety committees,  (2)  use  the  Health  Access  America 
proposal  as  a support  piece  in  local  lobbying  efforts, 
(3)  relate  your  own  association’s  program  and  initia- 
tives to  specific  Health  Access  America  points. 

For  more  information,  write  Health  Access  Amer- 
ica, AMA,  535  N.  Dearborn  St.,  Chicago,  IL  60610. 
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Your  Health 
Depends  On. . . 

. . . your  medical  insurance  coverage.  But 
don’t  wait  until  you  file  a claim  to  test  your 
coverage.  With  today’s  rising  health  care  costs, 
you  can’t  afford  not  to  find  out  more  about 
TMA’s  medical  insurance  plan  for  physicians. 

Fill  out,  clip  and  return  the  coupon  below. 
We  will  send  you  information  on  a medical 
insurance  plan  that’s  the  right  prescription  for 
your  pocketbook.  Or,  call  us  toll  free 

at  1-800-347-1109. 


Yes,  send  me  information  on  TMA’s  medical 
insurance  plan. 


Name 


Firm  name 


Phone  # 


Address 


City 


Mail  to  Plan  Administrator 
The  TMA  Association  Insurance  Agency,  Inc. 

P.O.  Box  1109,  Chattanooga,  TN  37401 
Sponsored  by  the  Tennessee  Medical  Association! 


Special  Communication 


HIV  infection  Documentation  for  Disability 

HOWARD  CARPENTER 


The  number  of  Tennesseans  contracting  the  human 
immunodeficiency  virus  (HIV)  and  receiving  the  di- 
agnosis of  symptomatic  HIV  infection,  including  ac- 
quired immunodeficiency  syndrome  (AIDS),  is  grow- 
ing year  by  year.  This  has  many  organizations, 
government  agencies,  and  even  physicians  performing 
a delicate  balancing  act,  attempting  to  service  patients 
with  the  knowledge  now  available,  while  at  the  same 
time  keeping  abreast  of  every  breakthrough  in  tech- 
nology. With  discoveries  and  advances  being  made  al- 
most daily,  much  published  information  is  obsolete 
before  it  is  even  widely  distributed. 

The  state  agency  in  Tennessee  that  is  charged  by 
the  federal  government  with  the  responsibility  of  mak- 
ing medical  determinations  on  Social  Security  Admin- 
istration (SSA)  and  Supplemental  Security  Income 
(SSI)  disability  claims  is  the  Disability  Determination 
Section  (DDS)  of  the  Tennessee  Department  of  Hu- 
man Services.  DDS  is  also  involved  in  gathering  the 
latest  information  available.  With  every  decision  af- 
fecting the  quality  of  life  for  disability  claimants,  even 
a few  wrong  decisions  are  too  many. 

DDS  is  making  a concerted  effort  to  give  the  disa- 
bility claimant  as  fair  and  timely  a decision  as  possible. 
Since  symptomatic  HIV  infection  affects  individuals  so 
differently,  the  adjudication  of  each  claim  is  a discov- 
ery process.  In  addition  to  looking  for  specific  studies 
to  evaluate  a claim,  HIV  infection  cases  require  metic- 
ulously analyzing  the  claimants’  medical  records. 

The  first  piece  of  information  sought  is  a positive 
test  for  HIV  infection.  Although  this  is  not  always  es- 
sential, as  in  the  case  of  advanced  stages  of  some  op- 
portunistic infections,  it  is  needed,  when  available,  in 
documenting  symptomatic  HIV  infection,  including 
AIDS  cases.  Along  with  positive  HIV  tests,  some  of 
the  signs  and  symptoms  of  symptomatic  HIV  infection 
include;  swollen  lymph  nodes,  unexplained  weight  loss, 
fever,  night  sweats,  chronic  diarrhea,  persistent  herpes 
infections,  thrush,  and  extreme  fatigue/weakness.  These 
indications  of  HIV  infection  may  be  severe  enough  for 
an  allowance  without  having  the  documentation  of  an 
opportunistic  infection  necessary  for  a diagnosis  of 
AIDS. 


From  the  State  of  Tennessee  Disability  Determination  Section. 
P.O.  Box  775,  Nashville,  TN  37202.  Mr.  Carpenter  is  a DDS  claims 
examiner. 
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The  SSA  uses  the  Centers  for  Disease  Control’s  guide- 
line for  a diagnosis  of  AIDS.  First,  a person’s  immune 
system  must  be  suppressed  without  any  other  identifi- 
able cause  for  immune  suppression.  Second,  at  least 
one  of  the  following  manifestations  must  be  present: 

• Opportunistic  infections,  the  most  frequent  being 
Pneumocystis  carinii  pneumonia  (PCP) 

• Cancers,  of  which  the  most  frequent  is  Kaposi’s 
sarcoma 

• HIV  wasting  syndrome,  characterized  by  weight 
loss  greater  than  10%  of  body  weight,  plus  either 
chronic  diarrhea  or  long-term  weakness  or  fever 

• AIDS  dementia  complex,  infection  of  the  nerv- 
ous system  effecting  a change  in  mental  status  or  mo- 
tor status  substantially  impairing  the  claimant’s  activi- 
ties of  daily  living 

DDS  must  have  laboratory  documentation  and  pa- 
thology reports  to  support  diagnoses,  although  in  some 
cases  the  symptoms  will  be  more  severe  than  the  ob- 
jective findings.  In  instances  where  there  is  no  positive 
test  for  HIV,  a determination  of  disability  can  stilt  be 
made  if  certain  considerations  are  met. 

There  are  also  causes  of  immunodeficiency  that  dis- 
qualify diseases  as  indicators  of  AIDS,  for  instance, 
high-dose  or  long-term  systemic  corticosteroid  or  oth- 
er immunosuppressive  therapy  within  three  months 
before  the  onset  of  the  indicator  disease,  or  a congen- 
ital immunodeficiency  syndrome  or  acquired  immuno- 
deficiency syndrome  atypical  of  HIV  infection.  Also 
disqualifying  is,  within  three  months  after  the  diagno- 
sis of  the  indicator  disease,  the  diagnosis  of  Hodgkin’s 
disease,  non-Hodgkin’s  lymphoma  (other  than  prima- 
ry brain  lymphoma),  lymphocytic  leukemia,  multiple 
myeloma,  any  other  cancer  of  lymphoreticular  or  his- 
tiocytic tissue,  or  angioimmunoblastic  lymphadenopa- 
thy.  (The  above  disqualifiers  do  not  apply  if  there  is 
positive  laboratory  evidence  of  HIV  infection.) 

There  are  many  more  specific  instances  of  defini- 
tive indicators  for  AIDS  without  positive  HIV  testing, 
many  of  which  must  be  considered  along  with  the  du- 
ration of  the  indicator. 

There  are  so  many  possible  opportunistic  diseases, 
and  so  many  rules  and  exceptions  to  rules,  that  it  would 
be  impractical  to  list  them  all  here.  What  DDS  needs 
to  fairly  evaluate  a claim  is  documentation.  Needed 
are  records  documenting  the  claimant’s  history,  symp- 
toms, test  results,  laboratory  studies,  and  clinical  find- 
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ings.  A thorough  history  should  clearly  describe  the 
onset,  nature,  extent,  and  severity  of  all  signs  and 
symptoms.  Relevant  dates  should  always  be  included. 
Any  variability  in  the  claimant’s  condition  over  time 
and  any  limitations  in  activities  of  daily  living  that  are 
noted  will  help  adjudicate  the  claim. 

Signs  and  symptoms  suggesting  mental  impairment, 
e.g.,  organic  mental  disorder  or  depression,  are  often 
present  in  individuals  with  symptomatic  HIV  infec- 
tion. The  nature  and  severity  of  these  impairments 
should  be  addressed  if  possible. 

Finally,  a description  of  the  claimant’s  functional 
limitations,  such  as  in  the  ability  to  independently  care 
for  personal  needs,  to  perform  work-like  activities,  or 
to  reason  or  concentrate,  will  help  round  out  the  over- 
all picture  of  the  claimant’s  condition. 

An  individual  suffering  with  symptomatic  HIV  in- 
fection is  often  not  up  to  the  challenge  of  actively  pur- 
suing a disability  claim.  If  his  treating  physician  should 
fail  to  respond  to  DOS’s  request  for  information,  the 
claimant  may  decide  to  drop  the  claim,  rather  than  put 
forth  the  effort  to  contact  his  doctor  about  his  records. 
The  more  complete  the  records  received  by  DDS,  the 
better  prepared  DDS  will  be  to  make  the  correct  de- 
cision in  a timely  manner.  Any  decision  made  by  DDS 
will  be  based  on  all  of  the  evidence,  including  that 
supplied  by  treating  and  examining  physicians.  /~ 


; \ 

Our  Solution  Can  Be  Your 

Opportunity 

In  Tennessee  there  are  more  than  80 
communities  that  have  a shortage  of 
physicians  providing  primary  or  obstetrical 
care.  Financial  incentives  such  as; 

Loan  Repayment:  Up  to  $50,000 
Start-up  Grants:  " " 25,000 

Locum  Tenens:  " " 5,000 

Extended  Term:  " " 50,000 

Practice  Subsidy:  " " 25,000 

and  Professional  Liability  Assistance  are 
now  available  to  those  who  are  willing  to 
begin  or  relocate  a practice  in  these 
communities.  If  you  would  like  to  find  out  if 
you  are  an  eligible  candidate,  please  call  or 
write  to: 

Annette  Menees 

Health  Access 

536  Cordell  Hull  Bldg. 

Nashville,  TN  37247-541 0 
615-741-7308 

You  Can  Make  a Difference! 

V J 


Odds  Are 
Against  You... 

. . . when  you  take  a chance  on  disability 
without  disability  insurance.  A disability  can 
strike  without  warning.  In  fact,  you  are  three 
times  more  likely  to  be  disabled  this  year 
than  to  die!*  You  can  protect  your  ability  to 
practice  medicine  through  the  Tennessee 
Medical  Association’s  plan  of  disability 
coverage. 

Fill  out,  clip  and  return  the  coupon  below. 
We  will  send  you  information  on  a disability 
plan  that’s  a sure  winner.  Or,  call  us  toll  free 

at  1-800-347-1109. 

•Journal  ot  the  Amencan  Stxiet)  ol  Chartered  Liie  I'nderwnters.  Vo!  VUl.  \'d  I iBosed  on 
pi‘rst)ns  between  the  ages  of  >2  and  ”2) 

Yes,  send  me  information  on  TMAs  non- 
cancellable  disability  insurance  plan. 


Name 


Date  ot  Birch 


Spouse  Date  ot  Birth 


Firm  name 


Address 


City 


State 

Smoker  yes  C]  no  Cl 


Zip 

Spouse  yes  C no  C 


Mail  to  Plan  Administrator 
The  TMA  Association  Insurance  Agency,  Inc. 

P.O.  Box  1109,  Chattanooga,  TN  37401 
Sponsored  by  the  Tennessee  Medical  Association! 
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An  A+  rating 
from  A.M.  Best  Company 
and  fourteen  years  in  business 
is  SVMIC  today. 


SVMIC  — exclusively 
approved  by  the  Tennessee 
Medical  Association  — has 
a fourteen  year  histoiy  of 
providing  the  best  medical 
liability  insurance  to 
Tennessee  physicians  at 
affordable  premiums. 
Our  success  is  proven 


by  an  A+  rating  — a 
rating  which  speaks  for 
competent  underwriting, 
cost  control,  efficient 
management,  adequate 
reserves  for  undischarged 
liabilities,  net  resources 
and  soundness  of 
investments. 


By  Doctors  for  Doctors 


Physician  Insurers  Association  of  America 


State  Volunteer  Mutual 
Insurance  Company 

101  Westpark  Drive  o Suite  300 
P.O.  Box  1065  o Brentwood,  Tennessee  37027 
615-377-1999  o 1-800-342-2239 


BIG  D little  r period 


I packed  at  11:00  pm.  That  next  morning  I rushed  off  to  work  with  the 
usual  nagging  concern:  What  will  happen  today  to  make  me  late  or  give  me 
a last-minute  rush  to  catch  the  1:40  pm  flight  to  Washington?  Well,  as  often 
is  the  case,  it  happened;  this  time  I forgot  my  suitcoat  and  had  to  double 
back  by  the  house  to  get  it.  This  was  a wear-one  suit — carry  on  shaving  kit 
type  of  overnight  trip  to  visit  the  Tennessee  congressional  delegation  at  the 
annual  legislative  breakfast  sponsored  by  TMA. 

Memphis  has  a particularly  colorful  group  of  characters.  One  is  Prince 
Mongo,  who  says  he  is  from  the  planet  Zambodia.  He  wears  animal-fur  loin 
cloth  outfits  in  the  dead  of  winter  enhanced  by  his  jewelry  which  is  a bear 
tooth  necklace.  Mongo  is  a politician.  He  runs  for  mayor  off  and  on,  and 
he  gets  a few  votes.  Recently  Mongo  disappeared  for  a while.  On  his  return, 
he  granted  an  interview  with  the  Commercial  Appeal.  His  introductory  com- 
ment was  “Neon  lights,  remember  neon  lights.”  He  closed  the  interview 
with  an  even  more  cogent,  “Power  corrupts,  but  Vegetarianism  corrupts 
absolutely.” 

Another  of  our  colorful  local  politicians  is  Dr.  Talib-Karim  Muhammad. 
Dr.  was  a claimed  title,  but  the  Commercial  Appeal  stopped  using  it  in  the 
paper  when  they  found  he  had  no  legitimate  degree.  Dr.  just  went  to  court 
and  had  his  name  changed  to  BIG  D little  r period.  BIG  D little  r period, 
that  is  his  first  name!  It  sort  of  reminds  me  of  some  folks  who  manipulate 
names  like  chiropractic  physician  or  optometric  physician. 

Dr.  Charles  White  is  our  legislative  committee  leader.  He  is  helped  by 
our  lobbyists,  Charlie  Cato  and  Mark  Greene.  Jim  Drake,  the  AMA  lob- 
byist, gave  us  an  excellent  briefing  in  Washington.  The  Wednesday  morning 
breakfast  in  the  Rayburn  House  Office  Building  was  outstanding,  showcas- 
ing big  chunks  of  Charlie  White’s  country  ham.  One  of  two  senators  and 
eight  of  nine  representatives  attended.  We  gave  them  our  views  on: 

• Representative  Doc  Rowlan’s  HR-4475,  the  Medicare  Physician  Reg- 
ulatory Relief  Act  of  1990, 

• Representative  Fortney  H.  (Pete)  Starks’  HR-4464,  the  Physician  Re- 
certification Bill, 

• Proposed  physician  laboratory  (POL)  regulations. 

The  “members”  of  Congress  listened  and  told  us  they  wanted  our  input. 
They  were  so  cordial  and  attentive,  I came  away  with  a warm  feeling  of 
having  “done  something.”  I hope  we  did.  But  as  one  who  has  observed 
federal  medicine  evolve  over  the  25  years  since  Medicare  was  enacted,  I am 
inelined  to  gaze  at  the  horizon  and  mutter,  “Neon  lights,  remember  neon 


I am  not  ready  to  give  up,  but  I know  we  have  to  do  more.  All  of  you 
BIG  D little  r periods  are  going  to  have  to  get  P-O-L-I-T-I-C-A-L. 


lights. 
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Power  From  the  People,  or, 
People  Power-less 

Ow,  Professor  ’Iggins.  . . 

Just  you  wight,  ’Enry  ’Iggins — 

Just  you  wight! 

— Lerner  and  Lowe 
My  Fair  Lady 

Mention  the  Garden  of  Eden,  and  you  will 
likely  engender  visions  varying  from  the  early 
home  of  Adam  and  Eve  as  described  in  the  Book 
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of  Genesis  or  depicted  by  various  artists,  to  La 
Mamounia  Hotel  in  Marrakech,  or  the  Westin 
Kauai.  What  you  think  happened  in  the  first  one 
I mentioned,  if  you  even  think  about  it  at  all, 
will  also.  I’m  sure,  lack  consensus.  In  fact,  the 
two  accounts  of  it  in  Genesis  itself  are  not  entire- 
ly consistent,  either.  I shouldn’t  expect,  though, 
to  find  a whole  lot  of  disagreement  that  God 
would  have  been  displeased  with  Adam,  regard- 
less of  whether  Adam  was  a real  person  or  just 
an  allegorical  figure  representing  mankind.  The 
apple  was  no  big  deal;  the  snake’s  blandishment 
was  that  if  Adam  ate  it,  he  would  be  as  God, 
knowing  good  from  evil.  I doubt  seriously  that 
Adam  cared  a fig  about  knowing  good  from  evil; 
he  quite  likely  didn’t  even  know  what  either  good 
or  evil  was,  having  not  had  prior  experience  for 
comparison.  He  did  like  the  notion,  though,  of 
being  on  his  own — like  God.  So  God  let  him  be. 

Man  has  been  on  his  own  ever  since,  and  I 
give  him  a barely  passing  grade,  and  that  only 
sometimes;  it  is  generally  worse.  The  first  thing 
man  did  was  to  put  himself  at  the  center  of  the 
universe.  He  called  it  the  center  of  Creation,  but 
he  meant  the  Universe  as  he  understood  it.  As 
his  concept  of  the  universe  expanded,  he  kept 
himself  at  its  center,  and  it  was  dogma  of  the 
Church  that  it  was  God  who  had  put  him  there, 
forgetting  that  God  expected  man  to  put  God 
there.  Man  was  so  secure  in  that  belief  that  when 
Copernicus  found  the  sun  and  not  Earth  to  be  at 
the  center  of  our  solar  system,  even  though  he 
dedicated  his  work  to  the  Pope,  he  waited  until  \ 
he  was  on  his  deathbed  to  publish  his  discover- 
ies. Galileo  was  warned  not  to  teach  the  hereti-  li 

I 

cal  Copernican  theories,  and  when  he  did,  he  was 
tried  by  the  Inquisition  and  banished  into  isola- 
tion in  Siena. 

That  was  in  the  mid-sixteenth  century.  You  | 
mightn’t  believe  it,  but  things  haven’t  changed  a ! 
bit.  I was  watching  a documentary  the  other  eve- 
ning about  the  despoiling  of  the  Amazon  rain 
forest  and  its  likely  consequences;  in  the  film  man 
was  referred  to  as  a lethal  accident  of  evolution, 
or  words  to  that  effect,  that  is  about  to  destroy  [ 
its  environment.  And  then  there  was  the  dowa- 

I! 

ger  who,  when  asked  what,  if  not  animals,  should 
be  used  for  assessing  the  effects  of  medical  ther- 
apy, responded  without  hesitation,  “The  Ma- 
rines!” Man  is  clearly  not  at  the  center  of  the 
universe  of  such  as  those,  nor  is  God.  They  f 
themselves  are.  They  have  that  in  common  with  j 
the  despoilers  (read  developers).  j 

What  else  they  all  have  in  common  is  that  like  | 
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the  Inquisition  they  wish  to  exercise  total  control 
over  their  environment,  which  includes  all  things 
animate  and  inanimate.  That  has  been  difficult 
over  the  centuries,  but  not  any  more.  The  com- 
puter has  seen  to  that.  When  1984  came  and 
went,  there  was  a general  sigh  of  relief;  George 
Orwell’s  predictions  in  a book  by  that  name, 
though  clearly  fiction,  had  nevertheless  raised  the 
hairs  on  the  back  of  some  necks.  The  notion  that 
we  (speaking  generally)  came  through  1984  un- 
scathed puts  me  in  mind  of  the  story  of  the 
swordsman  who,  after  he  had  taken  a swipe  at 
his  opponent,  was  taunted  with  “Yanh,  yanh!  Ya 
missed  me!”  Quoth  the  swordsman,  “Try  and 
shake  your  head!” 

The  noose  has  tightened  to  the  point  that  the 
data  on  just  about  everything  you  do  or  have  ever 
done  reside  in  somebody’s  computer.  The  worry, 
about  to  become  a reality,  is  that  a lot  of  things 
you  did  not  do  will  be  there,  too.  Assurances  of 
confidentiality  are  small  comfort,  since  by  now 
everybody  knows  of  the  boast  by  computer  wiz- 
ards that  the  security  code  does  not  exist  that  can- 
not be  broken,  and  broken  rather  easily.  There  are 
numerous  accounts  of  their  having  been. 

In  1986  the  Congress,  to  set  up  a federal  peer 
review  system  in  response  to  Patrick  v.  Burgett, 
the  peer  review  antitrust  case,  enacted  a highly 
complex  law  entitled  the  Health  Care  Quality 
Improvement  Act  (HCQIA)  of  1986.  One  pro- 
vision was  to  create  a system  for  reporting  any 
adverse  action  against  health  care  practitioners 
of  all  sorts.  That  body  of  information  will  be  col- 
lected in  what  has  become  known  as  the  Nation- 
al Practitioner  Data  Bank,  due  to  have  become 
operational  in  April  or  May  of  this  year.  It  will 
include  any  information  that  a physician  might 
be  performing  substandard  care,  certain  actions 
by  a wide  variety  of  health  care  entities  and  peer 
review  bodies  and  medical  licensing  boards,  and 
records  of  any  payment  of  as  little  as  one  dollar 
on  any  claim  of  malpractice.  Any  adverse  action 
of  any  sort  becomes  a part  of  the  physician’s  file. 
If  the  action  is  contested,  that  also  is  entered,  as 
is  the  disposition  of  the  contested  action.  If  the 
protest  is  upheld,  even  though  the  action  of  the 
reporting  entity  is  reversed  the  original  action  still 
remains  a part  of  the  permanent  file.  There  is  no 
provision  for  purging  erroneous  reports  from  the 
individual's  file;  they  continue  to  sit  there,  along 
with  the  reversal,  which  is  subject  to  being  lost 
sight  of  at  some  critical  juncture. 

As  of  this  writing  the  Data  Bank  has  not 
opened;  its  new  target  date  is  now  Oct.  1.  The 


AMA  and  other  groups  have  strongly  protested 
many  of  the  Act’s  provisions,  but  those  are  no 
longer  negotiable,  the  provisions  having  been  at 
this  point  set  in  stone.  It  is  the  technical  details 
that  are  still  being  worked  out — the  agreement 
between  HCFA  and  Unysis,  the  computer  facili- 
ty in  California  that  will  house  the  Data  Bank. 

The  proclaimed  reason  for  the  Act,  which  is 
to  prevent  bad  doctors  from  setting  up  practice 
in  another  state,  is  patently  ridiculous.  Far  less 
sweeping  measures  would  have  accomplished 
that.  Control,  which  translates  power,  is  the  name 
of  the  game.  All  power  is  slowly,  or  maybe  not 
so  slowly,  being  wrenched  from  the  hands  of  the 
people  and  vested  in  those  of  the  power-hungry 
bureaucrats.  This  is  just  another  example  of  the 
despotism  under  which  we  try  to  function. 

The  retreat  by  doctors  from  Medicare  has  been 
gaining  momentum  as  the  burden  becomes  more 
onerous  and  the  rewards  diminish.  It  would  be, 
to  my  way  of  thinking,  an  unconstitutional 
usurption  of  prerogatives  to  include  in  the  Na- 
tional Practitioner  Data  Bank  information  on 
doctors  who  accept  no  payment  of  federal  funds, 
and  such  inclusion  could  obviously  be  chal- 
lenged. Since  the  judiciary  now  almost  automat- 
ically rules  against  doctors,  though,  considering 
us  to  be  a public  utility,  we  should  not  expect 
any  such  challenge  to  be  successful.  The  pres- 
ence of  such  a data  bank  is  going  to  be  just  an- 
other disincentive  to  accept  Medicare  patients, 
just  as  the  Data  Bank  is  itself  a disincentive  to 
settle  any  malpractice  litigation.  Despite  the  grief 
for  doctors,  though,  which  will  be  considerable, 
it  will  be  the  patients  who  suffer  the  most  be- 
cause of  it. 

Data  Bank,  indeed!  I should  very  much  like 
to  see  an  accounting — an  accurate,  truthful  ac- 
counting (doubtless  an  oxymoron) — of  the  11% 
of  our  GNP  ascribed  to  the  cost  of  health  care. 
Since  I’m  certain  the  Congress  and  the  bureau- 
crats would  deceive  the  public  in  this  just  as  they 
do  in  everything  else,  so  that  we  could  never  find 
out,  I’d  still  like  to  know  just  what  part  of  that 
11%  is  entirely  wasted  on  satisfying  the  federal, 
state,  and  private  insurance  carriers’  bureaucrat- 
ically imposed  regulations  (this  includes,  of  course, 
support  of  the  massive  bureaucratic  superstruc- 
ture itself,  not  all  of  it  governmental),  and  how 
much  goes  for  actual  patient  care.  I’m  certain  we 
would  be  appalled  at  how  few  of  the  supposed 
health  care  dollars  actually  go  for  health  care. 

Included  in  each  report  filed  with  the  Data 
Bank  will  be  the  usual  demographic,  profession- 
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al,  anti  licensing  data  on  the  doctor  or  other 
health  care  practitit)ner.  Licensing  boards  and 
those  filing  inhniiiation  about  malpractice  pay- 
ments must  include  as  well  all  the  gory  details 
leading  to  the  action  or  payment.  Hospitals  must 
report  all  adverse  actions  regarding  clinical  priv- 
ileges of  physicians  and  dentists,  and  they  tficiy 
report  actions  against  other  health  care  practi- 
tioners. As  to  obtaining  information  from  the 
Data  Bank,  hospitals  must  request  information 
on  all  health  care  practitioners  who  have  privi- 
leges. Any  practitioner  is  entitled  to  receive  his 
own  file,  and  state  licensing  boards  and  health 
care  entities  entering  into  an  employment  agree- 
ment may  also  obtain  information. 

The  amount  of  paperwork,  and  the  conse- 
quent labor,  is  going  to  be  astronomical.  That 
cost,  added  to  the  already  existing  astronomical 
bureaucratic  overhead,  is  the  reason  why  solving 
the  professional  liability  crisis,  even  though  that 
would  be  salutary  for  other  reasons,  would  not 
go  very  far  toward  reducing  the  cost  of  medical 
care.  The  public  is  going  to  have  either  to  de- 
mand that  the  profligate  spending  for  such  trivia 
cease,  or  to  learn  to  live  with  severely  truncat- 
ed— read  rationed — medical  care.  What  the  pub- 
lic at  large  needs  also  to  understand  is  that  this 
shortage  does  not  apply  only  to  Medicare  recipi- 
ents; it  applies  to  everybody.  A health  care  dol- 
lar is  a health  care  dollar,  and  every  one  spent 
on  paperwork  is  one  less  to  spend  for  actual  care, 
unless  the  public  is  willing  for  health  care  ex- 
penses to  continue  rising,  for  which  there  is  con- 
siderable evidence  to  the  contrary. 

Absolute  control  is  expensive,  as  Hitler  and 
Stalin  found  out.  You  think  it's  expensive  now. 
“Just  you  wight,  'Enry  'Iggins;  just  you  (all) 
wight.” 

J.B.T. 


Make  the  Punishment 
Fit  the  Crime 

Mouldering  away  in  horrid,  dank  dungeons 
throughout  the  world  are  individuals  whose  only 
crime  is  to  have  disagreed  with  the  regime  in 
power;  it  puts  one  in  mind  of  Edmund  Dantes, 
aka  the  Count  of  Monte  Cristo.  In  addition,  also 
mouldering  are  a lot  of  criminals  there  who  de- 
serve to  be  mouldering  there;  others  are  there 
who  are  being  pampered,  and  are  not  moulder- 
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ing  as  they  deserve  to  be.  What  is  worse,  others 
are  wandering  Tennessee’s  highways  and  byways 
and  its  city  streets  who  deserve  to  be  mouldering 
and  also  aren’t.  Worst  of  all,  there  are  those  who 
have  been  there  and  should  be  there  still,  accord- 
ing to  the  twelve  good  men  and  true  who  put  them 
there,  but  due  to  technicalities  in  our  tortuous 
judicial  system  aren’t  mouldering  there  anymore. 
What  they  are  doing  instead  is  going  about  en- 
gaging in  rapine  of  various  sorts,  and  sometimes 
homicide,  to  boot,  by  courtesy  of  our  courts. 

Now  if  you  are  sufficiently  naive,  you  might 
think  there  could  be  nothing  worse  than  that,  un- 
less it  would  be  that  innocent  men  and  women 
might  inadvertently  have  had  to  undergo  such  in- 
dignities. Such  is  our  orientation.  It  is  the  crimi- 
nal we  worry  about.  Did  he  get  the  consideration 
any  citizen  deserves  before  he  was  convicted? 
Was  everything  humanly  possible  done  to  insure 
that  he  was  the  guilty  party?  Reasonable  ques- 
tions, certainly.  Above  all,  did  the  punishment 
fit  the  crime?  Well,  the  answer  to  that  question 
has  often  to  be  no,  with  the  error  nearly  always 
on  the  side  of  leniency.  And  even  when  the  pun- 
ishment does  fit  the  crime,  it  is  often  either  not 
carried  out  at  all,  or  is  carried  out  by  half  meas- 
ures. Through  all  of  this,  the  victim  is  either  ig- 
nored or  forgotten,  and  her  rights  violated. 

I say  her  this  time  instead  of  the  generic  his 
because  it  is  rape  I happen  to  be  discussing  at  the 
moment,  and  except  in  prisons  it  is  generally  wom- 
en who  are  raped.  Or  girls,  big  or  little.  After  serv- 
ing only  eight  years  of  an  18-year  sentence,  a felon 
convicted  of  rape  was  released,  even  though  he 
had  refused  counseling,  only  to  go  out  and,  pre- 
dictably, rape  again.  This  time  he  raped  a 13- 
year-old  girl — twice,  robbing  her  of  her  happy 
teen  years  and  leaving  psychic  scars  she  will  car- 
ry to  her  grave.  It  was  all  so  unnecessary.  And  it 
is  all  our  fault — not  our  fault  that  the  criminal  is 
a rapist,  but  that  he  was  allowed  to  rape  again. 
This  time  the  punishment  did  not  fit  the  crime, 
and  what  punishment  there  was  was  mitigated, 
even  in  the  face  of  the  criminal’s  unrepentant  in- 
transigence. Not  only  did  he  not  pay  his  debt  to 
society;  he  went  out  and  piled  up  more. 

It  is  time  we  in  this  country  stopped  listening 
to  the  bleeding  hearts  among  us,  and  quit  being 
soft  on  crime.  Even  as  the  President  speaks  of 
criminalizing  possession  of  small  amounts  of 
drugs,  we  allow  hardened  criminals  the  freedom 
of  our  streets.  Again  ignoring  the  rights  of  po- 
tential victims,  the  psychologists  speak  of  punish- 
ment not  deterring  the  criminal.  Maybe  it  doesn’t 
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deter  the  criminal,  but  it  certainlv  does  deter 
crime.  It  is  hard  for  one  to  commit  rape,  except 
as  previously  mentioned,  if  one  is  confined  in  the 
pokey.  There  is,  I submit,  one  sure  cure  for  re- 
peated rape,  but  that  is  considered  uncivilized.  I 
am  not  speaking  of  capital  punishmicnt,  either, 
though  of  course  that  is.  too  (both  a sure  cure 
and  considered  by  some  to  be  uncivilized). 

But  then  it  is  hard  for  me  to  see  how  we  can 
justify  calling  ourselves  civilized  when  we  en- 
courage the  rape  of  13-year-old  girls.  You  prefer 
“permit”  to  “encourage”?  Or  perhaps  you  con- 
sider repeated  rape  simply  an  unfortunate  aber- 
ration? (Would  you  had  the  victim  been  your  own 
daughter?  It  could  happen,  you  know.)  When  an 
unrepentant,  untreated  rapist  is  allowed  back  on 
the  streets,  I call  that  encouragement;  if  the  rap- 
ist had  at  least  acted  as  if  he  were  repentant,  and 
had  allowed  himself  to  be  treated,  then  I might 
have  used  “permit.”  I stick  with  encourage. 

Civilized?  Humbug!  “Polished”  is  more  accu- 
rate, and  often  not  even  that. 

J.B.T. 


Wendell  Clark  Bennett,  age  76.  Died  June  7,  1990. 
Graduate  of  Vanderbilt  University  School  of  Medicine. 
Member  of  Maury  County  Medical  Society. 

Thomas  Linton  Holliday,  age  57.  Died  May  15.  1990. 
Graduate  of  University  of  Tennessee  College  of  Medi- 
cine. Member  of  Memphis-Shelby  County  Medical 
Society. 

Edel  F.  McIntosh,  age  75.  Died  May  30. 1990.  Graduate 
of  Meharry  Medical  College.  Member  of  Chattanooga- 
Hamilton  County  Medical  Society. 


ficul  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

DICKSON  COUNTY  MEDICAL  SOCIETY 

Van  F.  Mills,  M.D.,  Dickson 
Richard  Franklin  Plant,  M.D.,  Dickson 

MARSHALL  COUNTY  MEDICAL  SOCIETY 

George  H.  Yama,  M.D.,  Lewisburg 


MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Robert  F.  Morrison,  M.D.,  Memphis 

SULLIVAN  COUNTY  MEDICAL  SOCIETY 

Mark  William  Griffith,  M.D.,  Kingsport 

WASHINGTON-UNICOI-JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

Isaac  W.  Browder,  M.D.,  Johnson  City 
Piyush  N.  Joshi,  M.D.,  Johnson  City 

WILSON  COUNTY  MEDICAL  SOCIETY 

Randolph  R.  Frans,  M.D.,  Lebanon 


cinnouncemenl/ 


CALENDAR  OF  MEETINGS 


NATIONAL 


Sept 

. 4-7 

American  Group  Practice  Association — 
Hyatt  Grand  Cypress.  Orlando 

Sept 

. 6-8 

American  Academy  of  Facial  Plastic  and 
Reconstructive  Surgery — San  Diego 

Sept 

. 6-8 

American  Academy  of  Otolaryngic  Aller- 
gy— San  Diego 

Sept 

. 8 

American  Rhinologic  Society — San  Diego 

Sept 

. 9-13 

American  Academy  of  Otolaryngology-Head 
and  Neck  Surgery — San  Diego 

Sept 

. 13-15 

American  College  of  Nuclear  Medicine — 
Sheraton  Hotel,  Baltimore 

Sept 

. 16-19 

American  College  of  Emergency  Physi- 
cians— San  Francisco  Marriott 

Oct. 

3-6 

American  Academy  for  Cerebral  Palsy  and 
Developmental  Medicine — Hyatt  Orlando 

Oct. 

3-6 

Cystic  Fibrosis  Foundation — Crystal  Gate- 
way Marriott.  Arlington,  Va. 

Oct. 

4-7 

American  Association  for  Cancer  Educa- 
tion— Hyatt  Regency.  Cincinnati 

Oct. 

4-7 

American  Society  for  Adolescent  Psychia- 
try— Minneapolis 

Oct. 

4-7 

American  Society  of  Internal  Medicine — 
Beverly  Hilton.  Beverly  Hills,  Calif. 

Oct. 

7-12 

American  College  of  Surgeons — Fairmont. 
San  Francisco 

Oct. 

7-13 

American  College  of  Angiology — Hyatt  Re- 
gency, Atlanta 

Oct. 

8-11 

American  Academy  of  Family  Physicians — 
Loews  Anatole,  Dallas 

Oct. 

11-13 

American  Academy  of  Clinical  Psychia- 
trists— Four  Seasons.  Boston 

Oct. 

11-13 

Central  Association  of  Obstetricians  and 
Gynecologists — Galt  House,  Louisville 

Oct. 

13-15 

American  College  of  Nutrition — Ramada 
Hotel  Classic.  Albuquerque 

Oct. 

13-18 

American  Fertility  Society — Hilton,  Wash- 
ington D.C. 

Oct. 

15-20 

American  Society  for  Therapeutic  Radiolo- 
gy and  Oncology — Fontainebleau,  Miami 
Beach 

Oct. 

16-19 

Association  of  American  Physicians  and 
Surgeons — Marriott  Resort,  Lexington.  Ky. 

Oct. 

18-20 

Association  of  Reproductive  Health  Profes- 
sionals— Loews  Anatole,  Dallas 

Oct. 

18-20 

Child  Neurology  Society — Hilton,  Atlanta 

AUGUST,  1990 


425 


Oct.  19-20 
Oct.  19-23 
Oct.  19-25 
Oct.  20-25 
Oct.  20-26 
Oct.  21-24 
Oct.  21-26 

Oct.  21-26 

Oct.  24-28 

Oct.  25-28 
Oct.  25-28 
Oct.  26-28 

Oct.  26-31 
Oct.  28-30 

Oct.  28-Nov.  1 
Oct.  31-Nov.  2 
Oct.  31-Nov.  3 


American  Society  of  Law  & Medicine — 
Hyatt  Regency,  Cambridge,  Mass. 

American  Society  of  Anesthesiologists — Las 
Vegas  Hilton 

Association  of  American  Medical  Col- 
leges— San  Francisco  Hilton 
Congress  on  Neurological  Surgeons — Cen- 
tury Plaza,  Los  Angeles 
American  Society  of  Clinical  Pathologists — 
Hyatt  Regency  Reunion  Square,  Dallas 
American  Society  for  Microbiology — Con- 
vention Center,  Atlanta 
American  Academy  of  Physical  Medicine  and 
Rehabilitation — Convention  Center,  Phoe- 
nix 

American  Society  for  Plastic  & Reconstruc- 
tive Surgeons — Hynes  Convention  Center, 
Boston 

American  Academy  of  Child  and  Adoles- 
cent Psychiatry — Chicago  Marriott  Down- 
town 

American  Academy  of  Psychiatry  and  the 
Law — Hotel  del  Coronado,  San  Diego 
American  Association  for  Hand  Surgery — 
Boston  Marriott  Hotel 
American  College  of  Utilization  Review 
Physicians — Hyatt  Embarcadero,  San  Fran- 
cisco 

American  College  of  Gastroenterology — San 
Francisco  Marriott 

American  Academy  of  Environmental  Med- 
icine— The  Resort  on  the  Lake,  Coeur 
D’Alene,  Idaho 

American  Academy  of  Ophthalmology — 
Atlanta 

Central  Society  for  Clinical  Research — Drake 
Hotel,  Chicago 

American  Medical  Writers  Association — 
Biltmore,  Los  Angeles 


STATE 


Sept. 

, 7-9 

Tennessee  Geriatric  Society  and  Tennessee 
Psychiatric  Association  Scientific  Assembly 
(Aging  and  Mental  Illness) — Stouffer  Nash- 
ville Hotel/Nashville  Convention  Center 

Sept. 

, 13-15 

Tennessee  Pediatric  Society  and  Vanderbilt 
Pediatric  Symposium — University  Club  of 
Nashville 

Oct. 

14-17 

Southern  Medical  Association,  84th  Scien- 
tific Assembly — Opryland  Hotel,  Nashville 

Oct. 

14-17 

American  Physicians  Art  Association — Op- 
ryland Hotel,  Nashville 

Oct. 

23-26 

Tennessee  Academy  of  Family  Physicians 
42nd  Annual  Scientific  Assembly — Conven- 
tion Center  and  Holiday  Inn,  Gatlinburg 

Oct. 

26-27 

Tennessee  Society  of  Internal  Medicine  and 
Tennessee  Chapter,  American  College  of 
Physicians — Holiday  Inn,  Gatlinburg 

CORRECTION 

An  error  occurred  in  the  article  entitled  “AIDS: 
The  Legal  Ramifications  of  Nonconsensual,  Manda- 
tory Testing,”  published  in  the  July  issue  of  the  Jour- 
nal (83:356-357,  1990).  On  page  356,  the  second  par- 
agraph noted  that  Tennessee  physicians,  blood  banks, 
and  hospitals  are  required  by  law  to  report  positive 
HIV  test  results  to  health  authorities.  The  sentence 
should  read  positive  AIDS  test  results  instead.  We  re- 
gret any  confusion  this  may  have  caused. 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

The  following  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during 
May  1990.  This  list,  supplied  by  the  AMA,  does 
not  include  members  who  reside  in  other  states. 

Physicians  can  receive  the  PRA  certificate 
valid  for  one,  two,  or  three  years.  For  the  one- 
year  award,  physicians  report  50  hours  of  con- 
tinuing medical  education,  including  20  hours  of 
Category  1;  for  the  two-year  award,  physicians 
report  100  hours  of  CME,  including  40  hours  of 
Category  1;  for  the  three-year  award,  physicians 
report  150  hours  of  CME,  60  of  which  are  Cat- 
egory 1. 

Veena  Anand,  M.D.,  Hohenwald 
Leland  L.  Atkins,  M.D.,  Memphis 
Lana  S.  Beavers,  M.D.,  Shelbyville 
Marian  L.  Bertotti,  M.D.,  Johnson  City 
Susan  H.  Bryant,  M.D.,  Nashville 
John  M.  Byrnes,  M.D.,  Smyrna 
Edward  P.  Caldwell,  M.D.,  Memphis 
Michael  D.  Callaway,  M.D.,  Nashville 
Lawrence  L.  Cohen,  M.D.,  Memphis 
Loren  A.  Crown,  M.D.,  Memphis 
Tommy  H.  Crunk,  M.D.,  Springfield 
James  P.  Davis,  Jr.,  M.D.,  Chattanooga 
Phillip  H.  Dirmeyer,  M.D.,  Memphis 
James  H.  Donnell,  M.D.,  Jackson 
Arnold  M.  Drake,  M.D.,  Memphis 
Doran  D.  Edwards,  M.D.,  Madison 
Nicholas  H.  Edwards,  M.D.,  Grand  Junction 
Sandra  A.  Eisele,  M.D.,  Knoxville 
Harold  A.  Eerguson,  M.D.,  Nashville 
Norman  L.  Henderson,  M.D.,  Lawrenceburg 
Alan  S.  Henson,  M.D.,  Madison 
George  L.  Holmes,  III,  M.D.,  Nashville 
James  W.  Jackson,  M.D.,  Dickson 
Wayne  Y.  Kim,  M.D.,  Chattanooga 
Steven  B.  Masters,  M.D.,  Knoxville 
O.  L.  Merritt,  M.D.,  Dandridge 
Sarada  N.  Misra,  M.D.,  Knoxville 
Michael  T.  Mitchell,  M.D.,  Nashville 
Albert  J.  Mitchum,  M.D.,  Clarksville 
John  T.  Moore,  Jr.,  M.D.,  Algood 
John  E.  Oiitlan,  M.D.,  Collierville 
John  B.  Phillips,  M.D.,  Parsons 
Larry  D.  Reed,  M.D.,  Crossville 
Leslie  B.  Reynolds,  Jr.,  M.D.,  Kingsport 
Patricia  E.  Robinson,  M.D.,  Nashville 
Richard  T.  Rutherford,  M.D.,  Carthage 
John  C.  Rylands,  M.D.,  Knoxville 
Jon  R.  Simons,  M.D.,  Knoxville 
Montie  E.  Smith,  Jr.,  M.D.,  Selmer 
Homer  L.  Staley,  M.D.,  Lawrenceburg 
Radford  C.  Stewart,  III,  M.D.,  Nashville 
Jack  C.  Stripling,  M.D.,  Lexington 
Steven  M.  Thomas,  M.D.,  Chattanooga 
Mary  A.  B.  Woodring,  M.D.,  Kingsport 
John  W.  Zirkle,  M.D.,  Jefferson  City 
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[Tie  Tennessee  Medical  Association 
approves  the  same  collection 
program  recommended  by 
medical  associations  in 
44  other  states. 

I.C.  System 

Why  these  votes  of  confidence? 


I.C.  System  is  endorsed  as  a responsible  alternative  for  physicians  who  need 
help  keeping  their  receivables  under  control.  All  collection  practices  are  legal, 
ethical  and  professional.  The  objective  is  to  collect  without  harming  the 
doctor  patient  relationship.  That's  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  Write  or  phone  for  information.  The 
system  is  endorsed  by  your  association,  'The  System  V^'orks! 


The  System 
Works^lk 

W 


I.C.  SYSTEM,  INC. 

P.O.  Box  64639 
St.  Paul,  MN  55164-0639 
WATS  800  328-9595 
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Report  of  the  Committee  on  Legislation 

CHARLES  W.  WHITE,  M.D. 

Chairman 


As  in  the  past,  we  are  facing  a number  of  proposals 
from  other  health-related  occupational  groups  which 
are  not  in  the  best  interest  of  patients.  The  most  im- 
mediate and  viable  threat  has  been  presented  by  the 
Tennessee  Chiropractic  Association.  Chiropractors 
have  been  fervently  pursuing  passage  of  legislation  in 
the  Senate  deferred  from  last  session  mandating  the 
inclusion  of  chiropractors  on  the  provider  list  for 
workers'  compensation  patients.  This  bill  was  carried 
over  to  1990  from  last  year  and  is  subject  to  being 
voted  on  by  either  the  House  or  Senate  floor  at  any 
time.  At  this  time,  chiropractors  remain  three  or  four 
votes  short  of  the  17  votes  needed  in  the  Senate. 

Chiropractors  have  also  been  pursuing  another  item 
on  their  perennial  wish  list — gaining  hospital  staff 
privileges.  Legislation  was  filed  last  year  to  grant  chi- 
ropractors the  right  to  seek  hospital  medical  staff  priv- 
ileges. The  bill  received  little,  if  any,  support  in  the 
legislature  and  has  not  been  heard  from  in  the  1990 
session.  After  being  defeated  in  the  legislative  arena, 
the  chiropractors  sought  an  amendment  to  the  hospital 
medical  staff  regulations  promulgated  by  the  Board  for 
Licensing  Health  Care  Facilities.  After  being  turned 
down  by  the  Board,  chiropractors  sued  the  Board 
seeking  an  order  awarding  them  staff  privileges.  Re- 
cently, the  Licensing  Board  voted  unanimously  to  sup- 
port a settlement  of  the  chiropractors'  lawsuit.  Al- 
though widely  misrepresented  by  the  chiropractors  as 
well  as  the  media,  the  settlement  did  not  grant  chiro- 
practors admitting  or  co-admitting  privileges.  Rather, 
it  allows  chiropractors  to  order  outpatient  noninvasive 
diagnostic  testing  within  their  scope  of  practice  at  the 
hospital  on  an  individual  hospital-by-hospital  basis.  In 
effect,  chiropractors  have  won  the  right  to  seek  clinical 
staff  privileges,  not  unlike  the  privileges  available  for 
psychologists  and  nurse  midwives.  Of  course,  the  chi- 
ropractors will  be  back  asking  for  more  but  perhaps 
this  extremely  limited  compromise  will  put  the  issue  to 
rest  for  several  years. 

During  the  1990  session,  TMA,  and  other  interest- 
ed health-related  groups  were  able  to  reach  a compro- 
mise with  the  Tennessee  Nurses  Association  on  TNA’s 


Excerpted  from  the  Report  of  the  Committee  on  Legislation,  sub- 
mitted to  the  Tennessee  Medical  Association  House  of  Delegates.  April 
4.  1990.  Knoxville. 
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bill  seeking  to  rewrite  the  definition  and  scope  of  nurs- 
ing practice.  The  bill  had  been  introduced  in  an  ex- 
tremely broad  and  vague  form  in  1989  and  drew  unan- 
imous opposition  from  all  other  interested  health- 
related  groups.  Extensive  negotiations  during  the  sum- 
mer and  fall  resulted  in  a much  modified  bill  which 
allowed  the  Nursing  Practice  Act  to  be  updated  to  re- 
flect changes  which  have  occurred  in  the  practice  of 
nursing  in  the  last  two  decades.  Importantly,  modifi- 
cations agreed  to  by  TMA  and  others  specifically  pro- 
hibit independent  practice  or  inclusion  of  medical  di- 
agnoses as  acts  which  may  be  performed  by  nurses  in 
Tennessee. 

The  year  1990  also  saw  the  first  introduction  in 
Tennessee  of  a Medicare  Mandatory  Assignment  bill 
seeking  to  tie  MD  licensure  to  acceptance  of  Medi- 
care reimbursement  rates.  There  never  appeared  to  be 
significant  legislative  support  for  this  proposal,  but 
we  are  prepared  to  pull  out  all  stops  in  seeking  the 
defeat  of  this  legislation,  should  such  an  effort  prove 
necessary. 

Efforts  on  behalf  of  various  groups,  principally  the 
Pharmaceutical  Manufacturers  Association,  to  repeal 
the  Medicaid  Drug  Formulary  met  with  no  success, 
principally  due  to  the  difficulty  in  assessing  the  physi- 
cal impact  of  such  a change.  Supporters  of  the  propos- 
al claimed  a dramatic  reduction  in  Medicaid  net  ex- 
penditures from  passage  of  the  proposal.  The 
MeWherter  administration  and  its  Medicaid  fiscal  an- 
alysts remained  unconvinced  and,  instead,  estimated  a 
substantial  net  increase  in  Medicaid  cost  should  the 
proposal  be  adopted.  Because  of  strong  opposition 
from  the  MeWherter  administration  and  an  apparent 
lack  of  votes  in  the  House  and  Senate  Welfare  Com- 
mittees, supporters  of  the  formulary  repeal  took  the 
bill  off  notice,  effectively  killing  it  late  in  the  session 
without  bringing  it  up  for  a vote. 

On  a related  issue,  the  MeWherter  administration 
introduced  a triplicate  prescription  bill  principally  as  a 
retaliatory  move  against  drug  manufacturers  and  oth- 
ers who  were  supporting  the  formulary  repeal  over  the 
objections  of  the  administration.  TMA,  as  well  as  all 
other  provider  groups  with  prescription  writing  privi- 
leges, unanimously  opposed  the  triple  script  idea.  The 
administration  has,  thus  far,  made  little  effort  to  pass 
the  bill. 
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The  committee  also  dealt  with  a bill  supported  by 
trial  lawyers  in  Tennessee  which  would  have  mandated 
access  by  patients  to  medical  records  maintained  by 
their  physician.  Although  mindful  of  the  general  ethi- 
cal obligation  to  provide  patients  access  to  their  med- 
ical records  upon  reasonable  request,  we  were  con- 
cerned about  the  breadth  of  the  records  which  would 
be  made  available.  The  bill  as  drafted  would  have  re- 
quired turning  over  to  the  patient  progress  notes  and 
other  assessments  which  might  have  been  written  into 
the  medical  record,  but  which  could  easily  be  miscon- 
strued by  the  patient.  Also,  we  were  adamantly  op- 
posed to  the  section  of  the  bill  which  set  a ridiculously 
low  limit  on  wTat  could  be  charged  for  providing  cop- 
ies of  patient  records.  In  working  with  the  sponsor,  we 
were  able  to  amend  the  bill  to  require  only  that  rec- 
ords be  made  available  to  the  patient  or  his  authorized 
representative  on  written  request  with  the  provision 
that  medical  records  as  defined  by  the  act  excluded 
progress  notes  and  other  assessments.  Also,  impor- 
tantly, the  amended  bill  provides  that  in  lieu  of  pro- 
viding a copy  of  the  complete  record,  the  physician 
may  elect  to  provide  a brief  narrative  summary  of  the 
course  of  treatment.  In  either  case,  the  physician  is 
authorized  to  render  a reasonable  charge  for  providing 
the  information,  and  may  require  payment  of  the 
amount  involved  prior  to  release  of  the  records. 

Finally,  on  the  defensive  front,  TMA  was  instru- 
mental in  bringing  about  the  defeat  of  legislation 
sponsored  by  tobacco  interests  which  would  have  pre- 
vented employers  from  refusing  to  hire  individuals  who 
use  tobacco  products.  Such  individuals  have  a de- 
monstrably negative  effect  on  medical  insurance  costs. 
Therefore,  we  felt  that  employers  should  be  able,  as 
they  are  now',  to  refuse  to  hire  such  individuals  even 
though  their  use  of  tobacco  products  might  be  limited 
to  off-duty  situations. 

The  committee  also  pursued  during  the  session  a 
lengthy  agenda  of  pro-active  legislative  issues.  Al- 
though the  final  votes  are  not  in  at  this  time,  it  ap- 
pears likely  that  TMA’s  legislation  seeking  regulation 
of  tanning  beds  will  be  passed  prior  to  adjournment. 
This  bill  w'as  brought  to  our  attention  by  dermatolo- 
gists in  Tennessee  and  as  passed  requires  the  posting 
of  warning  signs  regarding  the  skin  cancer  implications 


of  using  tanning  beds  and  other  related  facilities.  The 
bill  prohibits  individuals  under  14  years  of  age  from 
using  tanning  facilities  unless  accompanied  by  a parent 
or  guardian.  It  also  prohibits  individuals  between  the 
ages  of  14  and  18  from  using  tanning  facilities  unless 
they  have  written  permission  from  a parent  or  guardi- 
an. Finally,  the  bill  requires  disclosure  to  customers  of 
tanning  facilities  of  the  risk  associated  with  the  equip- 
ment and  the  necessity  of  wearing  protective  goggles. 

TMA  also  sought  legislation,  unsuccessfully,  to 
prohibit  individuals  who  are  not  licensed  medical  doc- 
tors or  osteopaths  from  holding  themselves  out  to  the 
public  as  physicians  in  Tennessee.  As  many  of  you  are 
aware,  the  Yellow  Pages  in  Tennessee  lists  chiroprac- 
tors and  podiatrists  under  the  physician  section.  TMA 
objects  strenuously  to  this  incorrect  and  misleading 
representation  on  behalf  of  these  groups  who  are  in 
no  respect  qualified  to  hold  themselves  out  to  the  pub- 
lic as  physicians.  These  limited  practitioners,  especial- 
ly the  chiropractors,  enjoy  blurring  the  lines  in  the  eyes 
of  the  public  between  themselves  and  traditional  med- 
ical practitioners.  This  practice  on  the  part  of  the  Yel- 
low Pages  merely  serves  to  confuse  the  public  as  to  the 
role  of  these  limited  practitioners  in  the  health  care 
market.  Nonetheless,  the  House  General  Welfare 
Committee  turned  back  our  legislation  on  a close  roll 
call  vote,  apparently  endorsing  a generic  definition  of 
the  term  “physician.”  TMA  anticipates  reintroduction 
of  this  legislation  next  year  and  thereafter  until  it  is 
adopted. 

Committee  Members 

Charles  W.  White.  M.D..  Chairman.  Lexington 

James  M.  High.  M.D..  Madison 

James  C.  Bradshaw.  Jr.,  M.D..  Lebanon 

Thurman  L.  Pedigo.  M.D..  McMinnville 

Allen  S.  Edmonson,  M.D..  Memphis 

Arden  J.  Butler.  Jr..  M.D..  Ripley 

David  G.  Gerkin.  M.D..  Knoxville 

James  R.  Royal.  M.D..  Chattanooga 

Nat  E.  Hyder.  Jr..  M.D.,  Johnson  City 

H.  Victor  Braren.  M.D..  Ex-Officio.  Nashville 

Robert  D.  Kirkpatrick.  ,M.D..  Ex-Officio.  Memphis 

David  R.  Barnes.  M.D..  Ex-Officio.  Chattanooga 

John  B.  Thomison.  M.D..  Ex-Officio.  Nashville 

Richard  T.  Light.  M.D..  Ex-Officio.  Nashville 

Ralph  E.  Wesley.  M.D..  Ex-Officio.  Nashville 

Mrs.  Bonnie  Hixson,  TMA  Auxiliary.  Signal  Mtn. 

Mrs.  Mickey  Griffith.  TMA  Auxiliary,  Nashville  /~  ^ 
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GENERAL  SURCERYTAKES 
ON  NEW  MEANING 
IN  THE  ARMY  RESERVE. 


When  you  take  time  to  serve  with  the  Army  Reserve,  we’ll  make  sure  it’s  time  well  spent. 


For  a minimum  amount  of  time,  the  Reserve  will  make  sure  you  get  a maximum  amount  of 
experience  you  probably  won’t  find  in  your  civilian  practice. 

First  and  foremost,  you’ll  be  an  Army  officer  with  all  the  privileges  and  benefits  which  that 
entails. 

Also,  service  in  the  Reserve  affords  you  an  opportunity  to  work  with  dedicated,  top  profes- 
sionals from  all  across  the  country,  as  well  as  attend  important  medical  conferences  and  even 
continue  your  education. 

Serving  as  a general  surgeon  in  the  Army  Reserve  is  an  adventure  waiting  to  happen.  And 
because  your  time  is  important,  we  can  be  very  flexible  about  how  and  when  you  participate. 

For  more  information  about  Army  Reserve  medicine,  contact  one  of  our  experienced  Army 
Reserve  Medical  Counselors.  They  can  arrange  for  you  to  talk  to  an  Army  Reserve  physician 
and  visit  a Reserve  Center  or  medical  facility. 

Call  or  write: 

ARMY  RESERVE  HEALTH  CARE  TEAM 
3606  Austin  Peay,  Suite  313 
Memphis,  TN  38128-3755 
(901)  388-9876  / 9727 

BE  ALL  YOU  CAN  BE.® 

ARMY  RESERVE 


jownolof  Hie 

tennc//ee 

meclkol  o/zockilion 

OWNED  AND  PUBUSHED  BY  THE  ASSOCIATION 
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AV  Nodal  Reentrant  Tachycardia 

JERRY  WILLIAMS,  M.D.  and  AHMED  A.  KHAN,  M.D. 


Introduction 

The  arrhythmia  once  called  “paroxysmal  atrial 
tachycardia”  has  been  differentiated  into  phys- 
iologically distinct  arrhythmias  by  modern  elec- 
trophysiologic  techniques. The  accurate  inter- 
pretation of  the  mechanism  of  an  arrhythmia  has 
led  to  more  rational  and  effective  therapy. ^ These 
techniques  have  resulted  in  a more  precise  inter- 
pretation of  the  surface  electrocardiogram 
(ECG).  In  the  majority  of  patients,  however,  an 
accurate  diagnosis  of  supraventricular  tachycardia 
(SVT)  can  be  made  using  the  ECG  and  bedside 
maneuvers.  We  present  a patient  with  atrioven- 
tricular nodal  reentrant  tachycardia  (AVNRT), 
and  provide  clues  for  differentiating  the  various 
forms  of  SVT. 

Case  Report 

A 56-year-old  man  with  a history  of  hypertension  and  hy- 
percholesterolemia was  evaluated  for  palpitations  and  light- 
headedness that  occurred  on  awakening.  He  gave  no  history 
of  syncope,  angina,  myocardial  infarction,  recent  alcohol 
ingestion,  use  of  sympathomimetic  agents  (nasal  deconges- 
tants), or  thyroid  disease. 

His  blood  pressure  was  130/77  mm  Hg,  with  a rapid  reg- 
ular pulse  of  170/min.  Heart  sounds  were  distant  but  without 
murmurs.  The  rest  of  the  examination  was  unremarkable. 

Chest  films  showed  normal  cardiac  size  with  clear  lung 
fields.  The  ECG  showed  an  SVT  at  a rate  of  170/min  without 
any  visible  P waves  (Fig.  1).  Routine  laboratory  values  were 
normal. 


From  the  Department  of  Cardiology.  James  H.  Quillen  College 
of  Medicine,  Johnson  City. 

Reprint  requests  to  Department  of  Cardiology,  James  H.  Quillen 
College  of  Medicine,  P.Q.  Box  21160A,  Johnson  City,  TN  37614  (Dr. 
Khan). 


Carotid  sinus  massage  was  performed  without  conversion 
to  sinus  rhythm  or  slowing  of  the  heart  rate,  but  verapamil  5 
mg  brought  about  conversion  to  sinus  rhythm. 

Discussion 

Supraventricular  tachyarrhythmias  originate  at 
a site  at  or  above  the  level  of  the  His  bundle 
of  the  atrioventricular  (AV)  conduction  system, 
and  are  characterized  by  a heart  rate  of  more 
than  100/min.  Such  terms  as  “paroxysmal  atrial 
tachycardia  (PAT)”  should  be  abandoned  and 
more  precise  terminology  used  (Table  1).  Jo- 
sephson  and  Seides^  in  a study  of  150  patients 
with  severe  symptomatic  SVT  observed  AVNRT 
in  58%,  AV  reentry  (using  a concealed  bypass 
tract)  in  30%,  sinoatrial  nodal  reentry  in  4%,  in- 
traatrial  reentry  in  4%,  and  automatic  atrial 
tachycardia  in  another  4%. 

The  most  important  step  in  the  management 
of  SVT  is  to  elucidate  the  most  likely  mecha- 
nism. Simple  bedside  maneuvers  in  addition  to 
the  12-lead  ECG  will  provide  the  diagnosis  in  the 
majority  of  patients. With  this  approach,  an 
electrophysiologic  study  will  be  indicated  for  only 
the  recurrent  SVT  that  is  refractory  to  medical 
therapy  and  is  potentially  life-threatening. ^ 

Bedside  Maneuvers.  The  Valsalva  maneuver 
and  carotid  sinus  massage  provide  diagnostic 
information  by  increasing  vagal  tone  and  pro- 
longing AV  nodal  conduction  time  and  refracto- 
riness with  slowing  of  the  sinus  node  discharge 
rate.  The  abrupt  termination  of  tachycardia  by 
these  maneuvers  suggests  that  the  sinus  node  or 
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AV  node  is  involved,  and  a diagnosis  of  sinoatri- 
al node  reentry,  AV  nodal  reentry,  or  AV  reen- 
try utilizing  a concealed  bypass  tract  should  be 
considered. Also,  the  production  of  AV 
block  by  these  maneuvers  with  persistence  of  the 
tachycardia  rules  out  the  participation  of  a con- 
cealed bypass  tract  and  makes  AV  nodal  reentry 
unlikely. 

The  ECG  remains  the  most  important  nonin- 
vasive  diagnostic  test  and  provides  diagnostic 
clues  including  the  P wave  position  and  mor- 
phology, heart  rate,  change  in  rate  with  bundle- 
branch  block,  presence  of  AV  block,  and  QRS 
alternans.  Occasionally  initiation  or  termination 
of  a tachycardia  may  be  recorded. 

Position  and  Morphology  of  P Wave.  The  lo- 
cation of  the  P wave  may  provide  clues  to  the 
SVT  mechanism.  As  illustrated  in  our  patient, 
absence  of  a visible  P wave  during  SVT  suggests 
AVNRT  as  atrial  and  ventricular  depolarizations 
occur  simultaneously.  This  will  exclude  SVT 
using  a concealed  bypass  tract  since  ventricular 
depolarization  must  activate  the  retrograde  limb 


of  the  circuit  (bypass  tract)  before  the  retrograde 
P wave  can  appear.^ 2.4.6-8  jhus,  atrial  and  ven- 
tricular depolarization  cannot  be  simultaneous. 

Less  commonly  in  AVNRT,  atrial  depolariza- 
tion comes  after  ventricular  depolarization  and  a 
retrograde  P wave  is  visible  after  the  QRS  com- 
plex. The  RP  interval  (from  R wave  of  QRS 
to  retrograde  P wave)  is  less  than  one-half  the 
RR  interval,  and  can  be  found  in  30%  of  pa- 
tients with  AVNRT  and  all  patients  utilizing  a 
concealed  bypass  tract. ^ AVNRT  can  be  differ- 
entiated from  a concealed  bypass  tract  by  the  du- 
ration of  the  RP  interval.  An  RP  interval  of  less 
than  70  msec  is  found  in  AVNRT  and  is  not  ob- 
served in  patients  with  accessory  pathways.^  Si- 
nus node  reentry  tachycardia  (SNRT),  intraatrial 
reentry  tachycardia  (lART),  and  automatic  atrial 
tachycardia  (AAT)  have  a long  RP  interval,  but 
the  P wave  is  upright  and  precedes  the  QRS 
complex.'^ 

The  P wave  during  sinus  rhythm  should  al- 
ways be  compared  to  the  P wave  during  tachy- 
cardia. In  sinus  tachycardia  and  SNRT  the  P wave 
morphology  is  identical  to  sinus  rhythm, ^-2.7.8 
with  sinus  tachycardia  there  is  gradual  onset  and 
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termination,  whereas  with  SNRT  the  onset  and 
termination  is  abrupt.  AAT  should  be  consid- 
ered if  the  P wave  precedes  the  QRS  and  is  dif- 
ferent from  the  sinus  P wave.^-^-®  One  additional 
clue  is  the  presence  of  a negative  P wave  in  lead 
1.  This  finding  is  very  suggestive  of  left-sided  by- 
pass tract. ^ 

If  P waves  are  not  clearly  visible,  atrial  activi- 
ty can  be  identified  by  Lewis  leads;  this  places 
the  left  and  right  arm  electrodes  in  various  chest 
positions  to  help  discern  P waves.  Insertion  of  an 
esophageal  lead  for  identifying  P waves  can  be 
accomplished  by  having  the  patient  swallow  a pill 
electrode  that  is  placed  within  the  esophagus 
posterior  to  the  left  atrium.*'  Rarely  is  it  neces- 
sary to  insert  a pacing  catheter  into  the  right 
atrium  for  direct  intracavitary  recording  of  P 
waves. 

Tachycardia  Rate.  The  tachycardia  rate  in  SVT 
may  provide  a clue  to  the  arrhythmia  mecha- 
nism,but  there  is  tremendous  overlap  for  the 
various  SVTs.  An  atrial  rate  of  more  than  250/ 
min  should  suggest  the  possibility  of  atrial  flut- 
ter.Since  the  atrial  rate  of  flutter  is  usually  300/ 
min,  a ventricular  response  of  150/min  is  com- 
mon in  the  presence  of  2:1  AV  conduction.  Va- 
gal maneuvers  should  always  be  performed  in 
patients  with  an  SVT  at  a ventricular  rate  of  150/ 
min  to  exclude  the  possibility  of  atrial  flutter. 
Also,  a tachycardia  rate  of  over  200  should  sug- 
gest the  possibility  of  AV  reentry  using  a bypass 
tract,  whereas  the  rapid  rate  would  not  be  ex- 
pected in  SNRT.*-2-^-^ 

Change  in  Rate  With  Bundle- Branch  Block. 
The  development  of  a rate-related  bundle-branch 
block  is  expected  to  occur  at  rapid  tachycardia 
rates,  but  the  development  of  bundle-branch 
block  at  slower  heart  rates  is  strong  evidence  for 
an  ipsilateral  accessory  pathway.*--^  This  is  be- 
cause the  impulse  must  travel  over  the  contralat- 
eral bundle  branch,  then  through  the  contralat- 
eral ventricular  muscle  to  the  ventricular  insertion 
of  the  bypass  tract  in  the  blocked  ventricle,  which 
produces  a larger  reentrant  circuit  and  slower 
conduction  through  the  circuit.  It  is  important  to 
point  out  that  the  development  of  bundle-branch 
block  without  slowing  of  the  heart  rate  does  not 
exclude  the  presence  of  a bypass  tract  when  the 
bundle-branch  block  occurs  contralateral  to  the 
accessory  pathway. 

Presence  of  AV  Block.  Because  the  atria  and 
ventricles  are  required  components  of  the  reen- 
trant circle,  the  presence  of  AV  block  excludes 
the  possibility  of  a bypass  tract  and  makes  AV 


TABLE  1 

CLASSIFICATION  OF  SUPRAVENTRICULAR  TACHYCARDIAS 


Sinus  node  reentry  tachycardia 
Intraatrial  reentry  tachycardia 
Ectopic  (automatic)  atrial  tachycardia 
Atrial  tachycardia  with  or  without  block 
Multifocal  atrial  tachycardia 
AV  nodal  reentry  tachycardia 
AV  reentry  using  a bypass  tract 
Atrial  flutter 
Atrial  fibrillation 

Junctional  tachycardias  (nonparoxysmal) 


nodal  reentry  unlikely.*^** 

Initiation  and  Termination  of  SVT.  If  the 
tachycardia  is  initiated  or  terminated  by  an  atrial 
premature  depolarization,  reentry  is  the  likely- 
mechanism. '•2  *'**  PR  prolongation  of  the  ini- 
tiating premature  beat  suggests  that  reentry 
probably  involves  the  AV  node,  suggesting  that 
the  mechanism  of  the  SVT  is  either  AVNRT  or 
AV  reentry  utilizing  a concealed  bypass  tract.  AV 
delay  is  not  required  for  the  initiation  of  SNRT, 
lART,  or  AAT.*  --^**  AAT  is  likely  if  the  P wave 
of  the  initiating  atrial  premature  depolarization 
is  identical  to  subsequent  P waves  during  the 
tachycardia.**'** 

QRS  Alternans.  QRS  alternans  is  described  as 
a QRS  complex  that  alternates  slightly  between 
two  morphologies.  Green  et  al*^  found  that  92% 
of  patients  with  a sustained  narrow  QRS  tachy- 
cardia and  QRS  alternans  have  an  accessory  AV 
pathway.  Bar  et  aP  found  that  only  11  of  50  pa- 
tients with  AV  reentry  using  a concealed  bypass 
tract  had  QRS  alternans.  Also,  one  patient  with 
atrial  tachycardia  had  QRS  alternans.  In  con- 
trast, Morady  et  al***  found  that  QRS  alternans  is 
not  common  in  AV  reentry  using  a concealed  by- 
pass tract,  and  it  is  a rate-related  phenomenon 
that  occurs  in  all  narrow  QRS  tachycardias. 
Therefore,  the  value  of  QRS  alternans  in  diag- 
nosing the  mechanism  of  SVT  needs  further 
study. 

Summary  and  Conclusions 

During  the  past  decade,  the  mechanisms  of 
SVT  have  been  discovered  by  intracardiac  elec- 
trophysiologic  studies.  The  differentiation  of  the 
various  forms  of  tachycardia  allows  a more  ra- 
tional approach  to  therapy.  Bedside  maneuvers 
and  the  12-lead  ECG  will  identify  the  correct 
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mechanism  of  SVT  in  the  majority  of  patients. 
Diagnostic  clues  from  the  surface  ECG  include 
the  position  and  morphology  of  the  P wave,  heart 
rate,  change  in  rate  with  bundle-branch  block, 
presence  of  AV  block,  and  the  initiation  and  ter- 
mination of  the  SVT.  With  the  use  of  bedside 
maneuvers  and  clues  from  the  surface  ECG,  an 
intracardiac  electrophysiologic  study  would  be 
indicated  only  for  recurrent  SVT  that  is  refrac- 
tory to  medical  therapy  and  is  potentially  life- 
threatening.  CUP 
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Infant  Botulism  in  Tennessee 


M.  DIANNE  MURPHY,  M.D.  and  SHARON  LAIL,  M.D. 


Introduction 

In  1976  the  first  case  of  botulism  ever  de- 
scribed in  a child  less  than  1 year  of  age  was  re- 
ported from  California.  Soon  afterward,  three 
more  cases  were  reported,  and  the  infamous 
“honey  connection”  was  described.^  Very  early 
in  this  investigation  it  appeared  that  these  infants 
were  not  ingesting  preformed  toxin  but  were  in- 
gesting Clostridia  botulinum  organisms  which 
germinated  in  the  infant’s  gut  and  produced  the 
toxin,  causing  botulism.  Through  this  experience 
and  work  in  other  “endemic”  areas  such  as  Phil- 
adelphia and  Utah,  much  has  been  discovered 
about  the  causes,  epidemiology,  and  clinical 
presentation  of  infant  botulism. Though 
Tennessee  is  an  area  of  low  incidence,  reporting 
<1  case  per  100,000  live  births,  by  1977  infant 
botulism  had  been  reported  in  Tennessee.^  Be- 
cause the  syndrome  is  not  frequently  seen  in 
Tennessee,  we  thought  it  would  be  productive  to 
review  a case  recently  cared  for  at  the  University 
of  Tennessee  Medical  Center-Knoxville. 

Case  Report 

This  3-week-old  female  infant  was  transferred  from  Hol- 
ston  Valley  Hospital  to  the  University  of  Tennessee  Medical 
Center-Knoxville  (UTMC-K)  because  of  progressive  neuro- 
logic deterioration.  She  had  been  admitted  to  Holston  Valley 
at  15  days  of  age  with  a one-day  history  of  progressive  leth- 
argy and  increased  respiratory  effort,  having  become  ill  after 
her  parents  had  taken  her  to  attend  a Thanksgiving  family 
dinner.  She  had  been  afebrile  on  admission,  with  a pulse  of 
103/min,  and  respiratory  rate  of  40/min.  A well-developed, 
well-nourished  term  infant,  she  appeared  to  be  acutely  ill, 
and  after  a complete  sepsis  evaluation,  including  lumbar 
puncture  (LP),  was  completed,  treatment  was  begun  with 
ampicillin  and  gentamicin.  On  the  second  day  of  hospitaliza- 
tion she  began  to  deteriorate,  with  increasing  respiratory  dis- 
tress, and  late  on  the  second  day  she  was  intubated  (blood 
gas  pH  of  7.26,  Pco,  of  66  mm  Hg,  PO2  of  63  mm  Hg).  At 
that  time,  her  blood  ammonia  level  was  67  fj.g/dl  (normal  13 
to  48).  creatinine  phosphokinase  was  235  U/L  (normal  <200), 
ESR  was  2 mm'hr,  and  a urine  screen  for  amino  acids  was 
negative.  A repeat  LP  was  traumatic  and  acyclovir  was  given 
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after  appropriate  viral  cultures  had  been  obtained.  After  ene- 
mas were  unproductive  of  stool,  a digital  removal  provided  a 
small  sample  for  submission  for  botulinum  toxin  and  culture. 
Gentamicin  therapy  was  stopped.  Cranial  computerized  tom- 
ography (CT)  and  an  electroencephalogram  (EEG)  were 
normal.  There  was  no  improvement  to  a neostigmine  chal- 
lenge, and  she  was  transferred  to  the  UTMC-K  for  further 
evaluation.  At  admission  her  temperature  was  97.6°F.  pulse 
139/min,  and  blood  pressure  110/83  mm  Hg.  She  had  no 
spontaneous  respirations.  Pupils  were  midline  and  reacted 
equally.  Funduscopic  examination  was  normal.  There  was  no 
gag  reflex.  The  fontanelle  was  soft  and  pulsatile.  Her  cardi- 
ovascular status  was  stable  and  no  cardiac  abnormalities  were 
noted.  Lungs  were  clear  to  auscultation.  No  bowel  sounds 
were  present,  but  her  abdomen  was  not  distended  and  no 
masses  or  hepatomegaly  were  noted.  Neurologic  examination 
revealed  hypotonia  and  sluggishly  reactive  pupils;  doll's  eyes, 
and  corneal  and  cold  water  caloric  reflexes  were  absent. 
Plantar  Babinski's  sign  with  some  response  to  manipulation 
in  the  lower  extremities  was  present. 

The  initial  impression  of  botulism  vs  encephalopathy  or 
peripheral  myopathy  resulted  in  the  cessation  of  acyclovir  and 
gentamicin  which  had  been  reinstituted  on  admission  to  the 
UTMC-K.  Repeated  CT  and  EEG  studies  were  unrevealing. 
Electromyography  and  nerve  conduction  studies  revealed 
normal  velocity  but  decreased  amplitude  of  action  potentials. 
No  incremental  response  was  demonstrated.  Despite  multiple 
inquiries,  there  was  no  history  of  anyone  feeding  honey  to 
the  infant.  The  child  was  scheduled  for  a muscle  biopsy  on 
the  fifth  day  of  hospitalization  when  the  state  health  depart- 
ment informed  the  physicians  of  finding  both  spores  of  C. 
botulinum  and  type  B toxin.  All  further  efforts  were  directed 
at  supportive  measures  and  over  the  next  few  weeks  the  child 
slowly  improved  and  was  extubated. 

Discussion 

Important  aspects  of  this  case  relate  to  the  dif- 
ference in  epidemiology  between  infant  and  adult 
cases  of  botulism,  the  clinical  presentation,  and 
the  treatment.  The  organism  C.  botulinum  is  3 
billion  years  old  and  its  spores  are  ubiquitous  in 
soil;  its  toxin  is  one  of  the  most  potent  neurotox- 
ins known. To  produce  the  neurotoxin,  spores 
must  germinate  in  a specific  milieu  of  anaero- 
biosis,  a neutral  pH,  and  absence  of  competing 
microbes.  Fortunately,  most  adults  and  children 
have  a gastrointestinal  tract  that  does  not  meet 
these  criteria.-^-*  During  the  early  industrializa- 
tion of  food  delivery,  these  conditions  were 
sometimes  met  during  the  canning  process,  and 
toxin  was  produced  by  spores  germinating  in  the 
can.  This  form  of  poisoning  became  known  as 
“foodbome”  or  “preformed”  botulism  and  is  now 
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most  commonly  associated  with  home  processing 
of  certain  foods.  The  infant’s  gastrointestinal  tract 
is  different  from  the  adult’s,  and  this  milieu  is 
thought  to  contribute  to  the  germination  of  in- 
gested spores.  Infant  botulism  is  the  most  com- 
mon form  of  botulism  in  this  country.*^  Host  fea- 
tures that  appear  to  contribute  to  susceptibility 
include  age,  low  pH  of  the  gastrointestinal  tract, 
and  disruption  of  normal  gut  flora. ^ External  risk 
factors  vary  with  age,  but  include  breastfeeding 
and  use  of  honey  or  rural/farm  residence. Only 
20%  of  cases  have  been  associated  with  ingestion 
of  honey.  In  the  Pennsylvania  experience,  the 
occupation  of  the  fathers  of  over  half  of  the  pa- 
tients brought  them  into  daily  contact  with  soil.^ 
In  our  case  the  child  became  symptomatic  after 
attending  a family  gathering  in  a rural  area  where 
there  was  excavation  and  renovation  of  the 
homesite. 

The  clinical  presentation,  at  first  manifested  by 
“poor  appetite”  and  irritability,  is  easily  mistak- 
en for  sepsis  in  this  age  group.  An  afebrile  infant 
with  acute  onset  of  generalized  muscular  weak- 
ness without  a focal  lesion,  seizures,  metabolic 
disturbances,  or  evidence  of  ingestion  of  some 
poison  should  suggest  botulism  as  an  etiologic 
possibility.  In  such  situations  an  evaluation  for 
infection,  myasthenia  gravis,  and  metabolic  dis- 
orders is  warranted,  but  both  stool  for  evaluation 
for  the  presence  of  toxin  and  spores  and  electro- 
myography should  be  obtained.  Because  consti- 
pation is  frequent,  it  may  be  difficult  to  obtain 
stool.  The  lack  of  a history  of  ingestion  of  honey 
should  not  dissuade  the  practitioner  from  the  di- 
agnosis of  botulism,  and  an  enema  may  be  nec- 
essary to  obtain  stool  for  a timely  assessment  for 
spores  and  toxin  production.  The  electromy- 
ographic findings  of  “brief,  small  abundant  mo- 
tor unit  action  potential”  is  useful  when  present, 
but  its  lack  does  not  rule  out  botulism. 


Treatment  is  supportive  and  requires  careful 
monitoring,  as  these  infants  may,  as  occurred  in 
this  patient,  have  abrupt  cessation  of  respiration. 
The  use  of  antitoxin  is  not  recommended,  as  it  is 
produced  in  horses  and  has  potentially  life- 
threatening  adverse  effects.'"  In  addition,  with 
adequate  support  of  respiration  and  nutrition,  the 
infant  will  recover  spontaneously,  despite  per- 
sistent colonization  of  the  gut  by  the  organism. 
Intravenous  penicillin  has  been  used  to  acceler- 
ate elimination  of  the  organism  but  there  is  no 
evidence  this  occurs.  Oral  antibiotics  are  thought 
to  be  contraindicated  as  they  may  change  gut  flora 
favorably  for  the  clostridial  organism.  Amino- 
glycosides are  contraindicated  as  they  may  po- 
tentiate nerve  blockade  and  this  may  have  oc- 
curred in  the  child  presented  in  this  discussion. 

Recently,  a second  case  has  been  reported 
from  the  Upper  East  Tennessee  area.  Infant 
botulism  should  be  considered  in  any  infant  who 
develops  muscle  weakness,  poor  feeding  associ- 
ated with  constipation  and  lack  of  an  infectious 
or  metabolic  cause  of  these  symptoms,  and  also 
in  children  who  experience  an  acute  onset  of  ap- 
nea and  have  a history  of  constipation  or  poor 
feeding.  r ^ 
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Thanks  to  the  Tennessee  Consultation  Center  (TCC),  a physician-to-physician  consultation  with  a medical  or  dental 
professional  is  right  at  your  fingertips.  All  you  have  to  do  is  choose  The  University  of  Tennessee  Medical  Center  physician 
or  dentist  with  whom  you  wish  to  speak  from  the  TCC  Directory  of  Consultants.  Dial  1-800-442-8862  (or  594-8862 
inside  Knox  County),  give  the  TCC  operator  your  name,  location  and  phone  number,  and  you  will  be  connected  with  the 
colleague  or  service  you  have  request^. 

In  addition  to  professional  consultation,  you  can  use  the  TCC  to  obtain  laboratory  results,  patient  information  and  infor- 
mation on  continuing  medical  and  dental  education  programs. 

And  there’s  no  charge  for  these  services. . .or  for  the  call.  — ~ 

Call  TCC  now  for  consultation  or  to  receive  your  free  copy  of  the  TCC  Directory  '■ 

of  Consultants.  ^ '' — ' — 

Tennessee  Consultation  Center 

1-800442-8862 


THE  UNIVERSITY  OF  TENNESSEE 
MEDICAL  CENTER  AT  KNOXVILLE 


The  University  of  Tennessee  Medical  Center  at  Knowille  is  an  academic  medical  facility'  blending  the  best  of  the  art  and 
science  of  medicine.  Since  1956,  the  Medical  Center  has  provided  compassionate  patient  care  in  a state-of-the-art  setting,  compre- 
hensive training  for  tomorrow’s  health  professionals,  and  extensive  biomedical  research. 
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Report  of  the  Tennessee  Delegation  to  the 
American  Medical  Association 


ALLEN  S.  EDMONSON,  M.D. 

Chairman 

As  Chairman  of  the  Tennessee  delegation  to  the 
American  Medical  Association,  I am  pleased  to  report 
the  activities  and  business  conducted  by  the  AMA 
House  in  Chicago,  June  18-22,  1989  and  in  Honolulu, 
Dec.  3-6,  1989.  At  the  Annual  Meeting,  435  delegates 
representing  state  medical  associations,  78  delegates 
representing  national  medical  specialty  organizations, 
and  10  section  and  service  delegates  were  seated. 

In  a rare  departure  from  custom.  Executive  Vice 
President  James  H.  Sammons,  M.D.  rose  to  introduce 
his  report  and  address  the  growing  challenge  to  the 
American  health  care  system.  He  said,  “If  there  is 
anyone  who  believes  that  rationing  of  health  care  can- 
not happen  in  this  country,  I would  tell  them  to  pay 
attention  to  what  is  already  happening  in  Washington 
this  very  day. 

“The  PPRC,  the  Congress,  and  the  Bush  Bureau- 
cracy are  proposing  expenditure  targets,  and  we  all 
know  what  expenditure  targets  have  given  to  Canadi- 
ans: (1)  long  waits  for  necessary  surgery,  (2)  degrading 
conditions  for  elderly  hospital  patients,  and  (3)  yes,  in 
some  cases  even  premature  deaths  while  waiting  in  line 
for  an  operation.”  In  a call  to  action.  Dr.  Sammons 
urged  the  House  members  to  call  their  elected  repre- 
sentatives and  tell  them  how  expenditure  targets  will 
affect  their  constituents.  Calling  ETs  “the  biggest 
challenge  that  the  medical  profession  has  had  to  deal 
with  in  our  recent  memories,”  Dr.  Sammons  promised 
an  all-out  campaign  to  warn  the  American  people  that 
expenditure  targets  mean  rationing. 

Following  are  [some  of]  the  major  issues  con- 
sidered at  the  Annual  Meeting: 

Expenditure  Targets 

As  the  House  Ways  and  Means  Committee  began 
considering  expenditure  targets  while  the  House  was 
in  session,  this  issue  dominated  the  delegates’  atten- 
tion throughout  the  meeting.  Members  of  the  House 
and  the  AMA  Auxiliary  placed  hundreds  of  telephone 
calls  to  their  elected  representatives  and  the  Adminis- 


Excerpted  from  the  Report  of  the  Tennessee  Delegation  to  the 
American  Medical  Association,  submitted  to  the  Tennessee  Medical 
Association  House  of  Delegates,  April  4,  1990,  Knoxville. 
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tration  objecting  to  this  new  proposal  to  control  costs. 

Expenditure  targets  are  government  set  expendi- 
ture goals  for  total  physician  services  under  Medicare 
Part  B.  If  the  targets  are  exceeded.  Medicare  physi- 
cian payment  updates  to  reflect  increases  in  practice 
costs  and  changes  in  patient  access  will  be  adjusted 
downward  accordingly  across  the  board. 

The  purpose  of  expenditure  targets  is  to  reduce  the 
amount  of  physician  services  the  government  pays  for. 
They  are  designed  and  justified,  by  PPRC  and  others, 
on  the  need  to  reduce  the  federal  deficit. 

The  concept  of  targets  is  wrong  in  principle.  They 
will  be  unworkable  and  unfair  in  practice.  The  targets 
are  said  to  take  into  account  increased  demand  and 
other  factors  which  would  increase  costs.  But  it  is  fa- 
tally naive  to  assume  the  targets  will  do  that. 

The  government — not  the  medieal  profession — will 
establish  the  targets.  The  government’s  stated  first 
concern  for  Medicare  is  to  reduce  spending  the  deficit. 
The  government’s  record  in  setting  fair  reimbursement 
levels  is  uniformly  bad.  In  1984  fees  were  frozen,  in 
1986  MAACs  were  implemented.  Since  Medicare  was 
established,  the  MEI  has  never  fully  reflected  the  ae- 
tual  increases  in  physician  costs.  There  is  no  basis  to 
believe  the  government  will  not  continue  to  be  arbi- 
trary about  reimbursement  levels. 

Even  if  the  government  were  committed  to  fair  tar- 
gets and  had  a fair  process  for  physician  negotiation 
and  input  (of  which  there  is  none  proposed),  targets 
cannot  be  established  scientifically,  either  before  or 
after  the  services  are  provided.  There  simply  is  no  way 
to  measure  or  prove  appropriate  increases  in  demand 
or  appropriate  increases  in  costs  from  technological 
advances.  The  targets  will  inevitably  be  arbitrarily  low 
as  health  care  spending  competes  with  other  govern- 
ment priorities.  That  is  the  experience  in  Canada  and 
every  other  country  that  has  capped  or  targeted  gov- 
ernment health  care  expenditures. 

After  lengthy  discussion,  the  House  adopted  the 
following  substitute  resolution  on  the  issue: 

RESOLVED,  That  the  American  Medical  Association 
reaffirm  its  willingness  to  participate  in  efforts  to  control  the 
cost  of  Medicare  in  a manner  that  preserves  the  quality  and 
availability  of  health  care  to  Medicare  recipients;  and  be  it 
further 
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RESOLVED,  That  the  AM  A reaffirm  its  position  that 
the  Medicare  program  establish  actuarially  sound  financing  of 
benefits  as  stated  in  Board  of  Trustees  Report  MM  (A-86); 
and  be  it  further 

RESOLVED,  That  the  AMA  urge  Congress  to  incorpo- 
rate the  following  considerations  when  applying  budgetary 
controls  to  Medicare  in  place  of  Expenditure  Targets:  (a)  As- 
sure a high  priority  to  health  care  for  Medicare  patients  in 
relation  to  other  programs  when  allocating  federal  funds,  (b) 
Given  Medicare’s  finite  resources,  develop  a mechanism  to 
channel  those  resources  to  those  patients  with  the  greater  fi- 
nancial need  and  to  require  a proportionately  larger  financial 
contribution  by  the  more  affluent  toward  their  own  health 
care,  (c)  Reduce  the  cost  of  defensive  medicine  (approxi- 
mately $20  billion  a year)  caused  by  the  present  tort  system. 

Covering  the  Uninsured 

The  House  considered  a Board  report  and  three 
resolutions  dealing  with  providing  health  insurance  to 
the  uninsured.  After  extended  debate,  the  House 
adopted  an  amended  version  of  the  Board  report  that 
recommends  that  the  AMA:  (1)  Endorse  the  concept 
of  a phased-in  requirement  that  employers  (limited  in- 
itially to  larger  employers)  provide  health  insurance 
coverage  within  the  private  sector  for  all  full-time  em- 
ployees, with  coverage  expanding  over  several  years 
and  with  a program  of  diminishing  tax  credits  or  other 
incentives  to  avoid  adverse  effects  on  employers;  (2) 
Continue  to  study  all  approaches  to  providing  health 
services  for  the  uninsured  and  work  with  business 
groups  to  develop  approaches  that  are  best  suited  to 
the  needs  of  small  employers  and  report  to  the  House 
of  Delegates  at  the  1989  Interim  Meeting;  and  (3)  In 
conjunction  with  other  health  organizations  begin  the 
development  of  a package  of  basic  health  benefits. 

Medicare  Reimbursement  Geographic  Differences 

The  House  adopted  as  amended  a Council  on  Med- 
ical Service  report  that  described  current  AMA  activ- 
ities to  improve  rural  health  care  and  to  remedy  geo- 
graphic physician  payment  inequities  under  Medicare. 
The  report  recommended  setting  a floor  on  prevailing 
charges  for  all  services  at  80%  of  the  national  average 
prevailing  charge  for  those  services. 

In  related  actions,  the  House  called  on  the  AMA 
to:  (1)  Support  elimination  of  most  Medicare  reim- 
bursement differentials  between  urban  and  rural  med- 
ical care  and  that  AMA  inform  the  Congress  of  the 
impact  of  such  differentials  on  the  rural  population. 
(2)  Reaffirm  its  policy  that  geographic  variations  un- 
der a Medicare  payment  schedule  reflect  only  valid  and 
demonstrable  differences  in  physician  practice  costs, 
with  further  adjustments  as  needed  to  remedy  demon- 
strable access  problems  in  specific  geographic  areas. 

Resource-Based  Relative  Value  Scale  for 
Physician  Services 

The  House  amended  and  then  adopted  a Board  re- 
port that  provides  an  update  on  recent  events  involv- 
ing the  RBRVS  and  calls  on  the  AMA  to:  (1)  Reaf- 
firm its  support  for  an  indemnity  payment  schedule. 


(2)  Support  reasonable  attempts  to  remedy  geographic 
payment  inequities  that  do  not  conflict  with  AMA 
support  for  an  RBRVS-based  indemnity  system.  (3) 
Continue  to  seek  implementation  of  an  RBRVS-based 
indemnity  payment  system  upon  the  expansion,  cor- 
rection, and  refinement  of  the  RBRVS.  (4)  Oppose 
any  efforts  to  link  acceptance  of  an  RBRVS  with  any 
proposal  that  is  counter  to  AMA  policy,  such  as  ex- 
penditure targets  and  mandatory  assignment.  (5)  Con- 
tinue to  oppose  the  arbitrary  and  unwarranted  use  of 
so-called  “overpriced  procedure”  reductions  as  part  of 
the  fiscal  year  1990  budgetary  process,  the  use  of  data 
generated  by  the  yet-to-be-completed  Harvard  RBRVS 
study  to  determine  such  payment  cuts,  and  especially, 
the  use  for  this  purpose  of  RBRVS  data  for  specialties 
whose  RBRVS  results  are  being  restudied  as  part  of 
Phase  II  of  the  RBRVS  study. 

In  a related  action  the  House  also  adopted  a reso- 
lution that  called  on  the  AMA  to:  Develop  and  aggres- 
sively seek  congressional  sponsorship  and  support  for 
federal  legislation  that  would  allow  AMA  and  the  state 
medical  associations,  on  behalf  of  physicians,  to  ne- 
gotiate payment  schedules  on  federal  and  state  policies 
respectively,  impacting  on  physician  reimbursement. 

Medicare  Denials  of  Payment  for  Substandard  Care 
Ten  resolutions  were  submitted  pertaining  to  the 
controversial  proposed  HCFA  regulations  on  “Denial 
of  Payment  for  Substandard  Quality  Care  and  Review 
of  Beneficiary  Complaints.” 

The  House  adopted  a substitute  resolution  calling 
on  the  AMA  to:  (1)  Seek  withdrawal  of  the  proposed 
rule.  (2)  Use  all  available  options,  including  possible 
legal  action,  to  prevent  further  implementation  until 
due  process  considerations  are  addressed.  (3)  Assure 
that  quality  of  care  decisions  under  these  regulations 
be  made  by  identifiable  PRO  physician  reviewers, 
based  on  their  clinical  experience  and  judgment  rather 
than  reliance  on  mandated  written  criteria.  (4)  Assure 
that  PRO  physician  reviewers  making  a quality  denial 
be  required  to  consult  with  a physician  in  the  same 
specialty  and  practice  situation  before  final  action  on 
only  quality  denial. 

National  Practitioner  Data  Bank 

Four  resolutions  addressed  a growing  concern  with 
the  development  of  the  National  Practitioner  Data 
Bank  project.  A substitute  resolution  was  adopted  that 
contained  several  directives:  (1)  That  the  AMA  re- 
quest a modification  of  the  National  Practitioner  Data 
Bank  requirements  so  that  settlements  and  judgments 
of  less  than  $30,000  are  not  reported  or  recorded.  (2) 
That  reports,  other  than  licensure  revocation,  in  the 
data  bank  be  purged  after  five  years.  (3)  That  proctor- 
ing  of  physicians  for  the  purpose  of  investigation  not 
be  reportable.  (4)  That  physicians  not  be  required  to 
turn  over  copies  of  their  data  bank  file  to  any  third 
party  not  authorized  direct  access  to  the  data  bank.  (5) 
That  the  AMA  seek  to  assure  that  any  physician’s 
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statement  included  in  the  data  bank  file  automatically 
accompany  any  adverse  report  about  that  physician  in 
distributions  from  the  data  bank.  (6)  That  the  AMA, 
in  addition  to  publishing  articles  in  AMNews,  develop 
additional  educational  materials  as  appropriate  for 
physicians  to  understand  the  implications  of  the  Na- 
tional Practitioner  Data  Bank. 

Medicare  ICD-9-CM  Coding 

The  Catastrophic  Coverage  Act  of  1988  contained 
a diagnostic  coding  requirement  that  carries  a civil 
money  penalty  provision  for  failure  to  utilize  ICD-9- 
CM  coding.  The  House  adopted  a substitute  resolu- 
tion that  calls  on  the  AMA  to:  (1)  Support  legislation 
to  repeal  or  substantially  ameliorate  the  threat  of  fed- 
eral civil  money  penalty  liability  for  failure  to  utilize 
ICD-9-CM  and  DSM-3-R  coding  in  filing  Medicare 
claims.  (2)  Seek  amendments  to  the  quasi-criminal 
Medicare  civil  money  penalty  process  by  providing  to 
those  charged  with  civil  offenses  the  same  rights  now 
available  to  defendants  in  criminal  proceedings.  (3) 
Make  every  effort  to  assure  that  HCFA’s  implemen- 
tation of  the  coding  requirement  be  undertaken  with  a 
view  to  minimizing  compliance  difficulties  to  physi- 
cians and  their  office  staff.  (4)  Review  all  other  Med- 
icare civil  monetary  penalty  provisions,  assess  the  rea- 
sonableness of  these  fines  and  the  process  available  to 
physicians  to  challenge  civil  fines  levied  against  them, 
and  report  its  findings  and  recommendations  to  the 
House  of  Delegates  at  the  1989  Interim  Meeting.  (5) 
Request  Congress  to  repeal  the  ICD-9-CM  coding  re- 
quirement for  physician  services  under  Medicare. 

The  following  are  [some]  highlights  of  actions 
taken  at  the  Interim  Meeting: 

The  House  of  Delegates  approved  a comprehensive 
report  of  the  Board  which  responded  to  recent  inci- 
dents reported  in  a Chicago  newspaper.  The  report 
outlined  the  results  of  the  investigation  conducted  by 
independent  legal  counsel  and  listed  several  actions  by 
the  Board  to  assure  the  continued  exercise  of  its  fidu- 
ciary responsibilities.  [This  item  has  been  extensively 
covered  previously. — Ed.] 

Drug  Abuse  in  the  United  States 

The  House  considered  a Board  report  and  several 
resolutions  related  to  drug  abuse.  The  report  states  that 
America’s  drug  epidemic  has  evolved  in  recent  years 
from  an  urban  plight  to  a national  crisis.  The  Board 
pledged  its  continuing  involvement  in  programs  to  alert 
physicians  and  the  public  to  the  dimensions  of  the 
problem  and  the  most  promising  solutions.  The  report 
recommended  that  the  AMA:  (1)  Cooperate  in  ac- 
tivities of  organizations  such  as  the  National  Associa- 
tion for  Perinatal  Addiction  Research  and  Education 
(NAPARE)  in  fostering  education,  research,  preven- 
tion, and  treatment  of  maternal  drug  and  alcohol  use. 
(2)  Encourage  the  development  of  model  alcohol  and 
drug  treatment  programs,  complete  with  an  evaluation 
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component,  that  are  designed  to  meet  the  special  needs 
of  pregnant  women  through  a comprehensive  array  of 
essential  services.  (3)  Urge  physicians  to  routinely 
screen  all  pregnant  women,  and  those  of  childbearing 
age,  for  drug  and  alcohol  use,  and  to  follow  up  posi- 
tive screens  with  appropriate  interventions  and  refer- 
rals. (4)  Pursue  the  development  of  educational  ma- 
terials for  physicians  and  the  public  on  prevention, 
diagnosis,  and  treatment  of  perinatal  addiction.  In  this 
regard,  the  Board  encourages  further  collaboration  with 
the  Partnership  for  a Drug-Free  America  in  delivering 
appropriate  messages  to  health  professionals  and  the 
public  on  the  risks  and  ramifications  of  perinatal  drug 
and  alcohol  use.  (5)  Urge  the  National  Institute  on 
Drug  Abuse,  the  National  Institute  on  Alcohol  Abuse 
and  Alcoholism,  and  the  Federal  Office  for  Substance 
Abuse  Prevention  to  continue  to  support  research  and 
intervention  strategies.  (6)  Urge  that  public  policy  be 
predicated  on  the  understanding  that  alcoholism  and 
drug  dependence  are  diseases  characterized  by  com- 
pulsive use  in  the  face  of  adverse  consequences.  (7) 
Affirm  the  concept  that  substance  abuse  is  a disease 
and  develop  model  legislation  to  appropriately  address 
perinatal  addiction  as  a disease,  bearing  in  mind  phy- 
sicians’ concern  for  the  health  of  the  mother,  the  fe- 
tus, and  resultant  offspring.  (8)  Call  for  better  coor- 
dination of  research,  prevention,  and  intervention 
services  for  women  and  infants  at  risk  for  both  HIV 
infection  and  perinatal  addiction. 

In  a related  action,  the  House  adopted  a resolu- 
tion, entitled  “Substance  Abuse  as  a Public  Health 
Hazard,’’  that  called  upon  the  AMA  to:  (1)  Recognize 
that  substance  abuse  is  the  major  health  problem  in 
the  United  States  today  and  that  its  solution  requires 
a multifaceted  approach.  (2)  Declare  substance  abuse 
its  number  one  public  health  priority.  (3)  Take  a pos- 
itive stance  as  a leader  in  matters  concerning  sub- 
stance abuse.  (4)  Study  innovative  approaches  to  the 
elimination  of  substance  abuse  dependencies  and  their 
resultant  street  crime,  including  approaches  which  have 
been  used  in  other  nations. 

ABMS  Yellow  Page  Listing 

The  House  adopted  a resolution  introduced  by  the 
District  of  Columbia  delegation  that  called  upon  the 
AMA  to:  (1)  Urge  the  American  Board  of  Medical 
Specialties  (ABMS)  to  abandon  the  entrepreneurial 
endeavor  of  placing  display  advertisements  in  the  ma- 
jor Yellow  Pages  telephone  directories  where  board 
certified  specialists  are  located.  (2)  Insist  that  truth  in 
advertising  demands  that  ABMS  state  to  all  callers  that 
their  display  listings  may  not  represent  a complete  list- 
ing of  all  board  certified  specialists. 

Health  Insurance  Coverage  for  Uninsured 

The  House  adopted  a resolution  that  addressed  the 
problem  of  having  an  estimated  37  million  Americans 
without  health  insurance.  Introduced  by  the  American 
Academy  of  Family  Physicians,  the  resolution  called 
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upon  the  AMA  to  reaffirm  its  support  for  ensuring 
access  to  health  care  for  the  uninsured:  (1)  Through  a 
combination  of  employer-sponsored  coverage.  (2) 
Through  other  private  approaches  such  as  risk  pools 
and  the  AMA  proposed  restructuring  of  Medicaid  and 
Medicare  program.s.  The  resolution  asked  the  AMA  to 
aggressively  pursue  implementation  of  a program  en- 
suring health  care  access  for  the  uninsured  as  a high 
legislative  priority  beginning  in  the  101st  Congress. 

Funding  for  the  AMA’s  Physicians’ 

Assistance  Program 

Several  state  delegations  cosponsored  a resolution 
asking  the  AMA  to  continue  to  adequately  fund  and 
maintain  an  impaired  physicians  program  or  “Physi- 
cians’ Assistance  Program.”  The  resolution,  which  was 
adopted  as  amended,  directed  that  the  charge  of  the 
program  will  include,  but  not  be  limited  to:  (1)  Pro- 
moting state  medical  society  impaired  physician  pro- 
grams and  medical  student  impairment  programs.  (2) 
Providing  technical  assistance  to  state  programs.  (3) 
Conducting  scientific  and  socioeconomic  research.  (4) 
Hosting  an  annual  conference  to  share  research  and 
exchange  ideas  on  the  field  of  physician  impairment. 

Conclusion 

Two  TMA-sponsored  resolutions  were  submitted  to 
the  AMA  House  in  June.  Resolution  16-89  opposing 
geographic  differences  in  Medicare  reimbursement  for 
physicians  was  incorporated  with  several  others  on  the 
same  topic  and  was  adopted  by  the  AMA  House.  Res- 
olution 25-89  regarding  preadmission  screening  for 
nursing  homes  was  introduced  and  a substitute  reso- 
lution was  adopted  that  supports  the  position  that  a 
patient’s  physician  is  the  proper  judge  as  to  the  facility 
selection  for  those  requiring  inpatient  health  care  and 
that  the  AMA  seek  repeal  of  preadmission  screening 
requirements. 


The  meetings  of  the  AMA  House  are  conducted  in 
a most  democratic  manner.  They  provide  those  who 
attend  a unique  educational  experience  as  a wealth  of 
information  is  disseminated  and  discussed.  I would  en- 
courage you  to  attend  and  participate.  Any  member 
of  the  Association  may  present  testimony  to  the  Ref- 
erence Committee  and,  of  course,  corridor  discussions 
on  the  issue  provide  additional  opportunities  to  get 
your  views  across. 

If  you  can’t  come  to  the  meeting  you  can  still  be 
represented  through  your  AMA  delegates.  Let  your 
delegation  know  your  opinions.  Many  AMA  policies 
began  with  an  individual  physician  who  had  a good 
idea  and  coaxed  it  through  the  democratic  process. 

It  has  been  my  privilege  to  serve  as  delegation 
chairman  during  1989.  Dr.  Tom  Ballard  was  elected 
by  our  delegation  to  serve  as  chairman  during  1990 
and  he  will  deliver  this  report  to  you  next  year  at  this 
time.  r ^ 

TMA  Delegates  and  Alternate  Delegates  to  .AMA 
Delegates 

Charles  E.  Allen,  M.D..  Johnson  City 

Thomas  K.  Ballard,  M.D..  Jackson 

John  S.  Derryberry,  M.D..  Shelbyville 

Hamel  B.  Eason,  M.D.,  Memphis 

Allen  S.  Edmonson,  M.D.,  Chairman,  Memphis 

William  O.  Miller.  M.D..  Knoxville 

John  B.  Thomison,  M.D.,  Nashville 

George  A.  Zirkle.  Jr.,  M.D.,  Knoxville 

Ann  H.  Price,  M.D.  (YPS),  Nashville 

.Alternate  Delegates 

Robert  E.  Bowers.  M.D.,  Chattanooga 
Hugh  Francis.  Jr.,  M.D..  Memphis 
Francis  W.  Gluck,  Jr..  M.D.,  Nashville 
Nat  E.  Hyder,  Jr..  M.D.,  Johnson  City 
Thurman  L.  Pedigo.  M.D.,  McMinnville 
James  R.  Royal.  M.D.,  Chattanooga 
Clarence  R.  Sanders,  M.D.,  Gallatin 
A.  Roy  Tyrer.  Jr.,  M.D.,  Memphis 
Paul  D.  Parsons,  M.D.  (YPS),  Franklin 


HELP  FOR  IMPAIRED  PHYSICIANS 


Through  its  Committee  on  Impaired  Physicians,  TMA  helps  doctors  who  are  suffer- 
ing from  alcoholism  and  drug  addiction.  The  thrust  of  the  program  is  rehabilitative, 
not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise 
in  these  areas,  some  from  personal  experience.  Effective  treatment  for  these  illnesses 
is  achieved  most  easily  when  the  disease  is  detected  early  and  family,  friends,  and 
associates  are  urged  to  avoid  misguided  sympathy  which  enables  the  condition  to 
deteriorate. 

HELP  US  TO  HELP 

Call  the  TMA  Impaired  Physician  Program  (615)  327-2711;  outside  Nashville  call 
collect.  Phone  service  available  around  the  clock. 
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Medical  Grand  Rounds 


A Brief  History  of  Pneumonia 

J.  LUCIUS  McGEHEE,  M.D. 


Case  Presentation 

The  patient  was  a 46-year-old  businessman  who  devel- 
oped malaise,  chilliness,  and  rhinorrhea  following  a fall  into 
icy  water  while  duck  hunting  three  days  earlier.  Early  in  the 
morning  on  the  day  of  admission  he  awoke  with  sharp  ante- 
rior chest  pain  on  the  right  on  inspiration;  this  was  followed 
by  a shaking  chill  lasting  20  minutes,  and  a high  fever  (105°F). 
A cough,  which  made  the  patient  wince  and  hold  his  side, 
was  productive  of  purulent  sputum;  his  wife  brought  him  to 
the  emergency  room  because  of  some  mental  confusion.  On 
examination,  vital  signs  were  temperature  104°F,  pulse  120/ 
min,  respirations  40/min,  blood  pressure  130/85  mm  Hg.  He 
was  a well-developed  man  who  appeared  acutely  ill.  His  chest 
was  splinted  on  the  right  side,  with  dullness  to  percussion 
over  the  right  anterior  chest  and  blowing,  harsh  breath  sounds, 
whispered  pictoriloquy,  and  egophony  over  that  area.  Ab- 
dominal, cardiovascular,  and  neurologic  examination  was 
normal  except  for  tachycardia.  The  extremities  showed  no 
cyanosis,  edema,  or  clubbing.  His  WBC  w'as  22,300/cu  mm, 
with  15%  bands,  75%  segmented  neutrophils,  8%  lympho- 
cytes, 2%  monocytes,  and  urinalysis  showed  2+  proteinuria 
and  trace  ketones.  The  gram  stain  of  the  sputum  showed  nu- 
merous neutrophils  and  gram-positive,  lancet-shaped  diplo- 
cocci.  The  chest  radiograph  showed  dense  consolidation  in 
the  lateral  segment  of  the  right  middle  lobe.  The  patient  was 
treated  with  1.2  million  units  of  aqueous  penicillin  IV  fol- 
lowed at  once  by  1.2  million  units  IV  every  six  hours.  By  the 
second  hospital  day  his  fever  had  lysed,  and  a sense  of  well- 
being returned.  The  blood  culture  was  negative,  but  his  chest 
radiograph  still  showed  some  stranding  at  six  weeks. 

Discussion 

This  case  is  typical  of  classic  pneumococcal  lobar 
pneumonia.  The  features  that  make  it  typical  are  the 
sudden  onset,  with  a rigor,  pleuritic  chest  pain,  signs 
of  consolidation,  and  acute  toxemia  with  leukocytosis. 
The  gram  stain  and  the  response  to  penicillin  point  to 
a pneumococcal  etiology.  The  chest  radiograph  is  not 
entirely  typical,  for  most  pneumococcal  pneumonia 
occurs  in  the  lower  lobes. 

The  diseases  that  we  group  together  under  the  rub- 
ric of  pneumonia  have  a compelling  history,  which  in- 
cludes many  of  the  most  important  events  of  medicine. 
The  modern  history  of  pneumonia  begins  with  the  great 
French  physician,  Laennec,  who  invented  the  stetho- 
scope, described  the  signs  of  consolidation,  and  distin- 
guished pneumonia  from  other  chest  diseases.  Other 
milestones  are  Robert  Koch’s  development  of  meth- 
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ods  for  cultivating  bacteria  on  artificial  media,  the  first 
laboratory  isolation  of  the  pneumococcus  in  1880  by 
Pasteur  in  France  and  Sternberg  in  the  United  States, 
and  the  discovery  of  bacteria  in  the  lungs  of  pneumo- 
nia victims  by  Friedlander.  I wish  we  had  time  to  dis- 
cuss in  detail  the  dispute  between  Fraenkel  and  Fried- 
lander over  the  cause  of  lobar  pneumonia.  It  is 
interesting  because  it  shows  the  way  in  which  new 
technology  can  shed  light  on  the  problems  of  human 
disease,'  in  this  case  the  Gram’s  method  of  staining 
with  the  aniline  dyes  recently  discovered  by  German 
organic  chemists.  When  Gram’s  method  was  applied 
to  material  from  cases  of  lobar  pneumonia,  it  became 
clear  that  Freidlander’s  bacillus,  which  failed  to  retain 
the  crystal  violet  on  decolorization  with  alcohol,  and 
is  thus  gram-negative,  was  not  the  bacterium  found  in 
most  cases  of  lobar  pneumonia.  That  microbe  was  the 
gram-positive  pneumococcus. 

The  character  of  pneumonia  in  the  pre-antibiotic 
era  is  well  described  by  William  Osier  in  his  great  text- 
book of  medicine-: 

One  of  the  most  widespread  and  fatal  of  all  acute 
diseases,  pneumonia  has  become  the  “Captain  of  the 
Men  of  Death,”  to  use  the  phrase  applied  by  John 
Bunyan  to  consumption. 

No  disease  is  more  readily  recognized  in  a large 
majority  of  the  cases.  The  external  characters,  the 
sputa,  and  the  physical  signs  combine  to  make  one  of 
the  clearest  of  clinical  pictures.  After  a study  in  the 
post  mortem  room  of  my  own  and  other's  mistakes,  I 
think  that  ordinary  lobar  pneumonia  of  adults  is  rarely 
overlooked. 

Pneumonia  is  a self-limited  disease,  which  can  nei- 
ther be  aborted  nor  cut  short  by  any  known  means  at 
our  command.  . . . The  young  practitioner  should  bear 
in  mind  that  patients  are  more  often  damaged  than 
helped  by  the  promiscuous  drugging  w'hich  is  still  only 
too  prevalent. 

It  had  long  been  known  that  lobar  pneumonia  was 
not  the  only  kind  of  pneumonia.  The  pathologic  pic- 
ture of  bronchopneumonia  was  well  recognized  by  Os- 
ier and  others  from  the  autopsy  room.  Bronchopneu- 
monia is  a term  still  used  today,  usually  in  a pathologic 
or  radiologic  context.  It  refers  to  infiltration  that  is 
patchy  and  bilateral  and  centers  around  bronchi. 

While  lobar  pneumonia  was  seen  almost  as  a spe- 
cific infectious  disease  caused  by  the  pneumococcus, 
the  bacteriology  of  the  bronchopneumonias  was 
thought  to  be  “confused,”  and  Osier  taught  that. 
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“Mixed  infections  are  almost  the  rule  in  broncho- 
pneumonia.” Most  cases  of  bronchopneumonia  in  the 
pre-antibiotic  era  were  seen  as  a consequence  of  the 
infectious  fevers;  whooping  cough,  measles,  diphthe- 
ria, scarlet  fever,  typhoid,  and  influenza.  In  addition, 
it  was  recognized  that  microbes  other  than  the  pneu- 
mococcus {Streptococcus  pyogenes,  Klebsiella  pneu- 
moniae, Hemophilus  influenzae,  and  Staphylococcus 
aureus)  could  occasionally  cause  the  syndrome  of  lo- 
bar pneumonia,  as  well  as  bronchopneumonia. 

In  his  book  The  Youngest  Science,^  Lewis  Thomas 
gives  us  a good  description  of  what  it  was  like  to  man- 
age a case  of  acute  lobar  pneumonia  as  an  intern  in 
the  late  1930s.  The  pneumonia  season  began  in  late 
autumn  and  lasted  into  spring.  During  this  time,  pub- 
lic hospital  wards  were  crowded  with  pneumonia  pa- 
tients. In  young  adults,  who  made  up  a large  propor- 
tion of  the  patients,  the  illness  lasted  “ten  to  fourteen 
days,  with  a high  fever  each  day,  more  chest  pain  and 
more  cough,  perhaps  with  alarming  manifestations  of 
exhaustion  and  debilitation  near  the  end  of  this  peri- 
od, and  then,  suddenly  and  triumphantly  as  the  bright 
sunshine  after  a thunderstorm,  one  of  the  great  phe- 
nomena of  human  disease — the  crisis.  On  one  day  or 
another,  after  two  weeks  of  his  seeming  to  come  closer 
and  closer  to  death’s  door,  the  patient’s  temperature 
would  drop  precipitously  within  a few  hours  from  106 
degrees  to  normal,  and  at  the  same  time,  with  a good 
deal  of  sweating,  the  patient  would  announce  that  he 
felt  better  now  and  would  like  something  to  eat,  and 
the  illness  would  end,  like  that.” 

The  mortality  of  the  disease,  allowed  to  follow  its 
natural  course,  was  about  25%  to  30%  overall,  with  mor- 
tality rates  near  80%  in  the  very  old  and  in  those  with 
bacteremia.  Common  complications  included  empyema, 
pericarditis,  and  meningitis.  By  the  late  1920s,  how- 
ever, a therapy  was  available  that  could  influence  the 
course  of  the  illness;  it  was  specific  antiserum  therapy. 

In  order  to  administer  the  right  antipneumococcal 
serum,  the  intern  had  to  type  his  patient’s  pneumo- 
coccus by  means  of  the  quellung,  or  “swelling,”  reac- 
tion described  first  by  Neufeld  in  1902  and  refined  in 
the  1930s  by  Albert  Sabin,  who  would  later  become 
famous  for  his  polio  vaccine. 

Research  on  antipneumococcal  serum  therapy  led 
ultimately  to  the  discovery  that  DNA  is  the  molecule 
of  heredity.  Avery,  McCarty,  and  MacLeod  made  this 
discovery  in  1944,  following  up  on  the  observation  of 
Griffith  that  the  capsular  polysaccharide,  and  hence 
the  type,  of  the  pneumococcus  could  be  transformed 
under  certain  conditions.  The  frequent  observation  of 
serum  sickness  7 to  10  days  after  serum  therapy  re- 
sulted in  research  that  is  the  basis  for  our  understand- 
ing of  the  immune  complex-mediated  diseases. 

In  1938,  H.  A.  Reimann^  published  an  article  that 
pointed  out  the  existence  of  a group  of  pneumonias 
that  had  certainly  been  present  but  until  then  largely 
unrecognized;  he  called  these  atypical  pneumonias. 
Many  of  the  cases  he  described  were  quite  severe,  with 
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cyanosis  and  a prolonged  course,  but  it  was  soon  clear 
that  this  was  not  the  rule.  In  1942,  Finland  and  Dingle 
introduced  the  term  “primary  atypical  pneumonia”  to 
describe  a distinctive  disease  often  characterized  by  the 
appearance  of  cold  agglutinins.^  Atypical  pneumonia 
differs  clearly  from  typical  bacterial  pneumonia.  There 
is  an  insidious  onset,  with  malaise,  sore  throat,  myal- 
gias, and  a prominent  headache.  The  cough  is  harass- 
ing, nonproductive,  and  associated  with  burning,  sub- 
sternal  pain.  Fever  is  present,  but  usually  under  39°C 
and  without  shaking  chills.  Rales  and  ronchi  are  com- 
mon, but  consolidation  is  rare  and  the  bronchopneu- 
monic,  lower-lobe  radiographic  infiltrates  come  as  a sur- 
prise after  the  physical  examination.  The  gram  stain  is 
negative  and  leukocytosis  is  unusual.  The  course  is  often 
prolonged,  with  lysis  of  fever;  a fourfold  rise  in  serologic 
titer  to  the  causative  organism  is  sometimes  diagnostic. 

Why  was  this  syndrome  unrecognized  until  1938? 
Probably  only  the  worst  cases  were  seen  by  physicians, 
who,  working  under  the  paradigm  of  the  times,  clas- 
sified them  as  bronchopneumonias,  which  as  we  have 
seen  were  said  by  the  great  teachers  to  have  a “con- 
fused” bacteriology.  I think  another  reason  is  that  chest 
radiographs  were  seldom  used  for  diagnosis  of  pneu- 
monia in  the  early  decades  of  this  century.  Writing  in 
1929,  the  justly-respected  teacher  George  Norris  said, 
“The  X-ray  is  rarely  of  much  use  as  an  early  diagnostic 
method  in  cardiac  or  pulmonary  disease.”^  Physical 
examination  and  the  finding  of  consolidation,  which 
had  served  so  well  since  the  time  of  Laennec,  were 
relied  upon  with  confidence.  Pneumonia  was  such  a 
distinctive  disease  in  most  cases  that  it  was  thought,  as 
we  have  seen,  that  few  cases  were  misdiagnosed. 

Some  of  the  causes  of  atypical  pneumonia  were 
known  by  1938,  namely  psittacosis,  tularemia,  Q fe- 
ver, and  coccidioidomycosis,  all  associated  with  very 
particular  epidemiologic  circumstances.  In  1944,  Ea- 
ton et  aP  reported  that  a filterable  agent  causes  most 
cases  of  primary  atypical  pneumonia,  and  produced  the 
infection  in  cotton  rats.  Not  until  1962  did  Chanock  et 
aP  identify  the  Eaton  agent  as  a mycoplasma. 

I hardly  need  to  point  out  the  magnitude  of  the 
antibiotic  revolution,  which  changed  the  face  of  med- 
icine in  the  late  1930s  and  1940s.  Whereas  before, 
mighty  professor  and  lowly  intern  alike  had  stood  by 
helpless  while  infectious  diseases  ran  their  natural 
courses,  now  every  intern  had  in  his  hands  the  thun- 
derbolts of  the  gods,  or  so  it  seemed. 

The  first  important  achievement  (at  least  since  Paul 
Erlich’s  development  of  Salversan  for  syphilis)  was  the 
discovery  by  Domagk  in  1932  that  an  aniline  dye  de- 
veloped by  the  LG.  Farbenindustrie  in  Germany  called 
Prontosil-red  had  good  activity  against  streptococcal 
infections.  It  was  later  shown  that  the  active  agent  in 
Prontosil  was  sulfanilamide.  While  sulfanilamide  itself 
was  of  limited  use  in  lobar  pneumonia,  a congener, 
sulfapyridine,  was  a significant  advance,  as  demon- 
strated by  a trial  in  England  in  1938.  Evans  and 
Gaisford'"  were  able  to  demonstrate  a case  fatality  rate 
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of  only  8%  in  lobar  pneumonia  treated  with  sulfapy- 
ridine,  compared  to  27%  in  untreated  control  cases. 

The  major  step  forward,  however,  was  made  by 
Florey  and  colleagues"  at  the  University  of  Oxford  in 
1940  and  1941.  Penicillin  had  been  discovered  by 
Fleming  in  1929  by  an  observation  that  has  now  passed 
into  legend.  Biochemical  techniques  of  the  time  were 
not  adequate  for  the  job  of  purification,  how'ever,  and 
no  practical  good  had  issued  from  the  discovery.  It  was 
left  to  the  Oxford  group,  given  impetus  by  the  pres- 
sures of  war,  to  bring  this  new  technology  to  the  ser- 
vice of  human  illness.  It  is  worth  noting  that  Florey 
had  to  overcome  much  opposition  among  the  scientific 
establishment  to  the  idea  that  a substance  leached  from 
a lowly  mold  was  of  importance.  Prevailing  opinion 
held  that  synthetic  organic  chemistry,  which  had  de- 
veloped in  Germany  at  places  like  the  I.G.  Farbenin- 
dustrie,  held  the  key  to  progress.  Large-scale  cultures 
of  fungus  seemed  more  appropriate  for  brewers  of  beer 
than  for  modern  scientists.  Penicillin,  in  other  w-ords. 
didn’t  seem  high-tech. 

From  the  perspective  of  1951,  Dowling  and  Lepper'- 
looked  at  the  influence  of  sulfonamides  and  antibiotics 
on  the  mortality  of  pneumonia.  Their  retrospective  re- 
view indicated  that,  in  a large  series  of  cases,  the  case 
fatality  rate  of  pneumococcal  pneumonia  without  spe- 
cific therapy  was  30.5%,  with  type-specific  serum  ther- 
apy 16.9%,  with  sulfonamide  chemotherapy  12.3%, 
and  with  antibiotic  therapy  5.1%.  When  examined  with 
regard  to  age  of  the  patient,  the  figures  were  even  more 
striking,  antibiotic  therapy  drastically  reducing  mortal- 
ity among  the  old. 

The  influence  of  antibiotics  upon  the  course  of 
pneumonia  can  be  best  appreciated  by  a look  at  the 
changes  in  the  crude  death  rate  of  pneumonia  and  in- 
fluenza since  1900  (Fig.  1).  Several  features  are  of  in- 
terest. Between  1900  and  the  great  influenza  pandem- 
ic, the  death  rate  for  pneumonia  and  influenza  was  in 
the  range  of  150  to  200  per  100,000;  it  alternated  with 
tuberculosis  as  the  leading  cause  of  death  in  the  United 
States.  The  1918-1919  influenza  pandemic  was  one  of 
unparalleled  severity,  killing  more  than  20  million 
people  worldwide.  It  is  now  clear  that  most  died  from 
secondary  pneumonia,  usually  bronchopneumonia.  In 
the  United  States,  the  death  rate  from  pneumonia  and 
influenza  reached  the  astounding  level  of  589  per 
100,000  in  1918.  The  introduction  of  Felton's  anti- 
pneumococcus serum  in  1924  had  an  inconsequential 
effect,  but  the  sulfonamides  seem  to  have  had  a larger 
one.  The  apparent  decline  in  the  baseline  rate  from 
1900  to  1938  is  an  artifact  due  to  the  falling  infant  mor- 
tality rate  during  these  years.  Between  1945  and  1949, 
the  rate  fell  from  around  50  to  30;  it  has  not  changed 
significantly  since  1949.  Perhaps  the  most  impressive 
demonstration  of  the  antibiotic  revolution  is  some- 
thing that,  like  Sherlock  Holmes’  dog  barking  in  the 
night,  did  not  happen.  It  was  the  1957-1958  influenza 
pandemic,  which  caused  barely  a ripple  in  the  curve. 

The  year  after  the  first  clinical  trial  of  penicillin  in 


the  United  States  showed  a case  fatality  rate  of  4.5%, 
the  first  warning  of  what  might  be  called  the  dark  side 
of  antibiotic  therapy  was  sounded.  This  was  a 1946  ab- 
stract describing  the  emergence  of  penicillin-resistant 
bacteria,  particularly  gram-negative  rods,  in  the  mouths 
of  those  receiving  penicillin  therapy.'^  This  was  not  a 
particularly  ominous  finding,  especially  in  light  of  the 
discovery  of  streptomycin  by  Waksman  and  colleagues 
in  1944, " and  the  discovery  in  1947  of  another  fungal 
antibiotic,  chloramphenicol.  Penicillin  never  covered 
all  species  of  bacteria,  and  in  fact,  penicillinase  had 
been  described  in  1940  by  Abraham  and  Chain  of  the 
Oxford  group,'"'  and  so  the  phenomenon  of  antibiotic 
resistance  was  known  from  the  first.  But  it  seemed 
reasonable  that  new  antibiotics  would  extend  the  range 
to  most  human  pathogens. 

I can't  cover  the  fascinating  topic  of  resistance,  ex- 
cept to  point  out  that  antibiotic  pressure  soon  selected 
out  for  penicillinase-producing  Staphylococcus  strains; 
in  1959  R-plasmids  coding  for  multiple  antibiotic  re- 
sistance genes  appeared  in  Japan  among  Shigella  and 
other  enteric  bacteria,  and  since  then  have  (literally)  had 
lives  of  their  own.  Suffice  it  to  say  that  the  pharma- 
ceutical companies  have  done  a good  job  of  develop- 
ing new  drugs,  which  sometimes  keep  us  a jump  ahead 
of  the  laws  of  genetic  mutation  and  natural  selection. 

I do  want  to  mention  in  passing  the  related  topic  of 
bacterial  superinfection.  An  important  paper  on  this  topic 
was  that  of  Louria  and  Kaminski  in  1961.'^  They  found 
that  sputum  superinfection  in  hospitalized  patients  re- 
ceiving antibiotics  became  more  common  as  regimens 
with  multiple  agents  were  used.  With  a regimen  of  pen- 
icillin plus  chloramphenicol  or  tetracycline  (a  ver\'  broad- 
spectrum  array  for  the  time)  the  incidence  of  superinfec- 
tion of  the  sputum  reached  almost  50%.  The  organisms 
found  included  Staphylococcus  aureus,  Pseudomonas 
sp,  and  Enterobacteriaciae,  and  there  were  a number 
of  nosocomial  pneumonias  as  a result.  An  interesting 
finding  was  the  loss  of  superinfection  once  the  anti- 
biotic regimen  was  reduced  or  discontinued. 


Figure  1.  Death  rate,  pneumonia  and  influenza,  1900-1986. 
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TABLE  1 


MICROBIAL  ETIOLOGY  IN  COMMUNITY-ACQUIRED  PNEUMONIA 
(Hospital  Series) 


Series 

Number 
of  Cases 

Pneumococcal 

Gram-Negative 

Aerobes 

H.  Influenzae 

Legionella  Sp.  Undiagnosed 

Positive  Serology  for 
Mycoplasma  or  Viruses 

Fiala,  19692° 

193 

106  (53%)* 

18  ( 9%) 

— 

— 65  (34%) 

10/56  (18%) 

Fekety,  19712' 

100 

62  (62%)* 

2(  2%) 

0 

— 29  (29%) 

17/100  (17%) 

Sullivan,  197222 

292 

103  (35%)* 

33  (11%) 

14  (5%) 

— 125(43%) 

43/175  (25%) 

Dorff,  197323 

148 

79  (53%)* 

14  (10%) 

4 (3%) 

— 25(17%) 

18/77  (23%) 

MacFarlane,  19822“ 

127 

96  (76%)  *t 

1 ( 1%) 

4 (3%) 

19(15%)  4(  3%) 

22/127  (17%) 

Multicenter,  198725 

453 

154  (34%)*t 

4(  1%) 

26  (6%) 

9(  2%)  150(33%) 

85/325  (26%) 

'Sputum  culture  used  for  diagnosis. 

tCIE  of  sputum  for  pneumococcal  antigen  used  tor  diagnosis. 


What  has  become  of  pneumococcal  pneumonia?  For 
a while,  it  seemed  that  the  pneumococcus  was  con- 
quered, and  whenever  a case  of  pneumonia  cropped 
up,  a little  penicillin  would  quickly  cure  it.  A warning 
was  given  by  Austrian  and  Gold  in  1964.'^  Studying 
the  causes  of  bacteremic  pneumococcal  infections  (most 
of  which  were  pneumonias)  and  the  results  of  therapy, 
they  arrived  at  two  important  conclusions:  despite  the 
remarkable  progress  in  terms  of  overall  survival  of 
pneumococcal  bacteremia,  the  8%  to  10%  mortality 
seen  in  the  first  five  days  of  illness  had  not  altered  at 
all.  Furthermore,  they  noted  that  over  60%  of  these 
bacteremias  were  caused  by  only  six  of  the  more  than 
80  pneumococcal  capsular  types.  This  paper  caused  a 
stir,  and  reawakened  interest  in  an  antipneumococcal 
vaccine.  The  direct  result  is  today’s  Pneumovax  vac- 
cine, which  is  clearly  effective  in  populations  of  im- 
munologically  competent  hosts  with  a high  incidence 
of  pneumococcal  infection,  though  its  effectiveness  is 
harder  to  demonstrate  in  other  situations. 

One  can  still  ask,  I think,  “What  has  become  of 
pneumococcal  pneumonia?”  Clearly,  the  highly  dis- 
tinctive clinical  picture  of  pneumococcal  lobar  pneu- 
monia is  one  we  now  see  rather  uncommonly.  No 
longer  do  overflow  pneumonia  patients  line  the  halls 
on  stretchers  during  the  winter  and  early  spring  as  once 
they  did  in  some  city  hospitals.  Surely  part  of  the  an- 
swer is  that  the  treatment  of  viral  colds  and  bronchitis 
with  antibiotics  is  widespread,  not  only  by  physicians 
but  by  patients  themselves,  who  find  leftover  antibiot- 
ics in  their  medicine  cabinets.  Another  obvious  reason 
is  that  most  pneumonia  that  does  occur  is  now  treated 
outside  of  the  hospital.  In  a study  of  respiratory  infec- 
tions among  clients  of  a large  HMO,'*"  it  was  found 
that  only  15%  of  pneumonia  cases  were  admitted  to 
the  hospital.  Unfortunately,  the  study  did  not  attempt 
to  classify  the  cases  that  were  not  viral  or  mycoplas- 
mal, and  so  we  do  not  know  how  many  were  due  to 
the  pneumococcus.  Another  study'"  that  looked  at  the 
etiology  of  outpatient  pneumonia  found  that  Myco- 
plasma pneumoniae  was  the  dominant  pathogen,  and 
the  pneumococcus  was  relatively  infrequent;  there  was 
a large  proportion  of  negatives.  This  study  also  had  a 
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number  of  patients  with  multiple  positive  serologies, 
which  is  common  in  studies  of  pneumonia  etiology. 

A look  at  recent  hospital  pneumonia  series  (Table 
1)  seems  to  prove  that  the  pneumococcus  is  alive  and 
still  with  us.’"‘‘' 

The  interpretation  of  positive  serologies  (by  which 
I mean  a fourfold  rise  in  specific  antibody  titer  from 
acute  to  convalescent  serum)  is  always  somewhat  con- 
fusing because  of  multiple  positives,  and  positives 
combined  with  positive  cultures.  A remarkably  con- 
stant 20%  of  cases  in  these  series  were  associated  with 
one  or  more  positive  serologies. 

A paper  by  Ort  and  colleagues'^  may  shed  some 
light  on  the  scarcity  of  old-fashioned  lobar  pneumonia. 
They  showed  that  fully  61%  of  pneumococcal  pneu- 
monia cases  seen  in  their  hospital  had  a bronchopneu- 
monic  radiographic  pattern.  This  disease  was  less  flor- 
id, and  had  a much  lower  incidence  of  bacteremia.  In 
summary,  then,  pneumococcal  pneumonia  is  still  with 
us,  but  it  is  a mere  shadow  of  its  former  self. 

I now  want  to  cover  a few  important  themes  that 
seem  to  me  to  characterize  the  present  situation  as  re- 
gards the  pneumonia  syndromes.  The  most  obvious  is 
the  continual  discovery  of  new  pathogens.  The  most 
dramatic  instance  up  to  1981  was  the  legionnaires’  dis- 
ease outbreak  in  1976. Within  a year,  the  causative 
organism  had  been  identified,  artificial  media  developed 
for  its  culture,  experimental  infection  established,  and 
staining  methods  devised.  It  was  a tour  de  force  in  the 
tradition  of  Koch,  Friedlander,  and  the  other  pioneers 
of  bacteriology.  Interestingly  enough,  several  outbreaks 
of  the  disease  were  identified  retrospectively  by  serol- 
ogic methods,  the  earliest  having  been  in  1949.  The  syn- 
drome of  Legionella  pneumonia  is  an  interesting  one. 
The  onset  is  similar  to  that  of  an  atypical  pneumonia, 
but  dense  consolidation  and  high  fever  soon  super- 
vene. Extrapulmonary  symptoms  such  as  diarrhea  may 
be  prominent,  a pulse-temperature  dissociation  may  be 
seen,  and  it  is  often  a summer  pneumonia. 

Another  new  pathogen  to  be  described  is  a species 
of  Chlamydia,  now  named  Chlamydia  pneumoniae,  but 
known  best  as  the  TWAR  strain.’^  Its  syndrome  is  sim- 
ilar to  that  of  Mycoplasma  pneumonia,  and  tends  to 
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be  a self-limited  illness  without  significant  mortality. 

How  many  more  new  pneumonia-causing  patho- 
gens will  emerge?  The  potential  is  certainly  real,  given 
the  number  of  cases  that  go  undiagnosed  in  every  hos- 
pital pneumonia  series,  even  when  quite  strenuous  ef- 
forts are  made  to  identify  known  pathogens.  These 
cases  tend  to  make  up  one-third  to  one-half  of  all 
pneumonias  (Table  1). 

I want  to  mention  briefly  anaerobic  pulmonary  in- 
fections. Lung  abscess,  with  its  foul-smelling  sputum, 
had  certainly  not  evaded  the  notice  of  our  predeces- 
sors, and  in  fact  was  first  described  as  pulmonary  gan- 
grene by  Laennec.  But  a report  by  Bartlett  and 
Finegold-*^  in  1972  pointed  out  that  the  spectrum  of 
anaerobic  infection  included  both  empyema  and  nec- 
rotizing pneumonia.  They  reintroduced  the  technique 
of  transtracheal  aspiration  (TTA),  which  yields  mate- 
rial uncontaminated  by  the  myriad  anaerobes  in  the 
mouth.  They  emphasized  the  mixed  nature  of  these 
infections  in  which  aerobic  and  anaerobic  bacteria  syn- 
ergize.  The  enthusiasm  generated  for  TTA  was  re- 
markable, and  in  the  mid-1970s  in  some  hospitals  it 
was  resorted  to  almost  routinely  for  the  diagnosis  of 
pneumonia  by  the  more  gung-ho  residents  in  patients 
unfortunate  enough  not  to  produce  a sputum  sample 
on  demand.  Today,  most  consider  anaerobic  infection 
distinctive  enough  to  treat  with  penicillin  or  clinda- 
mycin without  a bacteriologic  diagnosis.  The  main  fea- 
tures are  its  subacute  presentation,  its  association  with 
conditions  that  predispose  to  massive  aspiration,  the 
predilection  for  the  superior  segments  of  the  lower 
lobes,  cavity  formation,  and  the  distinctively  foul  spu- 
tum, which  on  gram  stain  shows  an  assortment  of  both 
red  and  blue  organisms. 

Another  modern  theme  is  the  rise  of  iatrogenic  im- 
munosuppression. This  trend  began  in  1942  when  the 
first  trials  of  nitrogen  mustard  were  begun  in  cases  of 
leukemia.  These  were  done  in  secret,  by  the  way,  be- 
cause nitrogen  mustard  was  an  agent  of  chemical  war- 
fare. In  1948,  Farber  reported  the  use  of  aminopterin, 
a folate  antagonist  and  predecessor  of  methotrexate, 
and  in  1949,  Hench  and  colleagues  at  the  Mayo  Clinic 
reported  striking  results  with  ACTH  and  cortisone  in 
cases  of  rheumatoid  arthritis.  The  first  generally  suc- 
cessful kidney  transplantations  were  performed  after 
1962  with  the  introduction  of  azathioprine,  and  the  first 
heart  transplant  came  in  1967.  The  introduction  of  cy- 
closporin has  been  a major,  recent  advance.  Today, 
the  topic  of  pneumonia  in  the  immunosuppressed  pa- 
tient is  a vast  subject  in  itself,  which  I will  not  attempt 
to  cover.  In  this  connection,  I must  mention  the  AIDS 
epidemic,  in  which  organisms  formerly  causing  un- 
usual and  very  atypical  pneumonias  are  the  most  com- 
mon opportunistic  etiologic  agents. 

I can’t  finish  without  mentioning  nosocomial  pneu- 
monia. We  have  already  seen  the  development  of  su- 
perinfection with  resistant  organisms  as  a consequence 
of  multiple  antibiotic  therapy.  In  1969,  Johanson  and 
colleagues^"  published  an  important  study  demonstrat- 


ing the  emergence  of  gram-negative  colonization  of  the 
mouths  of  ill  hospitalized  patients.  They  found  that 
57%  of  moribund  patients,  and  16%  of  moderately  ill 
orthopedic  patients,  became  oropharyngeally  colo- 
nized with  gram-negative  aerobes.  This  colonization 
was  unrelated  to  antibiotic  therapy.  Three  groups  who 
were  not  ill,  but  who  had  increasing  hospital  exposure, 
had  very  low  colonization  rates. 

In  a subsequent  study  from  the  same  group,-’’  it  was 
demonstrated  that  by  hospital  day  5,  more  than  40% 
of  patients  admitted  to  an  intensive  care  unit  had  be- 
come colonized,  but  few  additional  colonizations  oc- 
curred after  that.  Furthermore,  this  colonization  was 
associated  with  nosocomial,  gram-negative  pneumonia 
with  a very  high  degree  of  statistical  significance. 

In  contrast  to  other  situations,  the  mere  recognition 
of  pneumonia  in  the  ill  intubated  patient  is  often  quite 
difficult,  let  alone  identification  of  the  causative  agent. 
This  point  was  first  made  by  Andrews  and  colleagues” 
in  a study  of  intubated  patients  who  already  had  dif- 
fuse biographic  infiltrates  due  to  the  adult  respiratory 
distress  syndrome  (ARDS).  Among  14  patients  prov- 
en by  autopsy  to  have  histologic  pneumonia,  five,  or 
36%,  were  not  diagnosed  antemortem.  Among  10 
proved  not  to  have  pneumonia,  two  were  incorrectly 
diagnosed  and  treated  with  antibiotics.  This  means  an 
overall  misdiagnosis  rate  of  29%.  Furthermore,  they 
found  great  similarity  between  cases  with  histologically 
proven  pneumonia,  and  ARDS  proven  not  to  have 
pneumonia.  In  both  groups,  the  time-honored  clinical 
features  of  pneumonia  (fever,  leukocytosis,  positive 
gram  stain,  and  new  or  asymetric  radiographic  infil- 
trates), were  quite  common. 

Finally,  Fagon  and  colleagues”  studied  a variety  of 
ill  intubated  patients,  only  a few  of  whom  had  ARDS. 
They  considered  the  diagnosis  of  pneumonia  to  be 
demonstrated  if  more  than  10'^  organisms  were  re- 
covered from  culture  of  a protected  brush  specimen. 
A previous  study  from  their  group  had  shown  excel- 
lent sensitivity  and  specificity  of  this  criterion  when 
compared  with  biopsy  and  culture  of  lung  tissue.  They 
found  that  temperature,  blood  leukocyte  count,  radi- 
ographic severity,  and  incidence  of  bacteremia  were 
remarkably  similar  among  intubated,  mechanically 
ventilated  patients  with  new  radiographic  infiltrates  and 
purulent  secretions  whether  or  not  culture  of  a pro- 
tected brush  specimen  was  positive  or  negative  (that 
is,  whether  or  not  pneumonia  was  present).  The  diag- 
nosis of  pneumonia  in  the  intubated  patient  is  thus  a 
great  challenge. 

I hope  that  this  very  brief  overview  of  the  history 
of  the  pneumonias  has  been  of  interest  to  you.  The 
lesson  that  I take  from  this  story  is  that  the  important 
advances  are  made  by  those  who  can  apply  new  tech- 
niques to  the  study  of  human  illness.  In  their  day,  mi- 
croscopy, Gram’s  method  of  staining,  the  production 
of  antisera,  the  x-ray,  the  purification  of  antibiotics 
from  molds,  and  viral  culture  were  all  new  techniques, 
and  just  as  daunting  to  the  clinician  at  first  as  restric- 
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tion  enzyme  digests  and  Northern  blots  are  to  some  of 
us  now.  But  we  cannot  rely  solely  on  basic  scientists 
in  this  or  any  other  field  of  medicine.  Clinical  scien- 
tists will  always  be  needed  to  bring  new  technology  to 
the  service  of  human  disease.  /~ 
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tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
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Trauma  Rounds 


Blunt  Intestinal  Trauma 

DANIEL  F.  FISHER,  JR.,  M.D.;  MICHAEL  S.  GREER,  M.D.; 
WILLIAM  L.  RUSSELL,  M.D.;  and  JOEL  B.  CLEMENTS,  M.D. 


Introduction 

Blunt  intestinal  trauma  is  a relatively  infrequent 
event  that  has  lethal  implications.  Such  injuries  can 
bleed  massively,  and  their  diagnosis  can  be  difficult. 
Any  physician  evaluating  trauma  patients  must  keep 
blunt  intestinal  trauma  in  mind  to  avoid  losing  the  life 
of  a potentially  salvageable  patient. 

Case  Report 

A 33-year-old  man  was  struck  in  his  right  side  by  a forklift 
and  was  momentarily  pinned  against  a metal  guard  rail.  He 
was  transferred  immediately  to  Erlanger  Medical  Center, 
where  he  had  stable  vital  signs,  moderate  right  lower  quad- 
rant and  right  flank  tenderness,  a hematocrit  of  39%,  and  a 
normal  urinalysis.  Abdominal  x-rays  were  unrevealing.  An 
abdominal  CT  scan  demonstrated  fluid  (presumably  blood) 
around  the  liver  and  in  the  right  colic  gutter,  with  the  sug- 
gestion of  a lower  pole  splenic  laceration.  A right  flank  soft 
tissue  hematoma  was  also  seen.  Two  hours  later,  the  patient’s 
blood  pressure  dropped  to  90  mm  Hg  systolic  and  his  pulse 
rose  to  120/min.  His  abdomen  became  more  tender,  and  a 
repeat  hematocrit  was  30%.  He  was  given  two  units  of  blood 
and  taken  immediately  to  the  operating  room  for  exploration; 
2,000  to  3,000  ml  of  blood  were  immediately  evacuated  from 
his  abdomen.  The  spleen  and  liver  were  normal,  but  in  the 
terminal  ileum  were  two  areas  of  profuse  bleeding  where  the 
mesentery  had  been  completely  avulsed  from  the  bowel  wall. 
Three  feet  of  terminal  ileum  and  the  cecum  were  resected, 
and  the  bowel  was  reconstructed  with  an  end-to-end  ileo- 
ascending  colostomy.  No  other  injuries  were  found.  Eight  units 
of  packed  red  blood  cells  were  transfused  into  the  patient 
during  his  hospitalization,  and  he  was  discharged  after  eight 
days  with  a hematocrit  of  29%.  Three  months  postoperative- 
ly,  the  patient  was  doing  well  and  having  two  soft  bowel 
movements  per  day.  Based  on  the  AMA  publication  Guides 
to  Evaluation  of  Permanent  Impairment,  it  was  recommended 
that  the  patient  receive  a 5%  permanent  disability  based  on 
the  loss  of  his  terminal  ileum. 

Discussion 

Next  to  the  spleen  and  liver,  the  intestine  is  the 
third  most  commonly  injured  abdominal  organ  in  blunt 
trauma.’  The  three  most  favored  etiologic  mechanisms 
are  crush  injury  between  the  vertebrae  and  anterior 
abdominal  wall,  sudden  increase  in  the  intraluminal 
pressure  of  the  bowel,  and  tangential  tears  at  relative- 
ly fixed  points  along  the  bowel.'  Most  authors  favor 
the  third  mechanism,  since  the  majority  of  small  bowel 
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injuries  occur  in  the  proximal  jejunum  or  the  distal 
ileum.' 

Blunt  intestinal  trauma,  by  itself,  can  be  difficult  to 
diagnose.  Frequently  the  patients  are  not  hypotensive, 
and  the  abdominal  examination  may  not  be  impres- 
sive. Less  than  40%  of  these  patients  will  have  free  air 
in  the  abdomen  that  can  be  seen  on  routine  x-rays.^ 
No  laboratory  test,  including  WBC  count  with  differ- 
ential, hematocrit,  and/or  amylase,  is  reliably  abnormal. 

Peritoneal  lavage  and  abdominal  CT  scanning  can 
alert  the  physician  to  the  presence  of  hemoperito- 
neum,  which  may  be  an  indication  for  abdominal  ex- 
ploration, but  these  are  not  specific  tests  for  diagnos- 
ing intestinal  trauma.^  The  most  consistent  means  of 
making  this  diagnosis  is  the  repetitive  abdominal  ex- 
amination with  serial  hematocrit  determinations.  Over 
a 12-hour  period  of  observation,  the  bowel  sounds 
should  become  absent,  and  the  abdominal  muscula- 
ture should  become  progressively  more  tender.  Pro- 
gressive peritoneal  signs  should  alert  the  clinician  to 
the  need  for  surgery.  In  addition,  the  patient  will  tend 
to  be  hypotensive,  and  the  hematocrit  will  eventually 
start  to  fall.  The  physician  should  have  a high  index  of 
suspicion  that  the  patient  may  be  bleeding  internally. 
Hypotension,  a progressively  tender  abdomen,  lack  of 
bowel  sounds,  and  a falling  hematocrit  should  make 
the  need  for  surgical  exploration  obvious. 

Typically,  the  abdomen  will  demonstrate  a tense 
hemoperitoneum  with  an  immediate  blood  loss  of  2,000 
ml  or  more.  The  surgeon  should  quickly  check  the 
spleen  and  liver  for  lacerations  and  persistent  bleed- 
ing, which  if  found  should  be  treated  appropriately.  If 
blood  continues  to  accumulate  in  the  abdomen,  a mes- 
enteric laceration  is  very  likely.  Bowel  perforations  and 
extensive  mesenteric  avulsions  are  usually  best  treated 
by  bowel  resection.  Because  of  the  paucity  of  bacteria 
in  the  small  bowel,  intra-abdominal  infection  is  usually 
not  a problem  unless  there  is  an  inordinately  long  de- 
lay between  injury  and  operation.  Depending  on  the 
length  of  small  bowel  resected,  diarrhea  may  be  an 
early  postoperative  problem  that  will  usually  abate  over 
the  next  two  to  three  months. 

Blunt  intestinal  trauma  is  associated  with  a mortal- 
ity rate  of  10%  to  30%  depending  on  the  rapidity  of 
diagnosis  and  the  incidence  of  associated  injuries,  such 
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Vanderbilt  Morning  Report 


A Case  of  Headache  and  Amnesia 


Case  Report 

A 52-year-old  white  man  was  admitted  to  Vanderbilt  Uni- 
versity Hospital  with  a headache  and  confusion.  He  was  well 
until  4:30  pm  on  the  day  of  admission  when  he  suddenly  de- 
veloped a headache,  followed  by  nausea  and  vomiting.  His 
wife  then  noted  that  he  was  confused.  He  made  repeated  trips 
from  his  bedroom  to  the  bathroom  for  water,  each  time  not 
recalling  his  previous  trips.  He  was  brought  to  the  emergency 
room  of  VUH  for  evaluation.  There  was  no  history  of  head 
trauma,  fever,  seizures,  heavy  ethanol  use,  or  focal  neuro- 
logic symptoms.  He  was  taking  verapamil  for  hypertension. 
He  smoked  cigars  and  drank  one  glass  of  wine  per  day. 

Physical  examination  revealed  a well-appearing  man  with 
a blood  pressure  of  188/100  mm  Hg,  temperature  97.5°F,  and 
pulse  72/min.  Funduscopic  examination  was  normal.  Pupils 
were  equal  and  reacted  well  to  light.  Extraocular  muscles 
functioned  normally.  His  neck  was  supple,  and  there  were  no 
carotid  bruits.  Examination  of  the  heart,  lungs,  and  abdomen 
was  normal.  The  patient  did  not  know  the  day  or  date  and 
did  not  recall  any  of  the  events  of  the  preceding  several  hours, 
though  his  remote  memory  was  intact.  He  was  unable  to  re- 
call any  of  three  objects  after  one  and  three  minutes.  He  was 
awake,  alert,  and  demonstrated  good  cognitive  function  oth- 
er than  the  memory  deficit.  Cranial  nerves  were  normal,  and 
there  were  no  sensory  or  motor  deficits.  Cerebellar  testing 
and  deep  tendon  reflexes  were  normal.  Laboratory  data  in- 
cluded a WBC  count  of  11,100/cu  mm,  PVC  46%,  and  plate- 
let count  192,000/cu  mm.  The  Westergen  sedimentation  rate 
was  5 mm/hr.  Serum  electrolytes,  glucose,  calcium,  BUN, 
creatinine,  albumin,  bilirubin,  SCOT,  and  alkaline  phospha- 
tase were  all  normal,  as  were  the  chest  radiograph  and  elec- 
trocardiogram. 

Cranial  CT  scan  with  and  without  intravenous  contrast  was 
normal.  A lumbar  puncture  revealed  an  opening  pressure  of 
10  cm  of  water,  0 WBC,  0 RBC,  protein  52  mg/dl  (normal 
25  to  55)  and  glucose  60  mg/dl  (normal  45  to  75).  The  patient 
was  admitted  to  the  hospital  for  observation.  His  memory 
deficits  resolved  over  several  hours,  and  he  remained  other- 
wise neurologically  normal;  an  electroencephalogram  and 
cranial  MRI  were  normal.  He  was  discharged  the  following 
day  in  good  condition,  with  a diagnosis  of  transient  global 
amnesia  (TUA).  He  was  last  seen  in  follow-up  one  month 
following  discharge.  There  was  no  recurrence  of  amnesia  or 
other  neurologic  symptoms. 

Discussion 

TGA  is  a syndrome  in  which  there  is  abrupt  onset 
of  the  inability  to  form  new  memories  (antegrade  am- 
nesia). The  amnesia  is  transient  and  unassociated  with 
other  neurologic  abnormalities.  TGA  usually  occurs 
after  age  50  and  has  a peak  incidence  in  the  seventh 
decade  of  life.'  A number  of  associated  conditions  have 
been  cited,  including  migraine  headaches,  cerebrovas- 
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cular  disease,  cardiovascular  disease,  hypertension, 
hyperlipidemia,  diabetes  mellitus,  and  smoking.-  ^ 
Others  have  not  found  these  risk  factors  to  be  more 
common  than  in  an  age-matched  population. 

The  onset  of  the  amnesia  is  often  sudden.  Ante- 
grade amnesia  is  prominent,  and  there  is  often  some 
loss  of  past  memories  (retrograde  amnesia)  as  well. 
No  other  neurologic  abnormalities  are  present,  higher 
cognitive  function  is  preserved,  and  there  is  no  de- 
pressed level  of  consciousness.  Occasionally  a careful 
neurologic  examination  during  the  episode  will  reveal 
some  transient  and  subtle  neurologic  abnormalities  such 
as  a Babinski  sign  or  mild  unilateral  weakness.  The 
amnesia  may  last  from  15  minutes  to  48  hours,  with  a 
mean  duration  of  6.2  hours.'  Often,  stereotyped  be- 
havior is  seen,  with  the  patient  repeating  the  same 
question  or  task  several  times. ^ Headache,  nausea,  and 
vomiting  often  accompany  the  episode.  A variety  of 
antecedent  events  have  been  reported,  including  ex- 
ertion, emotional  stress,  sexual  intercourse,  tempera- 
ture extremes,  bathing,  and  medical  procedures  such 
as  placement  of  a nasogastric  tube  or  cystoscopy.' 

The  etiology  of  TGA  is  not  known.  It  is  generally 
believed  to  be  caused  by  transient  ischemia  to  the  re- 
gions of  the  brain  that  subserve  memory,  particularly 
the  hippocampus  and  adjacent  structures.'  - It  is  not 
known  whether  this  ischemia  results  as  in  migraine  from 
vasospasm  or  from  thromboembolic  disease.  There  is 
no  electroencephalographic  evidence  that  TGA  rep- 
resents an  epileptic  process." 

The  diagnosis  of  TGA  is  based  on  clinical  features 
and  on  the  exclusion  of  other  potential  causes  of  mem- 
ory loss,  such  as  tumor,  trauma,  or  stroke,  in  which 
the  memory  deficits  are  usually  permanent.  Alcoholic 
blackouts  and  benzodiazepine-induced  amnesia  may  cause 
transient  amnesia,  and  may  be  mistaken  for  TGA  unless 
the  appropriate  history  of  ingestion  is  obtained.* 

Long-term  follow-up  of  patients  with  TGA  has 
demonstrated  a recurrence  rate  of  approximately  22% 
to  24%.'^  The  average  time  between  episodes  is  28.5 
months,  although  there  is  wide  variation  in  the  inter- 
val from  the  first  to  the  second  episode.  In  general, 
the  rate  of  subsequent  cerebrovascular  accidents  fol- 
lowing an  episode  of  TGA  is  no  higher  than  in  an  age- 
matched  population,'  2-*  but  the  presence  of  other  neu- 
rologic deficits  suggestive  of  cerebral  ischemia  or  the 
presence  of  significant  risk  factors  for  cerebrovascular 
disease  in  patients  with  TGA  carries  a relatively  high- 
er risk  of  subsequent  stroke  or  transient  ischemic  at- 
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tack.’  Overall,  however,  the  prognosis  of  TGA  is  fa- 
vorable, with  a relatively  low  incidence  of  recurrence 
and,  in  most  cases,  no  increased  risk  of  a subsequent 
ischemic  neurologic  event. 
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Hypokalemia  and  Weight  Loss  in  a Young  Woman 


Case  Report 

A 31-year-old  woman  with  a history  of  depression  and 
hypothyroidism  was  referred  to  Vanderbilt  Hospital  for  eval- 
uation of  chronic  hypokalemia,  palpitations,  near-syncope,  and 
weakness.  Serum  potassium  was  2.3  to  3 mEq/L  despite  oral 
supplementation  with  80  mEq  of  potassium  chloride  per  day. 
Urine  diuretic  screens  had  been  negative  on  several  occasions. 
She  denied  diarrhea,  nausea,  vomiting,  and  ingestion  of  drugs 
or  laxatives  other  than  her  prescribed  medications,  which  were 
fluoxetine  and  thyroid  replacement.  Her  weight  had  de- 
creased from  230  lb  to  114  lb  despite  a normal  appetite. 

Physical  examination  revealed  a slim,  anxious  woman  with 
a blood  pressure  of  100/60  mm  Hg.  Her  skin,  hair,  nails,  thy- 
roid, and  cardiovascular  examinations  were  normal.  Stool  was 
guaiac-negative.  Neurologic  examination  was  normal  al- 
though she  had  submaximal  effort  on  tests  of  motor  strength. 
Admission  laboratory  work  included  a sodium  of  138  mEq/ 
L,  potassium  3.5  mEq/L,  chloride  101  mEq/L,  CO2  27  mmol/ 
L,  BUN  24  mg/dl,  creatinine  1.2  mg/dl,  calcium  10.2  mg/dl, 
and  magnesium  1.6  mg/dl.  Urine  potassium  was  8 mEq/L  and 
urine  chloride  was  28  mEq/L.  A stool  sample  turned  bright 
red  when  treated  with  1 drop  of  potassium  hydroxide  (KOH). 
When  confronted  with  this,  the  patient  admitted  taking  large 
amounts  of  an  herbal  laxative  “similar  to  Ex-Lax”  that  also 
contained  licorice.  Plasma  renin/aldosterone  levels  returned 
after  her  discharge  and  were  markedly  elevated  at  138  ng/ml 
and  1,279  ng/dl  respectively. 

Discussion 

Surreptitious  laxative  ingestion,  or  laxative  abuse 
syndrome  (LAS),  is  an  underrecognized  and  impor- 
tant cause  of  persistent  idiopathic  diarrhea.'  It  may  re- 
sult in  watery  diarrhea,  profound  weight  loss,  and  quite 
severe  acid-base  and  electrolyte  derangements.  Weak- 
ness, lassitude,  osteomalacia,  and  abdominal  pain  are 
also  common.  Occasionally,  protein-losing  enteropa- 
thy and  steatorrhea  (with  or  without  an  abnormal 
D-xylose  test  indicating  mucosal  malabsorption)  may 
develop.  Reversible  carbohydrate  intolerance  appears 
to  be  related  to  inhibition  of  insulin  secretion  but  is 
not  well  understood. 2 The  chronic  hypokalemia  of  lax- 


Prepared  by  Asha  Kallianpur,  M.D.,  medical  resident,  and  Wil- 
liam F.  Fleet,  III,  M.D.,  Hugh  J.  Morgan  chief  medical  resident, 
Vanderbilt  University  Hospital,  Nashville. 
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ative  abuse  has  also  been  reported  to  cause  both  acute 
and  chronic  renal  injury  likely  to  be  the  result  of  in- 
terstitial nephritis,  perhaps  exacerbated  by  rhabdo- 
myolysis,  a frequent  but  not  consistent  finding. ^ 

Patients  with  LAS  often  undergo  multiple  hospital- 
izations and  costly  diagnostic  workups  before  the  pos- 
sibility of  laxative  abuse  is  considered.^  Most  laxative 
abuse  involves  stimulants  such  as  bisacodyl,  phenol- 
phthalein  (an  active  component  of  various  over-the- 
counter  preparations  such  as  Ex-Lax),  oxyphenisatin, 
and  the  anthraquinones  (found  in  senna,  cascara,  and 
aloes).  Magnesium-containing  osmotic  agents  are  also 
abused. 

Patients  with  factitious  diarrhea  due  to  laxative 
abuse  fall  into  three  groups:  those  who  unwittingly  be- 
gin taking  laxatives  for  constipation  (prescription  med- 
ications such  as  tricyclic  antidepressants  may  contrib- 
ute to  this  problem),  those  who  have  an  eating  disorder 
or  who  use  laxatives  as  a means  of  weight  reduction, 
and  those  (usually  women)  who  derive  secondary  gain 
from  their  symptoms  and  may  have  an  underlying  psy- 
chiatric disorder. 5 

History,  physical  examination,  radiologic  evalua- 
tion, and  stool  studies  are  generally  unrevealing.  Mel- 
anosis coli  (cathartic  colon)  occurs  in  10%  of  laxative 
abusers,  most  commonly  with  abuse  of  anthraqui- 
nones. Barium  enema  typically  shows  focal  pseudo- 
strictures and  ahaustral  tubular  changes.^ 

The  diagnosis  of  LAS  requires  a high  index  of  sus- 
picion, demonstration  of  laxative  ingestion  (or  admis- 
sion of  such  by  the  patient),  and  resolution  of  symp- 
toms when  laxatives  are  discontinued.  The  high-renin 
hyperaldosteronism  induced  by  volume  depletion  in  this 
disorder  contributes  to  hypokalemia  and  may  lead  to 
the  erroneous  diagnosis  of  Bartter’s  syndrome.’  Urine 
electrolytes  can  therefore  be  very  helpful  in  differen- 
tial diagnosis.  Gastrointestinal  losses  of  potassium  are 
suggested  by  a low  24-hour  urinary  chloride  (usually 
less  than  10  mEq/L),  low  urine  potassium  (less  than  20 
mEq/L),  and  low  or  normal  urine  sodium  (20  mEq/L  or 
less).^  These  values  may  be  misleading,  however,  in  cas- 
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es  of  severe  metabolic  alkalosis  and  volume  depletion, 
abnormal  renal  function,  or  concomitant  diuretic  use. 

Alkalinization  of  a stool  specimen  with  potassium 
hydroxide  or  sodium  hydroxide  is  a quick  and  inex- 
pensive way  to  detect  the  presence  of  phenolphthalein 
(red  or  purplish  red  at  pH  of  greater  than  10),  rhein 
(pink — found  in  many  plant  laxatives),  bisacodyl  or 
danthron  (light  purple).  Fecal  sulfate  precipitation  of 
magnesium-containing  laxatives  may  be  necessary  for 
detecting  these  agents.  A recently  developed  thin-lay- 
er chromatography  technique  can  also  detect  absorb- 
able laxatives  in  urine  and  stool  extracts  within  12  hours 
of  ingestion.® 
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Trauma  Rounds  . . . 

(Continued  from  page  462) 

as  pelvic  fractures,  which  can  distract  the  physician’s 
attention  from  the  sometimes  insidious  presentation  of 
abdominal  injuries.^  Injuries  to  the  duodenum  and  co- 
lon add  significantly  to  morbidity  and  mortality. 

Intestinal  trauma  must  be  considered  in  all  patients 
being  evaluated  for  blunt  trauma.  Early  diagnosis  and 
expedient  treatment  will  always  be  of  the  utmost  im- 
portance in  managing  these  injuries.  /~ 
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Health  and  Environment  Report 


Blacks  and  High  Blood  Pressure 

ANN  HOGAN 


Heart  disease,  stroke,  and  kidney  disease  have  been 
linked  to  elevated  blood  pressure.  According  to  the 
U.S.  Public  Health  Service,  one  in  four  blacks  in  the 
United  States  has  high  blood  pressure,  compared  to 
one  in  six  persons  in  the  general  population.  The  con- 
trol of  hypertension  in  blacks  can  greatly  affect  the 
differentials  in  mortality  in  that  population.  When 
linked  with  obesity,  cigarette  smoking,  elevated  blood 
cholesterol  levels  or  diabetes,  high  blood  pressure 
multiplies  the  risk  factors  for  premature  death. 

Since  uncontrolled  hypertension  contributes  to  many 
different  causes  of  death,  it  is  difficult  to  estimate  the 
prevalence  of  this  problem  among  blacks  in  Tennes- 
see. Based  on  the  number  of  individuals  who  died  of 
selected,  hypertension-related  diseases,  however,  it  is 
possible  to  determine  that  minorities  in  Tennessee  have 
a much  higher  relative  risk  of  death  than  white  resi- 
dents of  the  state. 

Minorities  are  presently  5.3  times  as  likely  as  whites 
to  die  from  hypertension-related  diseases.  An  average  of 
300  minority  residents  die  per  year  from  these  causes. 

To  examine  this  disparity,  we  calculated  three-year 
average,  resident  age-adjusted  death  rates  per  100,000 
population  for  hypertension-related  diseases;  the  years 
averaged  were  1986,  1987,  and  1988  (Table  1).  The 
age-adjustment  process  smooths  out  variations  in  the 
age  distribution  of  the  population.  The  white  popula- 
tion is  older,  on  average,  than  other  races. 


Hypertensive  Heart  Disease  (ICD-9  402).  Hyperten- 
sive heart  disease  constituted  the  bulk  of  deaths  among 
the  selected  causes.  Eighty  percent  of  minority  hyper- 
tension-related  deaths  were  from  this  cause,  compared 
to  70%  for  whites. 

An  average  of  237  minority  deaths  per  year  were 
from  hypertensive  heart  disease.  When  compared  to 
whites,  minorities  were  at  6.3  times  the  risk  of  death 
from  this  cause. 

In  addition,  a shortened  life  span  is  evident.  The 
average  age  at  death  from  hypertensive  heart  disease 
among  minorities  was  66  years,  ten  years  less  than  their 
white  counterparts. 

Hypertensive  Heart  Disease  and  Renal  Disease  (ICD- 
9 404).  Hypertensive  heart  disease  with  renal  disease 
is  a cause  of  death  that  claimed  an  average  of  18  mi- 
nority persons  per  year.  Persons  suffering  with  this 
disease  frequently  require  dialysis. 

Minorities  were  at  4.5  times  the  risk  of  death  from 
this  cause  as  whites,  yet  the  average  age  at  death  for 
both  minorities  and  whites  was  very  similar  (77  years 
and  76  years,  respectively). 

Hypertension,  With  or  Without  Renal  Disease  (ICD- 
9 401  and  403).  Simple  hypertension,  with  or  without 
renal  disease,  claimed  an  average  of  39  minority  per- 
sons annually.  The  relative  risk  (2.8)  of  minority  death 
when  compared  to  whites  was  not  as  great  as  for  other 
hypertension-related  causes,  but  the  average  age  of 


TABLE  1 

THREE-YEAR  AVERAGE  AGE-ADJUSTED  DEATH  RATES  PER  100,000  POPULATION 
FOR  SELECTED  HYPERTENSION-RELATED  DISEASES,  BY  RACE, 
RESIDENT  DATA,  TENNESSEE,  1986-1988 


Cause  of  Death 

White 

Race 

Black  and  Other 

Relative  Risk  Minority:  White 

Total,  Selected  Causes 

6.3 

33.6 

5.3 

Hypertensive  Heart  Disease 

4.4 

27.6 

6.3 

Hypertensive  Heart  and  Renal  Disease 

0.4 

1.8 

4.5 

Hypertension  With  or  Without  Renal  Disease 

1.5 

4.2 

2.8 

From  the  Division  of  Information  Resources,  Tennessee  Depart- 
ment of  Heath  and  Environment.  Nashville. 
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minority  decedents  (73  years)  was  four  years  less  than 
the  average  for  whites. 

Hypertension-Related  Mortality.  Minority  men  and 
women  aged  45  years  and  older  had  elevated  risks  of 
both  premature  and  excessive  mortality.  In  addition, 
minority  men  and  women  had  exceptionally  high  risks 
of  mortality  from  hypertensive  heart  disease,  and  the 
relative  risks  were  highest  in  the  young  age  groups. 

Hypertensive-related  diseases  are  but  a proxy  of 
overall  deaths  from  high  blood  pressure.  Control  of 
hypertension  among  blacks  would  substantially  reduce 
mortality  in  several  related  causes  of  death,  such  as 
stroke,  in  which  premature  and  excessive  mortality  is 
evident  among  minorities. 

As  state  health  officials,  we  recognize  that  high 
blood  pressure  is  one  of  the  most  prevalent  chronic 
health  problems  among  minorities  and,  through  the 
efforts  of  the  Black  Health  Care  Task  Force,  seek  to 
reduce  the  serious  effects  of  hypertension.  “Humboldt 
Strawberry  PATCH”  in  Gibson  County  and  “Healthy 
Black  People”  in  Fayette  County  are  two  special 
awareness  projects  aimed  at  reducing  premature  black 
mortality  from  chronic  disease.  The  projects  encour- 
age blacks  to  control  their  high  blood  pressure  through 
proper  use  of  medications,  regular  medical  checkups, 
and  adoption  of  healthful  lifestyle  habits.  C" 
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Loss  Prevention  Case  of  the  Month 


The  Loser  Finally  Wins 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

The  “loser,”  a 28-year-old  man,  was  seen  with  a history 
of  gross  bleeding  from  the  urethra  with  some  burning  on  ur- 
ination. In  the  past  this  young  alcoholic  had  been  treated  for 
peptic  ulcer  disease,  and  eight  years  previously  had  a puru- 
lent urethritis  typical  of  gonorrhea.  This  had  subsided  with 
penicillin  treatment  but  a urethral  stricture  caused  some  dif- 
ficulty urinating  and  bleeding.  A meatotomy  and  dilatation 
had  been  repeatedly  recommended.  On  this  admission,  his 
general  physical  examination  had  been  unremarkable,  includ- 
ing the  prostate. 

An  IVP  showed  “moderate  obstructive  uropathy  on  the 
right  due  to  a 3-mm  stone  distally  in  the  ureter  about  3 cm 
above  the  uretero-vesicle  junction.  The  patient  was  dis- 
charged with  a 10-day  supply  of  nitrofurantoin  macrocrystals 
(Macrodantin)  with  instructions  to  return  following  the  treat- 
ment. When  he  returned  to  his  urologist,  a meatotomy  was 
done  and  the  outpatient  record  showed  that  the  “stream 
improved.” 

Some  five  months  later  he  was  seen  in  the  emergency  room 
with  marked  epigastric  pain,  nausea,  and  vomiting.  On  this 
occasion  his  alcohol  abuse  was  noted  and  he  had  a serum 
amylase  of  571  U/L.  Studies  revealed  cholelithiasis  and  some 
urethral  obstruction.  A diagnosis  of  acute  pancreatitis  was 
made,  and  he  was  discharged  on  a regimen  of  diet,  H,  block- 
ers, and  NO  ALCOHOL! 

Two  months  following  this  admission,  this  “loser”  was  seen 
by  his  urologist,  whose  office  record  stated  that  he  “contin- 
ues to  complain  of  the  same  old  problem:  pain  over  the  flanks 
and  halfway  down  the  penis.”  Treatment  again  was  Macro- 
dantin. One  week  later  the  “urine  almost  normal,”  and  one 
week  later  another  IVP  showed  an  irregular  calcification  low 
in  the  right  pelvis  measuring  some  6 to  7 mm.  “Mild  obstruc- 
tive uropathy  present  on  the  right.”  Again  the  patient  was 
placed  on  Macrodantin. 

Three  months  later  another  IVP  showed  no  function  on 
the  right  for  one  hour,  then  marked  hydronephrosis  above  a 
stone  in  the  lower  right  ureter  measuring  about  1 cm  in  di- 
ameter. A traumatic  extraction  was  followed  by  the  place- 
ment of  a stent  in  the  lower  right  ureter.  Because  the  pain 
was  much  more  severe  than  usual,  the  stent  was  removed 
sooner  than  planned,  and  he  was  discharged  on  trimethoprim 
and  sulfamethoxazole  (Bactrim)  and  meperidine  and  pro- 
methazine (Mepergan)  for  pain. 


Dr.  Avery  is  chairman  of  the  Loss  Prevention  Committee,  State 
Volunteer  Mutual  Insurance  Company,  Brentwood,  and  medical  di- 
rector for  Ambulatory/Outpatient  Services,  St.  Thomas  Hospital, 
Nashville. 


Later  the  patient  had  to  be  admitted  with  severe  abdom- 
inal pain.  A pancreative  pseudocyst  was  diagnosed  and  sur- 
gically treated,  and  a follow-up  IVP  showed  “mild  to  mod- 
erate hydronephrosis  on  the  right.” 

Shortly  after  discharge,  a suit  was  filed  against  the  urolo- 
gist charging  unnecessary  surgery,  pain  and  suffering,  and 
significant  financial  loss.  A settlement  in  six  figures  was  nec- 
essary; no  adequate  defense  could  be  developed. 

Loss  Prevention  Comments 

The  cold  medical  record  in  this  case  made  settle- 
ment absolutely  necessary!  An  obstructing  stone  in  the 
lower  right  ureter  was  ignored  for  a year  before  defin- 
itive treatment  was  instituted.  What  factors  in  this  case 
could  have  contributed  to  a good  doctor  overlooking  the 
obvious  in  this  way?  Some  possibilities  come  to  mind: 
First,  this  was  a very  undesirable  patient!  He  was  a 
DRUNK  who  had  first  been  encountered  with  gonor- 
rhea, which  had  caused  a urethral  stricture. 

Second,  he  was  a known  alcoholic  with  physical 
complaints  directly  produced  by  his  habit,  and  he  made 
no  known  effort  to  change  his  lifestyle. 

Third,  he  had  multisystem  complaints,  all  seeming- 
ly related  to  alcohol,  and  he  was  continually  complain- 
ing of  symptoms  that  he  could  have  controlled  or 
greatly  moderated,  but  he  would  not. 

Fourth,  the  urologist  in  this  case  did  the  easiest  thing 
in  the  world  to  do.  He  continued  to  attribute  all  of 
this  patient’s  symptoms  to  his  known  problem  of  ure- 
thral stricture,  ignoring  the  more  serious  problem.  In 
all  probability,  the  urologist,  who  routinely  read  his 
own  x-rays,  did  not  take  note  of  the  radiologist’s  read- 
ing of  a stone  a year  before  its  extraction. 

Fifth,  after  the  repeat  study  showed  the  stone  to 
have  enlarged  and  the  obstruction  to  have  become 
more  marked,  it  was  three  more  months  before  inter- 
vention. This  delay  had  to  be  due  to  some  oversight, 
or  “falling  through  the  cracks.’’ 

Perhaps  the  most  evident  trap  in  this  case  is  the 
trap  of  the  extremely  undesirable,  obnoxious  patient. 
Maybe  this  man  deserved  his  fate,  but  not  at  the  ex- 
pense of  his  doctor.  Yes,  this  loser  really  did  win! 
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Obscenities  Abound 

Society  continues  to  struggle  with  the  definition  of  obscenity.  Recently 
the  Memphis  City  Council  tried  once  again  to  regulate  topless  dancing  and 
attendant  activities  as  obscene.  The  vice  squad  recommended  a regulation 
that  limited  the  distance  from  dancer  to  patron  to  six  feet.  Ultimately,  the 
distance  was  amended  down  to  twelve  inches.  The  obscenity  here  is  not  the 
dancer,  or  the  customer,  or  even  the  bar  owner,  but  is  the  city  councilwom- 
an  who  spearheaded  the  amendment  downward  of  the  magic  distance.  She 
was  the  recipient  of  large  campaign  contributions  from  an  owner  of  multiple 
topless  bars.  How  obscene  can  it  get?  My  slightly  vindictive  nature  makes 
me  list  a few  obscenities  for  us  all  to  consider. 

• The  Tennessee  physician  who  in  a massive  technologic  vascular  examination  generated  for  three 
patients  an  initial  office  visit  charge  of  $1,500.  He  did  not  even  see  two  of  the  three  patients;  they 
were  handled  by  his  nurse. 

• The  entire  utilization  review  scheme.  Ten  years  ago — business/medical  coalitions  met  to  discuss 
cost  restraints.  The  suggestion  at  that  time  was  pre-admission  certification  and  length  of  stay  oversight. 
Benefit  managers  for  business  jumped  all  over  this  proposition  and  pressured  the  insurer-payers  to  do 
it.  The  result  is  a big,  expensive  bureaucracy  and  the  hassle  factor.  No  cost  saving  has  resulted. 
Obscene. 

• Doctors  who  do  not  believe  it  is  their  role  to  help  patients  with  the  UR  system.  They  fail  as  patient 
advocates  by  not  cooperating  with  the  required  process.  I know  it  is  not  patient  care,  which  is  our  primary 
responsibility,  but  we  have  to  help  the  patient  and  then  fight  the  inequities  some  other  way. 

• The  unethical  members  of  Congress  such  as  Representative  Ford  and  Senator  Durenberger  who 
do  not  hesitate  to  pass  laws  that  severely  adversely  affect  doctors  and  patients,  but  refuse  to  regulate 
their  own  behavior.  Obscene. 

• State  government  that  lets  a board  of  medical  examiners  flounder  in  a quagmire  of  administrative 
failure.  Processing  of  a medical  license  application  should  be  slick;  investigation  of  and  action  on  poor 
doctors  should  be  slick.  Data  on  these  activities  should  be  readily  available.  In  Tennessee  it  has 
become  a joke.  Obscene. 

• Treatment  of  HIV  infection  by  people  and  organizations  as  a political  issue  instead  of  a disease 
is  obscene.  We  should  be  able  to  freely  test,  communicate  with  one  another,  and  protect  medical  care 
personnel  freely.  You  all  know  we  cannot  do  this.  Obscene. 

• Government  price  supports  on  tobacco  and  promotion  of  tobacco  as  an  export  product.  We  need 
to  tax  tobacco  so  heavily  it  goes  away,  or  even  make  it  illegal  to  grow,  like  marijuana. 

• Doctors  whose  records  are  so  poor  that  malpractice  defense  is  almost  impossible. 

• Hospitals  whose  idea  of  risk  management  is  to  shift  all  the  risk  to  the  physician. 

• Plaintiffs  attorneys  who  smirk  as  they  say,  “This  is  not  an  exercise  in  memory.  You  can  refer  to 
the  record  to  answer  my  questions.” 

• Doctors  who  do  not  believe  it  is  necessary  to  spend  time  communicating  with  patients. 

• Doctors  who  wonder  “what  is  happening,”  but  never  give  one  dollar  to  IMPACT.  Political  action 
committees  may  sound  like  influence  peddling,  but  in  today’s  environment,  we  have  got  to  fight  fire 
with  fire. 

Obscenity.  We  just  can’t  seem  to  define  it.  I’ll  bet  you  have  your  own  list — send  it  to  me.  I am  a 
collector. 


Hamel  B.  Eason 
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Stars  in  My  Eyes 

Politicians  and  bureaucrats  will  stop  at  noth- 
ing— well,  maybe  short  of  killing,  usually — to  fur- 
ther their  cause.  A lot  has  been  made  of  the  Three 
Grand  Divisions  of  Tennessee,  possibly  because 
geography  dictated  it,  but  more  likely  for  demo- 
graphic and  political  reasons.  The  Tennessee  that 
became  a state  in  1796  extended  only  to  the  Ten- 
nessee River,  the  western  part  having  to  await  the 


cession  of  the  Louisiana  Territory  to  the  United 
vStates  by  France  in  1806.  The  population  of  the 
mountainous  eastern  part  of  the  state  were  strong 
Unionists,  and  were  “East  Tennessee  Yankees” 
during  the  late  unpleasantness  between  the  states. 
They  voted  Republican,  whereas  the  rest  of  the 
state  was  solidly  Democrat.  Those  differences  have 
been  played  upon  for  political  purposes,  and  that 
has  fired  and  perpetuated  the  notion  of  the  “three 
states.” 

But  contrary  to  popular  notions,  that  is  not  why 
there  are  three  stars  on  the  Tennessee  flag.  In  fact, 
recent  governors  and  other  candidates  for  state- 
wide office  have  done  their  best  to  dispel  the  fic- 
tion of  three  states,  and  promote  Tennesseans  as 
a single  people.  The  three  states  is  a notion  that 
dies  hard,  though,  as  is  perennially  made  clear  to 
doctors  when  time  comes  each  year  to  elect  offi- 
cers, delegates,  and  so  on  for  the  Tennessee  Med- 
ical Association.  If  the  three  stars  in  the  Tennessee 
flag  were  there  for  no  better  reason,  unification 
of  the  state  could  be  much  more  easily  accom- 
plished if  we  replaced  the  three  stars  with  a single- 
ton.  We  might  have  to  fight  Texas  for  that,  but 
Texans  are  only  misplaced  Tennesseans,  anyway. 

At  the  time  of  the  Confederation  in  1776  there 
were  13  American  colonies,  which  became  the 
loosely  United  States.  It  remained  that  way  from 
the  end  of  the  Revolutionary  War  in  1782  until  a 
number  of  events,  including  a rebellion  in  New 
England,  made  it  clear  the  Articles  of  Confeder- 
ation were  inadequate  to  hold  the  nation  together. 
A constitutional  convention  was  called  in  1787  to 
tighten  things  up,  and  by  May  of  1790  the  Consti- 
tution had  been  ratified  by  all  of  the  13  original 
colonies.  Its  major  provisions  were  the  power  to 
tax  and  provision  for  the  national  defense.  Most 
of  the  powers  of  government  were  left  with  the 
states. 

On  March  14,  1791  the  independent  state  of 
Vermont  adopted  the  Constitution  and  became 
the  14th  state  in  the  Union.  With  the  permission 
of  Virginia,  of  which  it  had  been  a part,  Kentucky 
was  admitted  on  June  1,  1792.  After  a series  of 
maneuverings  with  North  Carolina,  its  parent, 
Tennessee  was  admitted  to  the  Union  as  the  16th 
state  on  June  1,  1796.  As  with  the  admission  of 
each  new  state  another  star  was  added  to  the  Union 
Jack,  the  third  star  to  follow  the  original  13  was 
added  with  the  admission  of  Tennessee.  The  three 
stars  that  had  been  added  to  the  flag  of  the  United 
States  were  adopted  for  the  flag  of  Tennessee. 
Hence  our  three  stars. 

Always  fiercely  independent  guardians  of  states’ 
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RHK,  1898-1990:  RIP 


For  21  years,  from  1950  to  1971,  the  initials  RHK 
closed  the  editorials  in  this  Journal  while  Rudolph 
H.  Kampmeier,  M.D.,  was  its  editor.  During  those 
21  years  he  was  professor  of  medicine,  and  on  two 
occasions  acting  head  of  that  department,  at  Van- 
derbilt Medical  School,  and  physician-in-chief  of  its 
hospital.  After  achieving  emeritus  status  at  Vander- 
bilt, he  was  at  one  time  or  another  chairman  of  the 
Internal  Medicine  Section  of  the  American  Medical 
Association,  president  of  the  American  College  of 
Physicians,  president  of  the  Southern  Medical  As- 
sociation, and  president  of  the  Tennessee  Medical 
Association.  In  addition  to  being  editor  of  this  Jour- 
nal, he  was  also  editor  of  the  Southern  Medical  Jour- 
nal from  1954-1972.  For  a life  of  distinguished  service 
to  medicine  he  was  made  an  honorary  fellow  of  the 
Royal  College  of  Physicians  of  both  London  and 
Dublin. 

Dr.  Kampmeier’s  obituary  says  simply  that  he 
was  a leader  and  familiar  figure  in  the  Nashville 
medical  community  for  more  than  50  years.  And  it’s 
true;  he  was  all  of  that.  Something  of  the  leader  he 
was  is  summed  up  in  the  preceding  paragraph.  But 
when  he  spoke  of  the  things  he  enjoyed  and  was 
proudest  of,  they  did  not  include  offices  and  titles — 
only  what  those  offices  and  titles  implied  and 
honored.  Distinguished  scientist  and  beloved  physi- 
cian, he  was  above  all  else  a teacher. 

To  those  of  us  privileged  to  have  been  associated 
with  him,  myself  just  one  year  short  of  50,  Rudie 
Kampmeier  was  the  personification  of  the  best  in  all 
that  the  word  doctor  implies,  and  it  was  a matter  of 
pride  with  us  that  he  was  a Vanderbilt  doctor.  Stu- 
dents sometimes  have  trouble  getting,  let  alone 
keeping,  things  in  perspective,  and  it  seemed  to  us 
freshmen  entering  Vanderbilt  Medical  School  in  the 
fall  of  1941  that  Dr.  Kampmeier  must  have  always 
been  there,  such  was  the  esteem  in  which  he  was 
held  by  the  upperclassmen.  It  was  carefully  ex- 
plained to  us  that  if  we  had  the  misfortune  to  need  a 
doctor,  it  was  our  great  good  fortune  to  have  avail- 
able to  us  the  services  of  such  a one  as  Dr.  Kamp- 
meier. Actually,  he  had  come  to  Vanderbilt  only  five 
years  earlier  as  an  assistant  professor;  nevertheless, 
in  1943,  after  military  service  had  claimed  the  two 
top  men  in  the  Department  of  Medicine,  he  became 
its  acting  head  for  the  first  of  three  times. 


In  1951,  at  a time  when  participation  in  organized 
medicine  at  any  level  was  distinctly  anomalous  for 
members  of  academia.  Dr.  Kampmeier  served  as 
president  of  the  Nashville  Academy  of  Medicine  and 
Davidson  County  Medical  Society;  his  continuing 
example  had  a strong  influence  on  me  and  other 
young  faculty  members  to  become  and  remain  ac- 
tive. His  wider  leadership  roles  in  organized  medi- 
cine came  after  his  active  academic  career  ended, 
but  they  were  simply  an  extension  and  the  culmina- 
tion of  it;  they  simply  enlarged  his  already  phenom- 
enal influence. 

Rudie’s  last  “regular”  job  was  the  editorship  of 
the  Southern  Medical  Journal,  from  which  he  retired 
in  1972  at  the  age  of  74,  and  it  might  have  been 
expected  that  he  would,  like  the  old  soldiers,  simply 
fade  away  from  view.  Those  of  us  who  knew  him 
well  knew  better,  though,  and  as  we  anticipated  he 
would,  he  continued  to  make  his  presence  and  his 
influence  felt  in  innumerable  ways.  His  talent  for 
writing  resulted  in  an  updating  of  the  history  of  the 
Tennessee  Medical  Association  to  1980  from  the  time 
Hamer  ended  his  in  1930,  a history  of  Vanderbilt’s 
Department  of  Medicine,  and  a just-completed  pic- 
torial history  of  Vanderbilt  Medical  School. 

After  my  father  died  in  1949,  I took  my  mother, 
aged  66,  to  see  Rudie  for  a check-up,  he  being  the 
best  doctor  I knew  of  anywhere.  He  found  her  to  be 
in  “amazingly  good  shape,  considering  she  is  so  old.” 
Two  years  ago,  at  90,  his  “shape”  was  at  least  that 
good,  and  maybe  better.  Our  perspectives  do  change! 

Rudolph  H.  Kampmeier,  M.D.,  distinguished 
previous  editor  of  the  Journal  and  past  president  of 
the  TMA,  departed  this  life  June  25,  1990,  aged  92 
years.  He  will  be  sorely  missed  by  many  of  us  besides 
his  wife,  Blanche,  their  daughter,  Joan,  and  their 
three  grandchildren  and  four  great-grandchildren,  to 
whom  the  Journal  extends  deepest  sympathy.  I know, 
however,  that  with  your  editor,  who  owes  Rudie  a 
special  debt  of  gratitude  for  having  been  his  mentor 
in  this  and  so  many  other  areas  of  life,  both  profes- 
sional and  personal,  and  for  lightening  the  burden 
of  the  editorship  in  the  early  years,  they  celebrate  a 
life  filled  with  joy  and  service,  for  which  RHK  will 
be  long  remembered. 

RHK,  rest  in  peace. 

J.B.T. 
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rights,  the  New  England  states  under  the  leader- 
ship of  Daniel  Webster  became  staunchly  Union- 
ist; said  Webster,  “Union  and  liberty  forever.”  In 
a quarrel  with  President  Andrew  Jackson  over 
protective  tariffs.  South  Carolina,  led  by  John  C. 
Calhoun,  maintained  that  any  state  could  nullify 
any  federal  law  it  deemed  unconstitutional,  and 
was  also  free  to  secede.  In  1832  Jackson  issued  a 
proclamation  to  the  people  of  South  Carolina  that 
such  a move  would  constitute  treason,  and  would 
result  in  intervention  by  force  of  arms. 

When  time  came  to  join  their  southern  breth- 
ren in  1860,  true  to  their  Jacksonian  heritage  the 
Tennessee  legislature  defeated  secession  as  illegal. 
Instead  of  the  Articles  of  Secession  adopted  by 
the  other  southern  states,  Tennessee  adopted  Ar- 
ticles of  Rebellion.  The  entire  state  then,  and  not 
just  East  Tennessee,  was,  and  is,  Unionist  in  con- 
cept; it  is  just  that  the  rest  of  the  state  staunchly 
defended  states’  rights.  Now  that  states’  rights  have 
become  an  endangered  species,  they  are  rapidly 
gaining  adherents.  But  along  with  rights  of  all  sorts, 
those  rights  are  dwindling  by  the  minute. 

Another  right  is  marked  for  the  block  by  93 
U.S.  attorneys.  The  Department  of  Justice  claims 
they  are  often  blocked  from  collecting  delinquent 
taxes,  loans,  and  other  obligations  because  federal 
court  rules  require  them  to  operate  under  diver- 
gent state  laws  that  often  prevent  such  things  as 
garnishment,  dispossession,  and  seizure.  The  U.S. 
attorneys  want  uniform  federal  collection  rules  that 
would  bypass  such  unfriendly  state  statutes.  Such 
a bill  has  passed  the  Senate,  but  has  not  cleared 
the  House  Judiciary  Committee,  where  the  bill’s 
provisions  have  been  criticized  as  far  too  harsh.  I 
tell  you,  the  government,  which  the  framers  of  the 
Constitution  envisioned  as  the  friend  and  protec- 
tor of  the  citizen,  is  anything  but  a friend  and 
protector  of  the  citizen.  The  only  thing  the  gov- 
ernment— and  I think  I include  government  at  all 
levels — is  the  friend  and  protector  of  is  the  bu- 
reaucrat, and  it  is  that  for  a fact. 

Almost  alongside  the  above  news  item  ap- 
peared another  allowing  as  how  USSR  President 
Gorbachev  has,  in  response  to  the  challenge  by 
his  rival,  Boris  Yeltsin,  whom  you  might  call  the 
John  C.  Calhoun  of  Russia,  reluctantly  endorsed 
a separate  Communist  Party  in  the  Soviet  Repub- 
lic of  Russia,  the  USSR’s  largest  republic,  giving 
that  republic  (state)  a measure  of  self- 
determination. 

In  customary  fashion,  once  something  has  been 
found  not  to  work  somewhere  else,  particularly  if 
it  has  communistic  origins,  we  rush  out  like  lem- 
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mings  and  adopt  it.  I expect  us,  also  like  the  lem- 
mings, one  day  to  rush  out  and  over  a cliff.  If  I 
come  across  as  a preacher  of  doom  and  gloom,  it 
is  because  our  government  is  so  avaricious,  un- 
compassionate, spendthrift,  gluttonous,  deceitful, 
inquisitive,  insensitive,  and,  well — just  dumb  and 
glum. 

J.B.T. 


The  Burden  of  the 
Burdensome  Burden 

According  to  legend,  certain  fabulous  jewels  are 
accompanied  by  curses  which  the  owner  must  bear. 

The  curse  of  federal  financial  participation  in  the 
Medicaid  program  is  paperwork.  It  is  a burdensome, 
inconvenient,  expensive,  and  time-consuming  require- 
ment for  both  the  providers  of  medical  services  and 
for  the  state.  No  doubt,  some  medical  practitioners  who 
would  be  valuable  assets  for  the  program  will  be  dis- 
couraged from  participation  because  of  the  trouble- 
some aspects  of  documentation  and  billing,  but  the  state 
does  not  have  the  option  to  disregard  federal  man- 
dates. 

Therefore  it  is  determined  that  the  PETITIONER 
has  not  met  his  burden  of  proving  . . . that  the  subject 
billing  meets  the  requirements  . . . and  it  is  OR- 
DERED that  reimbursement  . . . be,  and  is  hereby, 
DENIED. 

— Administrative  law  judge 

The  petitioner,  a respected  colleague  of  ours, 
who  is  in  the  practice  of  obstetrics  and  gynecol- 
ogy, thought  I might  be  interested  in  the  above 
somewhat  whimsical  observations.  I was,  and 
thought  you  might  be,  too.  In  fact,  I consider  the 
first  paragraph  of  that  piece  of  writing  a jewel 
itself;  it  too  comes  with  a curse  that  the  object  of 
has  no  choice  but  to  bear.  The  curse  comprises 
the  second  paragraph,  the  essentials  of  which  I 
quoted. 

I suppose  pursuing  that  further  might  come 
under  the  heading  of  flogging  a dead  horse,  since 
res  ipse  loquitur,  so  to  speak,  but  I can’t  resist 
the  urge  to  inflict  just  a few  more  strokes  on  the 
alleged  decedent,  on  the  theory  that  there  might 
be  a few  breaths  left  in  it,  and  we  sure  wouldn’t 
want  that,  would  we? 

In  the  first  place,  why  hasn’t  the  sovereign 
state  of  Tennessee  the  option  of  disregarding  a 
federal  mandate?  What  would  the  feds  do,  any- 
way? March  an  army  down  here  and  subjugate 
us?  (They  already  did  that  once;  it  was  bloody.) 
’Tain’t  necessary.  All  they  need  do  is  zip  up  the 
mouth  of  the  purse.  They  would,  too,  and  that 
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would  be  even  bloodier.  So  the  name  of  the 
game,  as  already  determined  by  the  feds,  the 
judge,  and  the  petitioner,  is  money. 

But  it  isn’t  money  in  the  form  of  reimburse- 
ment; that  amount  is  petty.  For  the  petitioner  the 
cost  was  the  day  lost  in  his  office  so  that  he  could 
spend  it  (on  principle)  before  the  administrative 
law  judge  appealing  the  denial  of  the  paltry  pay- 
ment. The  cost  is  the  niggling  paperwork  that  is 
near  impossible  to  complete  properly.  The  cost 
is  the  extra  personnel  it  takes  in  his  office  to  try 
and  complete  properly  the  niggling  paperwork 
that  would  permit  him  to  receive  from  govern- 
mental largess  the  paltry  crust  that  will  not  even 
begin  to  feed  the  additional  personnel  it  took  to 
try  (unsuccessfully)  to  get  the  paltry  crust  that 
would  not  have  fed  them  in  the  first  place.  For 
the  judge,  the  cost  is  the  letter  of  the  law  that 
disallowed  the  mitigation  he  seemed  inclined 
otherwise  to  grant.  For  the  state  it  is  the  dry  teat 
that  would  eventuate  from  disregarding  the  fed- 
eral mandate. 

Figuring  the  cost  to  the  federal  government  is 
more  complex.  The  paperwork  the  extra  person- 
nel in  the  doctor’s  office  now  have  to  complete 
could  be  vastly  simplified  and  still  get  the  job 
done;  the  extra  personnel  could  even  in  that  case 
be  dispensed  with.  So  why  isn’t  it?  One  can  hardly 
escape  the  conclusion  that  the  bureaucratic  mine 
field  was  set  on  purpose. 

“What  purpose?”  you  will  surely  ask.  (Or  per- 
haps you  will  not  ask,  already  having  an  idea 
what.)  Our  protagonist  here  is  a practitioner  of 
medicine  who  is  one  of  the  few  left  in  his  field 
(which  in  that  respect  differs  little  from  any  oth- 
er field)  who  will  touch  a Medicaid  patient.  The 
reason,  to  repeat,  is  not  the  money,  which  is, 
again  to  repeat,  a pittance;  doctors  have  always 
treated  patients  for  little  more  than  a tip  of  the 
hat,  or  even  less  than  that,  if  necessary.  No,  it  is 
loss  of  time  and  temper  in  the  red  tape  entangle- 
ment, and  the  sheer  aggravation  of  it  all. 

My  own  devious  assessment  of  the  equally  de- 
vious reasoning  of  federal  bureaucrats,  not  to 
mention  their  bosses,  is  that  if  they  make  it  in- 
convenient, burdensome,  expensive  and  time- 
consuming  enough  for  the  doctors,  the  doctors 
will  not  treat  the  federally  insured  (sogenannt) 
patients.  If  the  doctors  will  not  treat  the  patients, 
the  patients  will  wither  on  the  vine  and  finally 
drop  off.  When  they  drop  off  the  vine,  they  are 
no  longer  a financial  burden  on  the  federal  gov- 
ernment or  the  taxpayers.  What  is  even  better  is 
that  everyone  can  then  blame  the  doctors  for  the 


dear  departed  having  departed — and  they  will, 
too,  since  taxpayers  dislike  blaming  themselves. 
The  alternative  to  having  the  patients  drop  off 
the  vine  is  for  the  doctors  to  take  compassion  on 
them  and  nurture  them  on  their  own,  the  way 
doctors  always  did  before  everybody  got  to  ex- 
pecting everything  for  nothing.  That  doesn’t  cost 
the  taxpayers  anything,  either  (the  taxpayers 
think;  the  Congress  doesn’t,  but  the  Congress 
doesn’t  care,  so  long  as  it  keeps  their  respective 
constituents  off  their  respective  backs). 

All  this  costs  the  taxpayers  is  their  souls  and 
their  freedom,  but  taxpayers  don’t  worry  about 
the  likes  of  that;  neither  (naturally)  does  the 
Congress,  since  it  is  the  recipient  of  both. 

All  things  come  of  thee,  O Congress,  and  of 
thine  own  have  we  given  thee.  The  Congress  giv- 
eth  (little,  and  grudgingly,  unless  you  have  a lot 
already,  and  are  among  their  supporters),  and  the 
Congress  taketh  away  (from  all — readily  and 
greedily).  I’m  supposed  to  add  here,  “Blessed  be 
the  name  of  the  Congress”;  but  I believe  I can 
resist  the  urge. 

J.B.T. 


Wendell  C.  Bennett,  age  66.  Died  June  7,  1990.  Grad- 
uate of  Vanderbilt  University  School  of  Medicine. 
Member  of  Maury  County  Medical  Society. 

Robert  Lee  Craig,  age  53.  Died  June  23,  1990.  Grad- 
uate of  McGill  University  Faculty  of  Medicine.  Mem- 
ber of  Chattanooga-Hamilton  County  Medical  Soci- 
ety. 

Arthur  Reynolds  Fite,  Jr.,  age  77.  Died  July  4,  1990. 
Graduate  of  Vanderbilt  University  School  of  Medi- 
cine. Member  of  Franklin  County  Medical  Society. 

Daniel  Roger  Gray,  Jr.,  age  73.  Died  June  4,  1990. 
Graduate  of  Harvard  Medical  School.  Member  of 
Maury  County  Medical  Society. 

Rudolph  H.  Kampmeier,  age  92.  Died  June  23,  1990. 
Graduate  of  University  of  Iowa  College  of  Medicine. 
Member  of  Nashville  Academy  of  Medicine. 

Dunkin  Afton  Nelson,  age  36.  Died  July  1,  1990. 
Graduate  of  University  of  Arkansas  School  of  Medi- 
cine. Member  of  Nashville  Academy  of  Medicine. 

Charles  B.  Pittinger,  age  77.  Died  July  19,  1990.  Grad- 
uate of  University  of  Cincinnati  College  of  Medicine. 
Member  of  Nashville  Academy  of  Medicine. 
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The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

BLOUNT  COUNTY  MEDICAL  SOCIETY 

Selby  Britt  Shivers,  M.D.,  Maryville 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Dwight  A.  Hamilton,  M.D.,  Chattanooga 
Renee  R.  Harless,  M.D.,  Chattanooga 
Walter  D.  Harris,  M.D.,  Chattanooga 
Earl  E.  Smith,  III,  M.D.,  Chattanooga 
David  R.  Wharton,  M.D.,  Chattanooga 

COCKE  COUNTY  MEDICAL  SOCIETY 

David  J.  Kickliter,  M.D.,  Newport 


KNOXVILLE  ACADEMY  OF  MEDICINE 

Roger  H.  Millwood,  M.D.,  Maryville 

MARSHALL  COUNTY  MEDICAL  SOCIETY 

Jerry  Lee  Siirber,  M.D.,  Lewisburg 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Srinath  N.  Bellur,  M.D.,  Memphis 
Walter  Guy  Efrid,  III,  M.D.,  Memphis 
Claudio  A.  Feler,  M.D.,  Memphis 
Hugh  Francis,  III,  M.D.,  Memphis 
Jeffery  Alan  May,  M.D.,  Memphis 
MaryJ.  1.  Patchen,  M.D.,  Memphis 
Anne  M.  Schlafke,  M.D.,  Memphis 

ROANE-ANDERSON  COUNTY 
MEDICAL  SOCIETY 

Thomas  J.  Tinnesz,  M.D.,  Rockwood 


TMA  Members  Receive  AMA  Physician’s  Recognition  Award 

The  following  TMA  members  qualified  for  the  AMA  Physician’s  Recognition  Award  during 
June  1990.  This  list,  supplied  by  the  AMA,  does  not  include  members  who  reside  in  other  states. 

Physicians  can  receive  the  PRA  certificate,  valid  for  one,  two,  or  three  years.  For  the  one- 
year  award,  physicians  report  50  hours  of  continuing  medical  education,  including  20  hours  of 
Category  1;  for  the  two-year  award,  physicians  report  100  hours  of  CME,  including  40  hours  of 
Category  1;  for  the  three-year  award,  physicians  report  150  hours  of  CME,  60  of  which  are 
Category  1. 


Billy  J.  Allen,  M.D.,  Ooltewah 
John  W.  Avera,  M.D.,  Oak  Ridge 
J.  Kelley  Avery,  M.D.,  Nashville 
Richard  D.  Baker,  M.D.,  Kingsport 
Jeanne  F.  Ballinger,  M.D.,  Nashville 
Jack  M.  Batson,  M.D.,  Nashville 
Samuel  S.  Binder,  M.D.,  Chattanooga 
Robert  C.  Bone,  M.D.,  Lebanon 
Jay  A.  Boyer,  M.D.,  Jackson 
Leonard  Carroll,  M.D.,  Jamestown 
Larry  H.  Cox,  M.D.,  Kingsport 
T.  Kyle  Creson,  M.D.,  Memphis 
Paul  E.  Dedick,  M.D.,  Lebanon 
Robert  Diez  D’Aux,  M.D.,  Greeneville 
Andrea  J.  Eberle,  M.D.,  Knoxville 
George  L.  Eckles,  M.D.,  Murfreesboro 
Sik  M.  Fan,  M.D.,  Ripley 
Clarence  E.  Goulding,  III,  M.D., 

Johnson  City 

Charles  R.  Handorf  M.D.,  Memphis 
William  R.  Hayes,  Jr.,  M.D.,  Memphis 
James  W.  Hedden,  Jr.,  M.D.,  Chattanooga 
Elbert  E.  Hines,  III,  M.D.,  Memphis 
Harold  J.  Holliday,  M.D.,  Athens 
Doug  G.  Hooper,  M.D.,  Smithville 
Nat  E.  Hyder,  Jr.,  M.D.,  Johnson  City 
Steve  A.  Hyman,  M.D.,  Nashville 
William  R.  Johnson,  Jr.,  M.D.,  Knoxville 
Frank  E.  Jones,  M.D.,  Nashville 


Sarma  R.  Kunda,  M.D.,  Chattanooga 
Bernardino  D.  Marcelo,  M.D.,  Rogersville 
Josef ina  Q.  Marcelo,  M.D.,  Rogersville 
James  R.  McFerrin,  M.D.,  Nashville 
Debra  L.  McGinn,  M.D.,  Bristol 
Susan  K.  McGuire,  M.D.,  Chattanooga 
Albert  J.  Mokal,  M.D.,  Loudon 
James  W.  Ness,  M.D.,  Tellico  Plains 
Richard  A.  Obenour,  M.D.,  Knoxville 
Elsie  P.  Ollapally,  M.D.,  Nashville 
Jorge  E.  Ordonez,  M.D.,  Chattanooga 
Richard  A.  Orland,  M.D.,  Nashville 
Robert  L.  Pettus,  Jr.,  M.D.,  Madison 
Glenn  N.  Pomerance,  M.D.,  Chattanooga 
Gollakota  S.  Rekha,  M.D.,  Murfreesboro 
Lee  C.  Sheppard,  Jr.,  M.D.,  Jackson 
Francis  J.  Smiley,  M.D.,  Chattanooga 
Ronald  S.  Smith,  M.D.,  Kingsport 
S.  Steve  Snow,  M.D.,  Nashville 
Clarence  L.  Spannuth,  M.D.,  Johnson  City 
Steven  J.  Sperring,  M.D.,  Nashville 
Miriam  B.  Tedder,  M.D.,  Harriman 
Ian  L.  D.  Tonkin,  M.D.,  Memphis 
Thomas  P.  Toomey,  M.D.,  Nashville 
David  T.  Watson,  M.D.,  Knoxville 
Donald  C.  Watson,  M.D.,  Memphis 
W.  Scott  West,  M.D.,  Nashville 
Dwight  H.  Willett,  M.D.,  Kingston 
Richard  L.  Wooten,  M.D.,  Memphis 
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William  E.  Matthews,  M.D.,  Chattanooga,  a board- 
certified  orthopedic  surgeon,  has  become  the  first 
Chattanooga  physician  to  be  board  certified  in  ar- 
throscopic surgery  by  the  Arthroscopy  Board  of  North 
America. 


OAnouAccmcnl/ 


Oct.  11-13 
Oct.  11-13 
Oct.  13-15 
Oct.  13-18 
Oct.  15-20 

Oct.  16-19 

Oct.  18-20 

Oct.  18-20 
Oct.  19-20 

Oct.  19-23 

Oct.  19-25 

Oct.  20-25 

Oct.  20-26 

Oct.  21-24 

Oct.  21-26 

Oct.  21-26 

Oct.  24-28 

Oct.  25-28 
Oct.  25-28 
Oct.  26-28 

Oct.  26-31 
Oct.  28-30 


CALENDAR  OF  MEETINGS 

NATIONAL 

American  Academy  of  Clinical  Psychia- 
trists— Four  Seasons,  Boston 
Central  Association  of  Obstetricians  and 
Gynecologists — Galt  House,  Louisville 
American  College  of  Nutrition — Ramada 
Hotel  Classic,  Albuquerque 
American  Fertility  Society — Hilton,  Wash- 
ington D.C. 

American  Society  for  Therapeutic  Radiolo- 
gy and  Oncology — Fontainebleau,  Miami 
Beach 

Association  of  American  Physicians  and 
Surgeons — Marriott  Resort,  Lexington,  Ky. 
Association  of  Reproductive  Health  Profes- 
sionals— Loews  Anatole,  Dallas 
Child  Neurology  Society — Hilton,  Atlanta 
American  Society  of  Law  & Medicine — 
Hyatt  Regency,  Cambridge,  Mass. 

American  Society  of  Anesthesiologists — Las 
Vegas  Hilton 

Association  of  American  Medical  Col- 
leges— San  Francisco  Hilton 
Congress  on  Neurological  Surgeons — Cen- 
tury Plaza,  Los  Angeles 
American  Society  of  Clinical  Pathologists — 
Hyatt  Regency  Reunion  Square,  Dallas 
American  Society  for  Microbiology — Con- 
vention Center,  Atlanta 
American  Academy  of  Physical  Medicine  and 
Rehabilitation — Convention  Center,  Phoe- 
nix 

American  Society  for  Plastic  & Reconstruc- 
tive Surgeons — Hynes  Convention  Center, 
Boston 

American  Academy  of  Child  and  Adoles- 
cent Psychiatry — Chicago  Marriott  Down- 
town 

American  Academy  of  Psychiatry  and  the 
Law — Hotel  del  Coronado,  San  Diego 
American  Association  for  Hand  Surgery — 
Boston  Marriott  Hotel 
American  College  of  Utilization  Review 
Physicians — Hyatt  Embarcadero,  San  Fran- 
cisco 

American  College  of  Gastroenterology — San 
Francisco  Marriott 

American  Academy  of  Environmental  Med- 
icine— The  Resort  on  the  Lake,  Coeur 
D’Alene,  Idaho 


Oct.  28-Nov.  1 

American  Academy  of  Ophthalmology — 
Atlanta 

Oct.  31-Nov.  2 

Central  Society  for  Clinical  Research — Drake 
Hotel,  Chicago 

Oct.  31-Nov.  3 

American  Medical  Writers  Association — 
Biltmore,  Los  Angeles 

Nov.  2-4 

American  Academy  of  Pediatrics  (Georgia 
Chapter) — Hyatt  Regency  Ravinia  Hotel, 
Atlanta 

Nov.  2-4 

American  Association  for  the  Study  of 
Headache — Willaco  International,  Wash- 
ington, D.C. 

Nov.  5-8 

American  College  of  Clinical  Pharmacolo- 
gy— Las  Vegas  Hilton 

Nov.  6-11 

American  Society  of  Cytology — Mayflower 
Hotel,  Washington,  D.C. 

Nov.  8-10 

American  Society  of  Bariatric  Physicians — 
Hyatt,  Dallas 

Nov.  8-10 

Southern  Thoracic  Surgical  Association — 
Hyatt  Regency,  Cerromar  Beach,  Puerto 
Rico 

Nov.  8-11 

Association  of  Clinical  Scientists — Clarion 
Hotel,  Cincinnati 

Nov.  9 

American  Association  of  Certified  Aller- 
gists— Hilton  Square,  San  Francisco 

Nov.  10-14 

American  College  of  Allergy  and  Immunol- 
ogy— Hilton  Towers,  San  Francisco 

Nov.  10-15 

American  Association  of  Blood  Banks — 
Westin  Bonaventure,  Los  Angeles 

Nov.  10-15 

American  Epilepsy  Society — Sheraton,  San 
Diego 

Nov.  12-15 

Interstate  Postgraduate  Medical  Associa- 
tion— Hilton  at  Disney  World,  Orlando 

Nov.  15-18 

Academy  of  Psychosomatic  Medicine — The 
Pointe  at  Squaw  Peak,  Phoenix 

Nov.  15-18 

National  Perinatal  Association — Fairmont, 
New  Orleans 

Nov.  16-20 

Gerontological  Society  of  America — Mar- 
riott Copley  Place,  Boston 

Nov.  17 

American  Cancer  Society — Marriott  Mar- 
quis, Atlanta 

Nov.  25-30 

Radiological  Society  of  North  America — 
McCormick  Place,  Chicago 

Nov.  28-Dec.  2 

National  Kidney  Foundation — Sheraton, 
Washington,  D.C. 

Nov.  28-Dec.  4 

American  Society  of  Hematology — Hynes 
Convention  Center,  Boston 

STATE 

Oct.  14-17 

Southern  Medical  Association,  84th  Scien- 
tific Assembly — Opryland  Hotel,  Nashville 

Oct.  14-17 

American  Physicians  Art  Association — Op- 
ryland Hotel,  Nashville 

Oct.  23-26 

Tennessee  Academy  of  Family  Physicians 
42nd  Annual  Scientific  Assembly — Conven- 
tion Center  and  Holiday  Inn,  Gatlinburg 

Oct.  26-27 

Tennessee  Society  of  Internal  Medicine  and 
Tennessee  Chapter,  American  College  of 
Physicians — Holiday  Inn,  Gatlinburg 

Nov.  11-16 

Association  of  Military  Surgeons  of  the  US — 
Opryland  Hotel,  Nashville 

CORRECTION 

In  the  July  issue  of  the  Journal,  there  is  an  error  in  the 
Component  Societies — 1990-1991  Officers  listing  on  page 
376.  We  inadvertently  omitted  the  following  name  un- 
der the  Roane-Anderson  County  Medical  Society:  Ex- 
ecutive Secretary — Ms.  Silvia  Aliberti,  360  Laboratory 
Road,  #405,  Oak  Ridge,  TN  37830. 
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Minutes  of  the  Tennessee  State 
Board  of  Medical  Examiners  Meeting 

March  20-21, 1990 


Members  Present:  Duane  C.  Budd,  M.D.,  President 

William  W.  Cloud,  M.D.,  Secretary 
Chris  Blevins,  M.D. 

Edgar  Scott,  M.D. 

Oscar  M.  McCallum,  M.D. 

Reciprocity  and  Foreign  Graduates 

The  following  reciprocity  applicants  and  foreign 
graduates  were  approved  for  licensure:  Drs.  John  L. 
Law,  Sneh  Bhatnager,  Thomas  E.  Arnett,  Komandine 
Charyuler,  Donald  L.  Peterson,  Zackery  M.  Hutchens, 
Edward  J,  Smanik,  Judy  J.  Champaign,  and  Donald 
D.  Higgs. 

Summary  Suspension 

Name:  Dr.  Karen  Smiley 

Charge:  Performing  abortions  that  failed  to  meet 
the  standards  set  forth  in  TCA  63-6-214  (a)  (4). 
Disposition:  License  Summarily  Suspended. 

Reinstatement  Requests 

Name:  Dr.  Ralph  S.  Hobbs 

Restriction:  License  revoked  in  March  1986  for  ov- 
erprescribing and  violation  of  federal  drug  statutes. 

Disposition:  (1)  License  reinstated.  (2)  Probation- 
ary status  to  be  the  same  as  federal  parole.  (3)  Re- 
stricted to  prescribing  Class  IV  drugs  only.  (4)  Main- 
tain contract  with  the  TMA  Impaired  Physician 
Program. 

Name:  Dr.  Charles  Graves,  Jr. 

Restriction:  DEA  Class  II  prescribing  privileges  re- 
stricted in  July  1989  for  overprescribing. 

Disposition:  DEA  Class  II  prescribing  privileges 
reinstated. 

Name:  Dr.  Otis  Strong 

Restriction:  License  revoked  in  July  1989  for  failure 
to  abide  by  Agreed  Order  of  February  1988. 

Disposition:  Reinstatement  request  denied  for  insuf- 
ficient evidence  of  compliance  with  previous  Orders. 

Name:  Dr.  Virginia  Calderon 

Restriction:  License  on  probation  due  to  overpre- 
scribing. 


Parts  of  these  minutes  not  relevant  to  the  medical  profession  have 
been  deleted. 
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Disposition:  Probation  lifted  because  of  compliance 
with  imposed  restrictions. 

Agreed  Orders 

Name:  Dr.  Lionel  G.  Dockrill 

Charge:  Overprescribing. 

Disposition:  DEA  Class  II  prescribing  privileges 
suspended  for  six  months. 

Name:  Dr.  Elizabeth  Backus 

Charge:  Irregularities  with  office  abortions. 
Disposition:  Not  allowed  to  do  office  abortions 
pending  Board  hearing. 

Name:  Dr.  Robert  A.  Powell 

Charge:  Impaired  physician. 

Disposition:  (1)  Voluntarily  surrendered  license.  (2) 
Supervision  by  TMA  Impaired  Physician  Program.  (3) 
Continue  treatment  by  personal  physician.  (4)  Report 
to  Board  at  regular  intervals. 

Name:  Dr.  Elvin  Davidson 

Charge:  Overprescribing. 

Disposition:  Order  rejected. 

Name:  Dr.  William  A.  Reid 

Charge:  Overprescribing. 

Disposition:  Letter  of  reprimand. 

Name:  Dr.  John  S.  Wolf 

Charge:  Impaired  physician. 

Disposition:  Probation  and  contract  with  TMA  Im- 
paired Physician  Program. 

Hearings 

Name:  Dr.  Thomas  Head 

Charge:  Unsterile  office  environment. 

Disposition:  Charge  rejected. 

Name:  Dr.  Jerry  Slay 

Charge:  Noncompliance  with  Board  Order  of  Feb- 
ruary 1985. 

Disposition:  License  Summarily  Suspended. 

Other  Business 

The  Board  elected  the  following  new  officers:  Dr. 
William  W.  Cloud,  president;  Dr.  Oscar  M.  Mc- 
Callum, secretary. 
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Vasa  Previa 


MICHAEL  C.  GOOD,  M.D.;  PLEAS  R.  COPAS,  M.D.; 
GARY  E.  KLEINMAN,  M.D.;  and  MICHAEL  R.  CAUDLE,  M.D. 


Introduction 

Vasa  previa  is  a condition  resulting  from  ve- 
lamentous  insertion  of  the  fetal  umbilical  cord. 
In  some  cases,  this  allows  vessel  formation  in  the 
membranes  preceding  the  presenting  fetal  part. 
Vasa  previa  is  reported  to  be  exceedingly  rare, 
with  an  estimated  incidence  of  0.02%.  We  report 
two  cases  of  vasa  previa,  the  first  thought  to  be 
an  umbilical  cord  prolapse  preoperatively,  and  the 
second  in  a twin  gestation.  Despite  ultrasound 
and  other  diagnostic  procedures,  antepartum  di- 
agnosis remains  difficult. 

Case  Reports 

Case  1.  A 27-year-old  white  gravida  4,  para  2,  abortus  1 
entered  at  term  in  active  labor.  She  denied  vaginal  bleeding 
or  symptoms  of  ruptured  membranes,  and  her  prenatal  course 
and  past  medical  history  were  unremarkable.  The  cervix  was 
3 cm  dilated  and  50%  effaced,  with  a vertex  at  -1  station; 
Membranes  were  intact.  A pulsatile,  cord-like  structure  was 
palpable  between  the  fetal  vertex  and  membranes.  The  fetal 
heart  rate  was  normal,  but  compression  of  this  vessel  caused 
fetal  heart  rate  deceleration.  Cesarean  section  was  performed 
for  presumed  cord  prolapse  with  delivery  of  a viable  male 
infant  with  Apgar  scores  of  5 and  8 at  one  and  five  minutes, 
respectively.  Inspection  of  the  placenta  confirmed  a velamen- 
tous  cord  insertion  with  vasa  previa  (Fig.  1).  Mother  and  in- 
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fant  were  subsequently  discharged  home  after  an  uncompli- 
cated postoperative  period. 

Case  2.  A 24-year-old  white  gravida  2,  para  1 entered  with 
twins  at  34  weeks,  w'ith  spontaneous  rupture  of  membranes 
and  contractions  every  five  minutes.  She  denied  vaginal 
bleeding,  and  her  prenatal  course  and  past  medical  history 
were  unremarkable.  Her  cervix  w'as  4 cm  dilated  and  100% 
effaced.  The  vertex  of  twin  A was  at  0 station.  A cervical 
swab  was  “fern”  positive,  and  ultrasound  studies  revealed  a 
vertex/vertex  presentation. 

Labor  progressed  without  complication,  the  first  stage  of 
labor  being  completed  in  five  hours.  Pushing  produced  deep 
variable  decelerations  in  twin  A,  and  vaginal  bleeding.  Twin 
A was  delivered  from  a -1-3  station  via  vacuum  extraction; 
the  Apgar  scores  were  3 and  8 at  one  and  five  minutes,  re- 
spectively. Twin  B maintained  a rate  of  150/min  and  was  de- 
livered spontaneously  with  the  next  contraction;  Apgar  scores 
were  8 and  9 at  one  and  five  minutes,  respectively.  Placental 
inspection  revealed  a dichorionic,  diamnionic  placenta.  Twin 
A had  a bilobed  velamentous  insertion  with  torn  vessels  lead- 
ing to  one  lobe  (Fig.  2).  Twin  A had  a hematocrit  of  22%, 
twin  B,  48%.  Mother  and  babies  did  well  postpartum  and 
were  discharged  home  at  2 and  14  days,  respectively. 


Discussion 

Vasa  previa  was  first  described  by  Lobstein^  in 
1801.  A review  by  Quek  and  Tan^  in  1972  cited 
an  incidence  of  seven  cases  in  35,000  deliveries 
over  a 40-month  period,  giving  an  incidence  of 
0.02%.  The  generally  accepted  theory  as  to  the 
etiology  of  velamentous  cord  insertion  was  first 
suggested  by  von  Franque^  in  19(X).  Normally,  the 
abdominal  pedicle  extends  from  the  embryo  to 
that  portion  of  the  chorion  in  contact  with  the 
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ichly  vascularized  decidua  basalis.  In  the  early 
stages  of  development,  however,  the  decidua 
capsularis  has  the  potential  for  vascularization 
sufficient  to  become  the  site  of  abdominal  pedi- 
cle attachment  (Fig.  3).  As  development  pro- 
gresses, the  decidua  basalis  becomes  the  area  of 
greater  vascularization  with  subsequent  villous 
chorion  growth.  The  abdominal  pedicle  retains 
its  original  insertion,  leading  to  vessel  develop- 
ment between  the  smooth  chorion  and  amnion  to 
reach  the  placenta  (Fig.  4).  Velamentous  inser- 
tion occurs  in  less  than  1%  of  singleton  gesta- 
tions and  greater  than  10%  in  multiple  gesta- 
tions.’ Vasa  previa  is  probably  therefore  more 
common  in  multiple  gestation  pregnancies. 

Clinically,  patients  with  vasa  previa  may  have 
early  or  variable  decelerations  from  vessel 
compression.  Vaginal  bleeding  may  occur,  par- 
ticularly at  amniotomy,  with  associated  fetal  heart 
irregularities,  as  in  our  second  case.  There  may 
be  palpable  vessels  on  vaginal  examination.  These 
are  frequently  described  as  thin,  relatively  fixed. 


Figure  1.  Placenta  with  velamentous  cord  insertion  (case  1). 


and  pulseless.  We  cannot  find  that  a pulsatile 
vessel,  as  in  our  first  case,  has  been  previously 
reported.  Real-time  ultrasonography  is  a useful 
tool  in  confirming  a suspected  diagnosis."^ 

The  diagnosis  of  vasa  previa  is  seldom  made 
before  delivery  of  the  infant  and  inspection  of 
the  placental  membranes.  Torrey^  suggests  that 
vasa  previa  be  considered  when  there  is  painless 
vaginal  bleeding  associated  with  rupture  of  mem- 
branes, especially  if  fetal  heart  irregularities  oc- 
cur. Vasa  previa  should  be  considered  in  the  dif- 
ferential diagnosis  for  any  third  trimester 
bleeding.  Smears  looking  for  fetal  blood  may  be 
helpful.  The  Jones  modification  of  the  alkali 
denaturation  test  for  fetal  hemoglobin  is  report- 
ed to  have  100%  specificity  and  sensitivity,  pro- 
viding a rapid  method  of  diagnosis.^  It  must  be 
kept  in  mind  that  300  ml  is  20%  of  the  blood 
volume  of  a term  infant,  and  its  loss  may  cause 
hemorrhagic  shock.  Hence  there  may  not  be  time 
for  an  extensive  diagnostic  workup.^ 

No  maternal  deaths  have  been  reported  from 
vasa  previa,  but  fetal  survival  is  reported  to  be 
only  40%.^  When  the  hemorrhage  is  of  fetal  ori- 
gin, the  infant’s  prognosis  worsens,  with  few  re- 
ported survivors.  Delivery  of  cases  in  which  there 
is  a live  fetus,  once  diagnosis  is  suspected,  is  car- 
ried out  in  the  least  traumatic  and  quickest  meth- 
od, usually  by  cesarean  section.  Pediatric  prepa- 
rations for  immediate  transfusion  if  necessary  with 
type  O negative  blood  should  be  made. 


Figure  2.  Velamentous  cords  leading  to  umbilical  cord  and  bilobed 
placenta.  Arrow  A indicates  area  of  vessel  tear.  Arrow  B demon- 
strates path  of  twin  A passage  (case  2). 
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Figure  3.  Illustration  showing  the  abnormal  attachment  of  abdominal  Figure  4.  Illustration  showing  velamentous  cord  developing  between 
pedicle  to  the  decidua  capsularis.  the  smooth  corion  and  amnion. 


Summary 

Diagnosis  of  vasa  previa  requires  a high  index 
of  suspicion.  Vasa  previa  must  be  included  in  the 
differential  diagnosis  of  all  cases  of  third  trimes- 
ter bleeding.  When  pulsatile  vessels  are  palpated 
preceding  the  fetal  vertex,  vasa  previa  should  be 
considered  along  with  cord  prolapse.  Early  diag- 
nosis and  intervention  result  in  a favorable  fetal 
outcome  in  this  rare  condition.  r ^ 
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More  Than  17,000  Transurethral 
Prostatic  Resections  (TURs): 
Some  of  the  Things  I Have  Learned 

OSCAR  CARTER,  M.D. 


I have  been  practicing  urology  in  Nashville  for 
44  years.  During  this  time,  I have  done  17,242 
transurethral  prostatic  resections  (TURs).  The 
purpose  of  this  paper  is  not  to  try  to  say  the  last 
word  on  the  TUR,  but  rather  to  report  some  of 
the  things  that  I have  learned. 

I first  saw  the  resectoscope  when  I was  a third- 
year  medical  student  at  Vanderbilt,  and  I was 
thoroughly  fascinated  with  it.  We  were  taught, 
however,  that  the  resectoscope  had  a very  limit- 
ed use,  because  only  small  amounts  of  tissue 
could  be  removed  with  it;  a TUR  was  considered 
definitely  inferior  to  open  prostatectomy.  During 
my  years  at  Vanderbilt,  the  TURs  that  I ob- 
served usually  consisted  of  the  operator  remov- 
ing six  or  eight  pieces  of  tissue  with  a great  deal 
of  difficulty  over  a period  of  about  an  hour.  Then 
a few  days  later,  when  the  patient  was  unable  to 
void,  he  would  be  taken  back  to  surgery  and  an 
open  prostatectomy  would  be  performed.  The 
open  prostatectomies  that  I saw  at  that  time  were 
very  bloody  affairs  that  carried  a very  high  mor- 
bidity rate  and  a high  mortality  rate. 

After  doing  extensive  reading  on  the  subject, 
I realized  that  there  were  places  where  transure- 
thral resections  were  being  done  entirely  differ- 
ently, and  that  at  those  places  it  was  a very  sat- 
isfactory operation.  I determined  to  try  to  go  to 
one  of  those  places  and  learn  how  to  do  the  op- 
eration. I was  able  to  secure  a residency  with  N. 
J.  Alcock,  M.D.,  at  the  University  of  Iowa,  who 
was  one  of  the  pioneers  in  developing  the  TUR. 

The  man  who  developed  the  TUR  as  we  know 
it  today  was  T.  M.  Davis,  M.D.  of  Charlotte, 
N.C.,  an  electrical  engineer  who  later  became  a 
doctor.  He  helped  to  develop  the  Davis-Bovie 
Unit,  the  electrosurgical  unit  that  enabled  the  re- 
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sectoscope  to  actually  cut  tissue  under  water  and 
stop  the  bleeding.  Dr.  Davis  helped  to  teach  Dr. 
Alcock  how  to  do  TURs,  and  by  the  time  I went 
to  Iowa,  the  TUR  was  a well-developed  opera- 
tion there.  Literally  thousands  had  been  done, 
and  the  technique  was  pretty  well  established. 

American  Cystoscope  Makers  (ACMI)  is  also 
due  a tremendous  amount  of  credit  for  develop- 
ing the  TUR,  because  in  conjunction  with  many 
of  the  early  urologists  they  developed  the  instru- 
ments we  use.  It  is  they  who,  along  with  a great 
many  other  instrument  makers,  have  really  per- 
fected the  instruments  that  we  use  today. 

The  TUR  is  a technically  very  difficult  opera- 
tion to  learn.  It  is  fraught  with  a great  many  dan- 
gers and  pitfalls,  such  as  cutting  through  the 
prostatic  capsule  and  producing  extravasation, 
getting  into  bleeding  that  is  difficult  to  control, 
or  cutting  the  sphincter  and  rendering  the  patient 
incontinent.  I determined  that  I would  master  the 
technique  of  this  operation.  I rigged  up  a con- 
traption that  I called  my  “artificial  bladder,” 
which  consisted  of  a metal  frame  with  a rubber 
glove  over  the  end  of  it.  For  the  “prostate”  I 
used  pieces  of  a fibroid  uterus  that  my  friend  in 
the  pathology  laboratory  saved  for  me.  With  this 
contraption  I spent  literally  hundreds  of  hours 
learning  to  use  the  resectoscope  until  I felt  thor- 
oughly comfortable  with  it.  In  spite  of  all  this 
practice,  however,  I found  that  when  I actually 
started  doing  TURs  on  real  live  patients,  it  was 
a different  story,  because  the  live  patients  bled 
and  the  fibroid  uterus  did  not!  Over  the  period 
of  my  residency  of  about  three  years,  however,  I 
learned  to  do  TURs. 

From  the  beginning  I kept  a record  of  the 
number  of  TURs  I had  done  by  recording  them 
in  a small  pocket  notebook  that  I carried.  At  the 
end  of  my  residency,  I had  done  312,  and  was 
fairly  proficient  at  the  operation.  Later  in  my 
practice  I carried  a 3 x 5 card  on  which  I tallied 
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each  TUR.  Each  time  I reached  100,  I changed 
cards  and  wrote  the  total  number  to  date  at  the 
top  of  the  new  card.  This  was  an  easy  way  to 
keep  an  accurate  count  of  the  number  of  TURs 
I had  done. 

While  at  Iowa,  I met  Harry  Whitver,  a male 
nurse  who  was  the  head  of  the  urology  nursing 
service.  We  became  good  friends  and  he  taught 
me  many,  many  practical  things  about  urology. 
He  also  helped  me  make  a movie  of  the  TUR 
photographed  inside  of  a cadaver  bladder.  The 
finished  movie  looked  very  much  like  the  real 
operation  viewed  from  inside  the  live  bladder. 
When  I returned  to  Nashville,  I showed  the  mov- 
ie and  gave  talks  to  various  medical  groups.  It 
proved  to  be  of  great  value  in  helping  me  to  es- 
tablish a practice.  I owe  a great  debt  to  Harry 
Whitver,  who  came  to  practice  with  me  after  I 
had  been  in  Nashville  about  a year.  He  helped 
me  teach  the  nurses  how  to  look  after  the  TUR 
patients,  and  helped  me  get  all  the  equipment  set 
up  in  the  operating  rooms  of  the  various  Nash- 
ville hospitals. 

At  first  I did  not  get  a very  warm  reception 
for  the  TUR  in  Nashville,  because  it  had  the  rep- 
utation of  being  a very  inferior  operation  with 
results  that  were  only  temporary.  Mainly  as  the 
result  of  my  presentations  to  county  medical  so- 
cieties, however,  I began  to  get  a few  patients.  1 
made  sure  that  these  people  did  well  and  went 
home  happy  and  satisfied.  Each  success  resulted 
in  more  referrals.  This  process  repeated  itself  over 
and  over,  until,  in  about  three  years,  I was  doing 
about  all  the  TURs  that  I could  take  care  of. 

When  I first  started,  the  practice  of  urology 
was  very  different  from  what  it  is  today.  There 
was  no  Medicare,  and  many  of  the  old  patients 
who  needed  TURs  had  little  or  no  money.  I 
would  persuade  the  hospital  to  take  them  in  at  a 
very  reduced  rate  and  I would  charge  them  noth- 
ing. At  least  25%  of  the  patients  that  I operated 
on  in  the  days  prior  to  Medicare  were  patients 
from  whom  I received  no  professional  fee,  and 
another  25%  were  charged  very  little.  I didn’t 
make  much  money,  but  this  practice  paid  off  in 
establishing  a lot  of  good  will  among  my  refer- 
ring doctors  and  the  patients  in  this  area.  A great 
many  of  the  patients  who  I operate  on  at  the 
present  time  are  sons  or  grandsons  of  the  pa- 
tients on  whom  I operated  many  years  ago. 

Who  Needs  a TUR? 

The  purpose  of  a TUR  is  to  remove  obstruc- 
tion caused  from  either  an  enlarged  prostate  or 


from  scar  tissue  at  the  bladder  neck.  It  is  esti- 
mated that  about  50%  of  all  men  will  have  some 
enlargement  of  the  prostate,  and  that  by  the  age 
of  65  about  25%  of  men  will  have  sufficient  ob- 
struction to  need  a TUR.  About  20%  of  these 
prostates  will  be  malignant.  We  see  a great  many 
men  in  their  50s  who  have  some  symptoms  of 
obstruction  but  also  have  a good  deal  of  irrita- 
tion. These  people  are  found  to  have  some  en- 
largement of  the  prostate  but  usually  a good  deal 
of  congestion  also.  Most  of  these  patients  do  not 
need  TURs,  but  will  respond  to  conservative 
treatment  with  hot  sitz  baths,  antibiotics,  and 
massages. 

Some  urologists  recommend  operating  for 
chronic  prostatitis,  but  I do  not  believe  that  this 
is  a good  thing  to  do  because  in  my  experience 
the  results  of  such  surgery  have  been  very  unsat- 
isfactory. Most  of  these  patients  will  respond  to 
medical  treatment. 

Carcinoma  of  the  Prostate 

Carcinoma  of  the  prostate  is  now  the  most 
common  cancer  in  men;  carcinoma  of  the  lung  is 
second.  With  better  methods  of  diagnosis,  more 
cases  are  being  discovered  early  while  they  are 
candidates  for  curative  therapy.  With  the  routine 
rectal  examinations,  prostatic  ultrasound,  and 
prostatic  transrectal  needle  biopsy  with  ultra- 
sound guidance,  more  and  more  cases  of  early 
carcinoma  are  being  discovered  while  it  is  still 
curable.  The  main  use  of  the  TUR  in  carcinoma 
of  the  prostate  is  to  relieve  obstruction  in  ad- 
vanced cases  that  are  not  curable.  Occasionally, 
the  pathologist  reports  some  areas  of  carcinoma 
in  a prostate  that  was  thought  to  be  benign.  We 
handle  these  cases  on  an  individual  basis,  de- 
pending upon  a great  many  things,  including  the 
age,  general  health,  and  wishes  of  the  patient. 

Equipment  Used  for  Doing  TURs 
At  the  Present  Time 

There  are  many  different  types  of  equipment 
that  have  been  developed  for  doing  TURs,  but 
the  following  is  what  I use  at  the  present  time: 
Stern-McCarthy  resectoscope  with  No.  26  sheath, 
a fiberoptic  ACMI  foreoblique  telescope,  Ellik 
evacuator,  the  original  Davis-Bovie  Unit  (I  have 
still  found  this  to  be  the  best  unit  devised  for 
doing  TURs,  both  in  cutting  and  in  stopping 
bleeding),  a set  of  sounds,  an  Otis  urethrotome, 
and  water  for  irrigating  fluid.  The  majority  of 
urologists  now  use  1.1%  glycine  as  the  irrigation 
solution  in  doing  a TUR.  This  does  a lot  to  pre- 
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vent  hemolysis.  At  the  time  that  I learned  to  do 
TURs,  the  irrigation  fluid  that  I used  was  sterile 
water,  and  I have  continued  to  use  it  since  that 
time  because  I can  see  better  through  it. 

I am  a great  believer  in  preoperative  and  post- 
operative antibiotics  during  TUR.  There  is  no 
doubt  at  all  in  my  mind  that  this  greatly  decreas- 
es the  complications.  I usually  start  the  patient 
on  gentamicin  a few  hours  before  the  surgery  and 
then  continue  it  at  least  48  hours  after  the  sur- 
gery. After  this  is  discontinued,  then  I usually 
use  the  oral  antibiotics  such  as  ciprofloxacin 
(Cipro),  norfloxacin  (Noroxin),  doxycycline,  ce- 
phalexin (Keflex),  or  trimethoprim  and  sulfa- 
methoxazole (Bactrim). 

Surgical  Technique 

The  urethral  meatus  and  urethra  are  calibrat- 
ed, and  if  they  are  tight  then  I do  an  internal 
urethrotomy  to  a No.  28  French  using  an  Otis 
urethrotome.  No.  26  and  28  sounds  are  passed 
into  the  bladder,  and  then  the  No.  26  resecto- 
scope  sheath  is  introduced  and  the  bladder  is 
thoroughly  inspected  for  tumors  and  stones.  The 
technique  I use  in  resecting  the  gland  itself  is  what 
I call  the  Carter  modification  of  the  Alcock  tech- 
nique. If  there  is  a middle  lobe,  I resect  it  par- 
tially so  that  the  pieces  can  flow  freely  into  the 
bladder.  This  resection  is  carried  right  on  back 
to  near  the  verumontanum,  which  is  the  site  of 
the  external  sphincter,  being  very  careful  not  to 
resect  the  middle  lobe  too  close  to  the  capsule 
around  6 o'clock  because  of  the  danger  of  pro- 
ducing extravasation  at  this  point.  One  of  the 
most  common  complications  that  the  beginning 
resectionist  encounters  is  undermining  the  tri- 
gone and  producing  extravasation  by  cutting  too 
deeply  at  6 o'clock.  I then  turn  to  the  lower  por- 
tion of  the  lateral  lobes,  usually  the  right  first 
and  then  the  left.  In  the  beginning  of  the  resec- 
tion, I do  not  try  to  resect  too  close  to  the  cap- 
sule at  any  point  because  of  the  danger  of  getting 
into  the  venous  plexus  that  surrounds  the  pros- 
tatic capsule.  I periodically  evacuate  the  prostat- 
ic chips  to  keep  them  from  getting  in  the  way, 
and  then  turn  to  the  upper  portion  of  the  lateral 
lobes,  which  I usually  resect  in  a manner  similar 
to  that  of  the  lower  parts,  being  very  careful  to 
try  to  control  all  bleeding  as  I go. 

At  this  stage  of  the  game,  most  of  the  prostate 
has  been  removed,  and  the  patient  could  proba- 
bly void  satisfactorily  if  I had  to  stop  at  this  point. 
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I then  turn  my  attention  back  to  the  middle  lobe 
and  resect  the  tissue  very  carefully,  coming  clos- 
er and  closer  to  the  capsule;  this  is  carried  out 
through  the  whole  prostatic  urethra.  I pay  spe- 
cial attention  to  the  tissue  around  the  front  of 
the  sphincter  at  the  verumontanum,  resecting  this 
tissue  very  carefully  to  avoid  any  damage  to  the 
external  sphincter.  The  pieces  are  then  carefully 
evacuated  and  all  bleeding  controlled.  As  a part- 
ing stroke,  if  the  vesicle  neck  is  still  very  promi- 
nent at  the  end  of  the  resection,  I use  a Moulder 
knife  electrode  to  divide  the  fibers  of  the  bladder 
neck,  taking  great  care  not  to  produce  extrava- 
sation. The  resectoscope  is  then  removed  and  a 
No.  22  French  red  rubber  three-way  Bard  foley 
catheter  inserted  and  inflated  with  about  30  ml 
of  water.  Irrigation  is  connected  to  the  inflow  of 
the  catheter  and  is  watched  for  a sufficient  peri- 
od of  time  to  see  that  the  urine  is  almost  perfect- 
ly clear.  I believe  that  the  operating  room  is  the 
place  where  the  bleeding  should  be  controlled, 
and  if  necessary  I do  not  hesitate  to  remove  the 
catheter  and  reinsert  the  resectoscope  to  try  to 
coagulate  every  bleeder.  Sometimes  if  there  is 
bleeding  that  cannot  be  controlled  by  electroco- 
agulation, it  is  necessary  to  put  traction  on  the 
catheter  and  maintain  it  for  a period  of  three  to 
four  hours  in  order  to  stop  the  bleeding.  Also, 
sometimes  in  case  of  very  troublesome  bleeding, 
it  is  necessary  to  give  intravenous  aminocaproic 
acid  (Amicar),  which  can  be  very  helpful  in  these 
cases.  I usually  give  5 gm  in  500  ml  of  D5W  in 
about  two  hours  and  then  another  5 gm  in  1,000 
ml  of  D5W  over  a period  of  the  next  eight  hours. 
This  can  be  very  helpful  in  troublesome  bleed- 
ing. 

Postoperative  Care 

I usually  use  continuous  overhead  irrigation 
with  normal  saline  for  about  24  hours  following 
the  surgery.  If  the  urine  is  clear  the  next  morn- 
ing, then  I discontinue  the  overhead  and  let  the 
patient  be  up  and  around  with  a catheter  at- 
tached to  a leg  bag.  Sometimes  it  is  necessary  to 
continue  the  overhead  irrigation  for  two  or  more 
days.  On  the  morning  of  the  fourth  day  if  the 
urine  is  clear,  then  the  three-way  catheter  is  re- 
moved and  replaced  with  a No.  18  catheter.  The 
next  day,  if  the  patient  is  doing  well  he  is  dis- 
charged with  catheter  in  place. 

In  my  experience  over  a period  of  a great  many 
years,  I have  found  that  patients  generally  do 
much  better  if  they  are  allowed  to  wear  the  cath- 
eter for  about  ten  days  following  the  surgery.  I 
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have  found  that  there  is  a great  decrease  in  the 
number  of  cases  that  have  significant  postopera- 
tive bleeding  and  have  to  be  rehospitalized,  the 
amount  of  infection  is  greatly  reduced,  and  the 
formation  of  urethral  stricture  has  been  almost 
entirely  eliminated. 

At  discharge  the  patient  is  given  a sheet  of 
printed  instructions  and  a meatal  dilator  to  use 
daily  for  about  two  months  if  he  has  had  an  in- 
ternal urethrotomy  or  meatotomy.  He  is  also  giv- 
en about  40  aminocaproic  acid  tablets  to  take  in 
case  he  should  have  significant  postoperative 
bleeding.  He  is  given  a prescription  for  20  nor- 
floxacin tablets,  to  be  taken  twice  a day,  to  be 
followed  by  a prescription  for  100  sulfamethoxa- 
zole (Gantanol)  tablets  to  be  taken  two  twice  a 
day  if  the  patient  is  not  allergic  to  any  of  these 
medications.  He  is  also  given  a stool  softener  and 
a high-potency  vitamin.  He  is  told  to  keep  his 
bowels  open,  to  avoid  lifting  and  straining,  long 
automobile  rides,  or  riding  a lawn  mower  or  trac- 
tor, and  to  avoid  sexual  activity.  He  is  told  to  re- 
move his  catheter  in  a week  and  given  an  appoint- 
ment to  come  to  my  office  in  about  three  weeks. 

When  the  patient  returns  to  the  office  about  a 
month  following  his  surgery,  his  residual  is 
checked,  and  if  there  is  any  tightness  of  the  ure- 
thra or  beginning  of  a stricture,  he  is  dilated  to  a 
No.  24  French.  He  is  advised  to  continue  his  an- 
tibiotic and  meatal  dilation  for  another  month  and 
advised  that  he  can  step  up  his  activities,  includ- 
ing driving  a car.  I usually  have  him  wait  about 
six  weeks  from  the  time  of  surgery  before  resum- 
ing sexual  activity. 

The  patient  returns  to  the  office  the  second 
time  in  about  a month,  and  this  time  is  dilated  to 
a No.  24  French  to  be  sure  he  is  not  getting  a 
stricture  or  a bladder  neck  contracture.  Each  time 
the  patient  is  dilated,  he  is  given  80  mg  of  gen- 
tamicin IM  and  usually  about  12  doxycycline  100 
mg  to  be  taken  one  twice  a day  for  a few  days; 
this  will  usually  prevent  a flare-up  of  infection.  I 
have  him  then  return  in  three  months  and  he  is 
dilated  again.  If  he  is  doing  well,  I have  him  come 
back  in  six  months,  which  is  one  year  from  the 
time  of  operation.  He  is  usually  dilated  at  that 
time  again.  Since  some  patients  who  have  previ- 
ously had  TURs  for  benign  hypertrophy  may  lat- 
er develop  carcinoma,  I check  them  once  a year 
to  be  sure  that  is  not  happening  to  them. 

I know  that  there  is  some  controversy  as  to 
whether  or  not  patients  should  be  dilated  post- 
operatively.  It  is  true  that  occasionally  their  in- 
fection will  flare  up  or  some  bleeding  may  occur 


after  they  are  dilated.  This  may  be  troublesome, 
but  I have  found  that  by  dilating  them  I have 
been  able  to  cut  down  on  stricture  formation  and 
bladder  neck  contractures,  and  that  they  are  more 
likely  to  get  a satisfactory  permanent  result. 

Operative  Complications  of  the  TUR 

Extravasation — Extravasation  is  a very  com- 
mon complication  when  one  is  first  learning  to 
do  TURs;  the  most  common  site  for  the  beginner 
is  at  the  bladder  neck  at  the  6 o'clock  position. 
Even  if  the  patient  is  under  a spinal  anesthetic, 
he  begins  to  have  pain  and  abdominal  rigidity  and 
may  get  an  elevation  of  blood  pressure.  Fre- 
quently the  suprapubic  space  is  swollen.  Most 
extravasation  is  extraperitoneal,  but  intraperito- 
neal  extravasation  is  possible.  In  case  of  doubt, 
a cystogram  should  be  made.  This  will  reveal  the 
extravasation  and  whether  it  is  extraperitoneal  or 
intraperitoneal.  I believe  that  the  proper  treat- 
ment of  extraperitoneal  extravasation  is  immedi- 
ate drainage,  with  placement  of  drains  down  into 
the  perivesical  space.  This  can  be  done  immedi- 
ately on  the  TUR  table.  If  there  is  intraperito- 
neal extravasation,  however,  then  the  perito- 
neum must  be  opened  and  the  irrigating  fluid 
evacuated  and  the  hole  in  the  bladder  and  peri- 
toneum closed.  It  is  very  vital  that  this  compli- 
cation be  discovered  early  and  the  proper  treat- 
ment carried  out  immediately.  Otherwise,  the 
consequences  can  be  a very  sick  patient  or  even 
a fatality. 

Bleeding — This  can  be  a very  alarming  com- 
plication. It  is  very  important  whenever  possible 
to  control  the  bleeding  as  one  goes  along  and  not 
lose  control  of  it.  The  most  troublesome  and 
dangerous  bleeding  can  be  venous  bleeding  that 
results  when  the  prostatic  capsule  is  perforated 
and  the  venous  plexus  of  Santorini  is  entered. 
This  bleeding  cannot  usually  be  controlled  by  co- 
agulation, and  must  be  controlled  by  traction.  The 
technique  that  I have  described  in  doing  a TUR 
will  help  avoid  getting  into  the  venous  plexus, 
but  if  it  is  accidentally  entered,  then  sufficient 
prostatic  tissue  has  been  removed  to  enable  the  pa- 
tient to  void  and  a catheter  can  be  placed  in  and 
traction  applied  to  stop  the  bleeding.  Another  con- 
sequence of  entering  the  venous  plexus  is  the  ab- 
sorption of  irrigating  fluid  and  the  production  of 
intravascular  hemolysis.  This  can  result  in  lower 
nephron  nephrosis  with  renal  failure  and  may  re- 
quire dialysis.  In  order  to  avoid  this  dangerous 
complication,  it  is  essential  to  recognize  when  one 
is  in  the  venous  plexus  and  to  end  the  operation 
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as  soon  as  possible.  With  an  experienced  resec- 
tionist,  however,  this  is  a rare  complication. 

Recurrent  Obstruction  After  a TUR 

Probably  less  than  5%  of  my  patients  have  re- 
turned with  obstructive  symptoms  following  a 
TUR.  The  ones  that  do  occur  usually  fall  under 
one  of  the  following  categories: 

• Meatal  or  urethral  stricture.  This  has  been 
very  rare  for  many  years  because  of  the  practice 
of  doing  an  internal  urethrotomy  and  meatotomy 
if  the  urethra  is  very  tight. 

• Regrowth  of  benign  prostatic  tissue.  This 
happens  occasionally  after  a great  many  years, 
and  some  of  these  patients  require  a repeat  TUR. 

• Some  patients  who  originally  had  TURs  for 
benign  hypertrophy  will  develop  carcinoma  of  the 
prostate.  This  may  require  an  additional  TUR  or 
some  other  form  of  therapy,  depending  on  the 
extent  of  the  disease.  I have  found  ultrasound 
study  of  the  prostate  particularly  helpful  in  help- 
ing me  diagnose  these  cases  and  in  determining 
the  proper  treatment  for  them. 

• Bladder  neck  contractures.  Bladder  neck 
contractures  are  the  most  troublesome  late  com- 
plication of  a TUR.  Some  patients  will  develop 
them  in  spite  of  dilation  at  intervals  for  at  least 
a year.  This  contracture  can  be  almost  pinpoint 
in  size,  and  is  practically  always  anterior.  These 
people  usually  have  to  be  readmitted  to  the  hos- 
pital. Under  anesthesia,  1 use  a Collin’s  elec- 
trode knife  to  open  the  bladder  neck  so  that  I 
can  introduce  the  resectoscope.  I then  resect  all 
the  scar  tissue  possible  down  to  the  capsule.  The 
patient  then  wears  a catheter  for  about  a month, 
and  when  the  catheter  is  removed,  he  is  dilated 
to  a No.  28  French  every  two,  four,  six,  and  eight 
weeks,  or  whatever  is  necessary  to  be  sure  the 
contracture  is  staying  open.  Even  if  it  is,  I usu- 
ally dilate  him  every  six  months  indefinitely.  I 
emphasize  to  the  patient  how  important  it  is  for 
him  to  come  for  these  dilations,  because  this  will 
practically  always  prevent  a recurrence  of  the 
bladder  neck  contracture. 

A Few  General  Things  That  I Have 
Learned  During  This 

• A patient’s  mental  attitude  is  tremendously 
important  in  the  way  he  gets  along.  This  is  es- 


pecially true  in  old  people.  I will  not  knowingly 
operate  on  anyone  who  thinks  he  is  not  going  to 
get  well,  because  I have  learned  from  experi- 
ence that  sometimes  he  knows  what  he  is  talking 
about. 

• I have  found  that  it  helps  for  the  family  to 
stay  with  the  patient  and  keep  him  encouraged, 
because  patients  seem  to  do  better  in  this  sort  of 
environment. 

• Patients  who  have  a long  history  of  prosta- 
titis and  prostatic  stones,  and  who  develop  ob- 
struction and  require  a TUR,  are  more  likely 
than  patients  who  have  not  had  them  to  have 
complications  such  as  residual  infections  and 
bladder  neck  contracture.  I try  to  warn  the  pa- 
tient of  this  beforehand  so  that  he  will  not  be  too 
disappointed. 

• Satisfied  patients  are  our  best  advertise- 
ment and  our  best  and  most  reliable  source  of 
referrals.  Many  non-paying  patients  that  I saw  in 
my  early  practice  became  a source  of  referral  for 
me,  and  that  can  have  a snowballing  effect.  I be- 
lieve it  is  extremely  important  to  turn  as  many 
patients  as  you  possibly  can  into  satisfied  cus- 
tomers. 

Up  to  this  time,  I have  done  17,242  TURs; 
during  all  this  time,  I have  done  only  six  open 
prostatectomies  for  benign  disease.  Practically 
every  one  of  these  TURs  has  been  done  in  one 
sitting;  25  have  required  more  than  one,  and  they 
were  early  in  my  practice.  I have  resected  a great 
many  glands  weighing  between  150  and  200  gm, 
but  this  is  very  hard  work  and  I do  not  enjoy  it. 
I am  glad  that  they  are  few  and  far  between. 

My  mortality  rate  has  been  less  than  0.5%  for 
this  entire  series,  and  in  the  past  several  years  it 
has  been  considerably  less  than  that.  There  has 
been  only  one  death  in  the  last  2,000  cases,  and 
that  from  a ruptured  abdominal  aneurysm  just 
before  the  patient  was  to  be  discharged  after  an 
uneventful  TUR. 

The  TUR  is  still  my  first  love.  I get  the  same 
thrill  now  from  doing  the  operation  that  I did 
when  I first  started  out — or  maybe  even  more, 
because  I can  now  do  it  a lot  better.  Due  to  the 
tremendous  increase  in  the  number  of  urologists 
in  the  region,  I now  do  only  about  four  TURs  a 
week.  I have  recently  recovered  from  cardiac  by- 
pass surgery  and  they  tell  me  I am  good  for  an- 
other 100,000  miles!  I have  no  idea  of  retiring 
any  time  in  the  foreseeable  future.  r 
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Because  safety 

cannot  be  taken  for  granted 

in  H2-antagonist  therapy 


Minimal  potential  for 
drug  interactions 

Unlike  cimetidine  and  ranitidine,^ 
Axid  does  not  inhibit  the  cytochrome 
P-450  metabolizing  enzyme  system.^ 

Swift  and  effective 
H2-antagonist  therapy 

■ Most  patients  experience 
pain  relief  with  the  first  dose^ 

■ Heals  duodena!  ulcer 
rapidly  and  effectively"^^ 

■ Dosage  for  adults  with  active 
duodena!  ulcer  is  300  mg  once  nightly 
(150  mg  b.i.d.  is  also  available) 
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AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  literature  for  complete 
Information. 

Indications  and  Usage:  l./lcf/Ve  duodena/ u/cer-for  up  to  eight  weeks 
of  treatment  Most  patients  heal  within  four  weeks. 

2.  Maintenance  therapy -tor  healed  duodenal  ulcer  patients  at  a 
reduced  dosage  of  150  mg  h.s.  The  consequences  of  therapy  with  Axid 
tor  longer  than  one  year  are  not  known. 

Contraindication:  Known  hypersensitivity  to  the  drug.  Use  with  caution 
m patients  with  hypersensitivity  to  other  H2-receptor  antagonists. 
Precautions:  General-t.  Symptomatic  response  to  nizatidine  therapy 
does  not  preclude  the  presence  of  gastric  malignancy. 

2.  Dosage  should  be  reduced  in  patients  with  moderate  to  severe 
■enal  insufficiency. 

3.  In  patients  with  normal  renal  function  and  uncomplicated  hepatic 
dysfunction,  the  disposition  of  nizatidine  is  similar  to  that  in  normal 
subjects. 

Laboratory  Tesfs-False-positive  tests  for  urobilinogen  with  Multistix* 
may  occur  during  therapy. 

Drug  Interactions -Ho  interactions  have  been  observed  with  theophyl- 
■ine,  chlordiazepoxide,  lorazepam.  lidocaine,  phenytoin,  and  warfarin.  Axid 
does  not  inhibit  the  cytochrome  P-450  enzyme  system;  therefore,  drug 
nteractions  mediated  by  inhibition  of  hepatic  metabolism  are  not  expected 
to  occur.  In  patients  given  very  high  doses  (3,900  mg)  of  aspirin  daily, 
ncreased  serum  salicylate  levels  were  seen  when  nizatidine,  150  mg 
o.i.d.,  was  administered  concurrently. 

Carcinogenesis.  Mutagenesis.  Impairment  ol  Fertility- A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day 
about  80  times  the  recommended  daily  therapeutic  dose)  showed  no 
jvidence  of  a carcinogenic  effect  There  was  a dose-related  increase  in 
lie  density  of  enterochromaffin-like  (ECL)  cells  in  the  gastric  oxyntic 
■nucosa.  In  a two-year  study  in  mice,  there  was  no  evidence  of  a 
carcinogenic  effect  in  male  mice,  although  hyperplastic  nodules  of  the 
iver  were  increased  in  the  high-dose  males  as  compared  with  placebo, 
-emale  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day,  about  330 
limes  the  human  dose)  showed  marginally  statistically  significant 
ncreases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
lumerical  increase  seen  in  any  of  the  other  dose  groups.  The  rate  of 
lepatic  carcinoma  in  the  high-dose  animals  was  within  the  historical 
control  limits  seen  for  the  strain  of  mice  used.  The  female  mice  were 
given  a dose  larger  than  the  maximum  tolerated  dose,  as  indicated 
cy  excessive  (30%)  weight  decrement  as  compared  with  concurrent 
controls  and  evidence  of  mild  liver  injury  (transaminase  elevations).  The 
Kcurrence  of  a marginal  finding  at  high  dose  only  in  animals  given 
Axid*  (nizatidine,  Lilly) 


an  excessive  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to 
360  mg/kg/day,  about  60  times  the  human  dose),  and  a negative 
mutagenicity  battery  are  not  considered  evidence  of  a carcinogenic 
potential  for  /Vxid. 

/Lxid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its 
potential  genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled 
DNA  synthesis,  sister  chromatid  exchange,  mouse  lymphoma  assay, 
chromosome  aberration  tests,  and  a micronucleus  test 

In  a two-generation,  perinatal  and  postnatal  fertility  study  in  rats,  doses 
of  nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the 
reproductive  performance  of  parental  animals  or  their  progeny. 

Pregnancy-Teratogenic  Effects- Pregnancy  Category  C-Oral  repro- 
duction studies  in  rats  at  doses  up  to  300  times  the  human  dose  and  in 
Dutch  Belted  rabbits  at  doses  up  to  55  times  the  human  dose  revealed 
no  evidence  of  impaired  fertility  or  teratogenic  effect;  but,  at  a dose 
equivalent  to  300  times  the  human  dose,  treated  rabbits  had  abortions, 
decreased  number  of  live  fetuses,  and  depressed  fetal  weights.  On  intra- 
venous administration  to  pregnant  New  Zealand  White  rabbits,  nizatidine 
at  20  mg/kg  produced  cardiac  enlargement  coarctabon  of  the  aortic 
arch,  and  cutaneous  edema  in  one  fetus,  and  at  50  mg/kg,  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly, 
and  enlarged  heart  in  one  fetus.  There  are,  however,  no  adequate  and 
well-controlled  studies  in  pregnant  women,  it  is  also  not  known  whether 
nizatidine  can  cause  fetal  harm  when  administered  to  a pregnant  woman 
or  can  affect  reproduction  capacity.  Nizatidine  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to 
the  fetus. 

Nursing  Mothers -Sturiies  in  lactating  women  have  shown  that 
0.1%  of  an  oral  dose  is  secreted  in  human  milk  in  proportion  to  plasma 
concentrations.  Because  of  growth  depression  in  pups  reared  by  treated 
lactabng  rats,  a decision  should  be  made  whether  to  discontinue  nursing 
or  the  drug,  taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  L/se-Safety  and  effectiveness  iri  children  have  not  been 
established. 

Use  in  Elderly  F’af/enfs-Healing  rates  in  elderly  patients  were  similar 
to  those  in  younger  age  groups  as  were  the  rates  of  adverse  events  and 
laboratory  test  abnormalities.  Age  alone  may  not  be  an  important  factor 
in  the  disposition  of  nizatidine.  Elderly  patients  may  have  reduced 
renal  function. 

Adverse  Reactions:  Clinical  trials  of  varying  durations  included  almost 
5,000  patients.  Among  the  more  common  adverse  events  in  domestic 
placebo-controlled  trials  of  over  1,900  nizatidine  patients  and  over  1,300 
on  placebo,  sweating  (1%  vs  0.2%),  urticaria  (0.5%  vs  <0.01%),  and 
somnolence  (2.4%  vs  1.3%)  were  significantly  more  common  with 
nizatidine.  It  was  not  possible  to  determine  whether  a variety  of  less 
common  events  was  due  to  the  drug. 
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//epatic- Hepatocellular  injury  (elevated  liver  enzyme  tests  or  alkaline 
phosphatase)  possibly  or  probably  related  to  nizatidine  occurred  in  some 
patients.  In  some  cases,  there  was  marked  elevation  (>500  lU/L)  in  SCOT 
or  SGPT  and,  in  a single  instance,  SGPT  was  >2,000  lU/L  The  incidence 
of  elevated  liver  enzymes  overall  and  elevations  of  up  to  three  times 
the  upper  limit  of  normal,  however,  did  not  significantly  differ  from  that 
in  placebo  patients.  Hepatitis  and  jaundice  have  been  reported.  All 
abnormalities  were  reversible  after  discontinuation  of  Axid. 

Cardiovascular -\r\  clinical  pharmacology  studies,  short  episodes 
of  asymptomatic  ventricular  tachycardia  occurred  in  two  individuals 
administered  /Vxid  and  in  three  untreated  subjects. 

C/VS- Rare  cases  of  reversible  mental  confusion  have  been  reported. 

fnt/ocrrne- Clinical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  nizatidine. 
Impotence  and  decreased  libido  were  reported  with  equal  frequency  by 
patients  on  nizatidine  and  those  on  placebo.  Gynecomastia  has  been 
reported  rarely. 

Hematologic -Fatat  thrombocytopenia  was  reported  in  a patient 
treated  with  nizatidine  and  another  H2-receptor  antagonist  This  patient 
had  previously  experienced  thrombocvdopenia  while  taking  other  drugs. 
Rare  cases  of  thrombocytopenic  purpura  have  been  reported. 

Integumental -Sv/eatirng  and  urticaria  were  reported  significantly 
more  frequently  in  nizatidine-  than  in  placebo-treated  patients.  Rash  and 
exfoliative  dermatitis  were  also  reported. 

Hypersensitivity- As  with  other  Hj-receptor  antagonists,  rare  cases  of 
anaphylaxis  following  nizatidine  administration  have  been  reported. 
Because  cross-sensitivity  among  this  class  has  been  observed,  H2-receptor 
antagonists  should  not  be  administered  to  those  with  a history  of  hyper- 
sensitivity to  these  agents.  Rare  episodes  of  hypersensitivity  reactions 
(eg,  bronchospasm,  laryngeal  edema,  rash,  and  eosinophilia)  have  been 
reported. 

Ofher-Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported.  Eosinophilia,  fever,  and  nausea  related  to  nizatidine  have  been 
reported. 

Overdosage:  Overdoses  of  Axid  have  been  reported  rarely.  If  overdosage 
occurs,  activated  charcoal,  emesis,  or  lavage  should  be  considered  along 
with  clinical  monitoring  and  supportive  therapy.  Renal  dialysis  for  four 
to  six  hours  increased  plasma  clearance  by  approximately  84%. 
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Traumatic  Lung  Cyst 

CARLOS  FLORESGUERRA,  M.D.;  ANNA  M.  HICKMAN,  M.D.;  MICHAEL  STEIN,  M.D.; 
STEPHEN  K.  WILSON,  M.D.;  and  JAMES  V.  LEWIS,  M.D. 


Introduction 

Traumatic  lung  cyst  is  an  acute  intraparenchymal 
air  and/or  fluid  filled  cavity  surrounded  by  a pseudo- 
membrane, resulting  from  blunt  trauma  to  the  chest. 
The  pathophysiology  of  traumatic  lung  cyst  has  been 
explained  by  alveolar  or  bronchiolar  rupture  due  to  an 
acute  increase  in  intrapulmonary  pressure  or  by  shear 
forces  causing  parenchymal  laceration.' 

Case  Report 

A 15-year-old  boy  fell  from  the  back  of  a motorcycle  and 
sustained  blunt  trauma  to  the  chest.  His  initial  complaints 
were  right  upper  back  and  chest  pain  and  shortness  of  breath. 
Physical  examination  revealed  no  external  evidence  of  trau- 
ma, slight  diminution  of  respiratory  expansion  and  breath 
sounds  over  the  right  hemothorax,  and  tenderness  over  the 
right  scapula.  Arterial  blood  gas  analysis  was  normal.  Chest 
x-ray  showed  patchy  opacification  over  the  right  lung  field 
consistent  with  pulmonary  contusion,  non-displaced  fractures 
of  the  right  sixth  and  seventh  ribs,  fracture  of  the  distal  end 
of  the  right  clavicle,  and  thoracic  scoliosis  (Fig.  1).  Because 
of  severe  right  thoracic  pain,  thought  to  be  out  of  proportion 
to  the  initial  clinical  and  radiographic  findings,  CT  scan  of 
the  chest  was  performed.  Findings  on  CT  scan  that  had  not 
been  evident  on  plain  x-ray  included  a 15-cm  air  and  fluid 
filled  right  mid-lung  cyst,  an  approximately  20%  right  pneu- 
mothorax, and  fracture  of  the  coracoid  process  of  the  right 
scapula  (Fig.  2).  Right  tube  thoracostomy  was  performed,  and 
serial  follow-up  chest  x-rays  over  the  ensuing  ten  days  showed 
apparent  complete  expansion  of  the  right  lung  and  increas- 
ingly dense  right  mid-lung  opacification  compatible  with  pul- 
monary contusion,  but  still  with  no  evidence  of  the  patient’s 
known  lung  cyst  (Fig.  3).  Repeat  CT  scans  of  the  chest  at 
five  days  and  ten  days  after  injury  revealed  no  residual  pneu- 
mothorax and  persistence  of  the  15-cm  right  lung  cyst  con- 
taining air  and  fluid,  with  thickening  of  the  cyst  wall  and  sur- 
rounding increased  lung  density. 

CT-guided  needle  aspiration  of  the  cyst  ten  days  following 
injury  resulted  in  aspiration  of  a large  amount  of  air  and  a 
minimal  amount  of  bloody  fluid,  but  without  appreciable 
change  in  the  CT  scan  appearance  of  the  cyst.  The  patient’s 
chest  tube  was  removed  the  following  day,  and  he  was  dis- 
charged asymptomatic  from  the  hospital  two  weeks  following 
his  injury,  with  normal  pulmonary  function,  and  with  resolv- 
ing right  mid-lung  opacity  on  chest  x-ray.  He  was  followed 
closely  as  an  outpatient  and  remained  asymptomatic.  His  lung 
cyst  first  became  evident  on  plain  chest  x-ray  three  weeks 
after  his  injury,  as  the  surrounding  pulmonary  contusion  re- 
solved. Both  his  chest  x-ray  and  CT  scan  had  returned  to 
normal  after  four  months. 


From  the  Division  of  Trauma  Surgery,  James  H.  Quillen  College 
of  Medicine,  East  Tennessee  State  University,  Johnson  City,  and  the 
Holston  Valley  Hospital  Trauma  Center,  Kingsport. 
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Discussion 

Eighty-five  percent  of  patients  with  traumatic  lung 
cyst  are  younger  than  30  years  of  age  and  there  is  an 
equal  male  to  female  ratio.' 

Traumatic  lung  cysts  may  or  may  not  be  evident  on 
plain  chest  films,  depending  upon  the  density  of  the 


Figure  1.  Admission  chest  x-ray  consistent  with  right  pulmonary  con- 
tusion. 


Figure  2.  Admission  CT  scan  of  chest  showing  traumatic  lung  cyst 
and  pneumothorax  which  had  not  been  evident  on  plain  x-ray. 
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Figure  3.  Chest  x-ray  ten  days  after  injury  showing  resolving  pulmo- 
nary contusion  but  still  no  evidence  of  the  patient's  known  traumatic 
lung  cyst. 


cyst  content  (fluid  and/or  air)  and  the  relative  density 
of  surrounding  lung;  parenchyma.  The  cysts  should 
theoretically  be  readily  evident  on  CT  scan;  when  ev- 
ident, they  must  be  differentiated  from  congenital  cyst, 
abscess,  and  cavitating  carcinoma.^ 

Traumatic  lung  cyst  has  been  reported  to  be  a be- 
nign, self-limiting,  spontaneously  resolving  entity,  with 
surgical  intervention  rarely  indicated.  The  occasional 
spontaneous  rupture  of  a traumatic  lung  cyst  with  re- 
sultant pneumothorax  is  usually  adequately  treated  by 
tube  thoracostomy.  Resection  has  been  advocated  only 
for  infection  of  the  cyst  or  failure  of  the  cyst  to  resolve 
within  a reasonable  period  of  time,  usually  nine  weeks 
in  adults  and  four  months  in  children.’^ 

Conclusion 

The  incidence  of  traumatic  lung  cyst  following  blunt 
trauma  to  the  chest  is  probably  higher  than  currently 
recognized  in  that  it  may  often  not  be  evident  on  plain 
chest  films.  Routine  CT  scan  of  the  chest  for  blunt 
trauma  to  rule  out  traumatic  lung  cyst  is  probably  not 
indicated,  since  in  the  majority  of  cases  it  is  benign 
and  resolves  spontaneously.  Surgical  or  other  invasive 
procedures  are  rarely  indicated.  r ^ 
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Vanderbilt  Morning  Report 


An  Unusual  Case  of  Ventricular  Tachycardia 


Case  Report 

A 41 -year-old  white  man  was  evaluated  for  recurrent  ven- 
tricular tachycardia.  When  in  September  1989  palpitations, 
dyspnea,  chest  pain,  and  light-headedness  began  abruptly,  he 
was  found  to  be  in  ventricular  tachycardia  (VT),  which  was 
converted  to  sinus  rhythm  by  lidocaine.  Cardiac  catheteriza- 
tion revealed  minor  irregularities  of  the  coronary  arteries  and 
a left  ventricular  ejection  fraction  of  40%.  Biopsy  of  the  right 
ventricular  endomyocardium  revealed  mild  to  moderate  hy- 
pertrophy of  myocytes,  and  electrophysiologic  testing  dem- 
onstrated inducible  sustained  VT.  Ventricular  tachycardia  was 
not  inducible  after  administration  of  quinidine,  and  he  was 
subsequently  discharged  taking  quinidine  gluconate.  In  No- 
vember 1989  he  experienced  another  episode  of  VT  and  was 
admitted  for  further  study.  He  had  had  hypertension  since 
1973,  and  an  adenocarcinoma  of  the  sigmoid  colon  was  re- 
sected in  July  1987.  Review  of  systems  revealed  the  insidious 
onset  of  excessive  sweating,  acne,  occasional  joint  pains,  and 
an  increase  in  ring  and  shoe  sizes.  He  had  no  headaches, 
visual  field  disturbances,  paresthesias,  orthopnea,  dyspnea  on 
exertion,  pedal  edema,  or  exertional  chest  pain. 

Physical  examination  revealed  large  hands  and  feet,  coarse 
facial  features,  bossing  of  the  frontal  bones,  a large  tongue, 
acne,  and  prognathism  with  abnormally  spaced  lower  teeth.  His 
voice  was  deep  and  hoarse.  Visual  fields  were  intact.  There  was 
a fourth  heart  sound  but  no  murmurs,  jugular  venous  disten- 
sion, hepatomegaly,  or  peripheral  edema.  Serum  electrolytes, 
CBC,  and  magnesium  were  normal.  Radiograph  of  the  chest 
revealed  moderate  cardiomegaly.  Electrocardiogram  revealed  a 
nonspecific  interventricular  conduction  defect,  left  axis  devia- 
tion, and  nonspecific  T-wave  abnormalities. 

A diagnosis  of  acromegaly  was  therefore  considered.  Ear- 
ly morning  growth  hormone  level  was  elevated  at  9.4  ng/ml 
(normal  < 3).  Somatomedin  C was  elevated  at  40  U/ml  (nor- 
mal 0 to  10),  and  growth  hormone  levels  failed  to  suppress 
following  an  oral  glucose  load.  Magnetic  resonance  imaging 
(MRI)  of  the  brain  revealed  a 12x6-mm  pituitary  adenoma 
which  was  transected  transphenoidally,  after  which  growth 
hormone  and  somatomedin  C levels  returned  to  normal. 
Quinidine  was  discontinued,  and  he  was  treated  with  sotolol. 
Electrophysiologic  testing  following  hypophysectomy  failed  to 
induce  VT  while  on  sotolol.  There  have  been  no  recurrent 
episodes  of  VT  in  six  months  of  follow-up. 

Discussion 

Acromegaly  is  a disease  caused  by  hypersecretion 
of  growth  hormone  (GH),  usually  by  a pituitary  ade- 
noma.’ The  manifestations  of  acromegaly  result  from 
a combination  of  direct  effects  of  GH  and  the  indirect 
effects  mediated  by  somatomedins.  The  best  known  of 
the  GH-dependent  growth  factors  is  insulin-like  growth 
factor  I (IGF-I).  Biologic  activities  of  GH  and  soma- 
tomedins include  increased  synthesis  of  DNA,  RNA, 
and  protein,  antagonism  of  insulin  action,  accelerated 
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bone  and  cartilage  synthesis,  sodium  retention,  and  in- 
creased muscle  mass.'  The  clinical  features  of  acro- 
megaly are  due  to  the  biologic  activities  of  GH  and 
IGF-I  as  well  as  the  local  effects  of  an  expanding  pi- 
tuitary mass.  Signs  and  symptoms,  which  develop  in- 
sidiously, include  coarsening  of  facial  features,  enlarg- 
ing hands  and  feet,  headache,  visual  field  defects, 
hyperhidrosis,  hirsutism,  carpal  tunnel  syndrome,  os- 
teoarthritis, glucose  intolerance,  galactorrhea,  amen- 
orrhea, nephrolithiasis,  hypertension,  heart  failure,  and 
malignancy. '-3  Advanced  cases  have  marked  over- 
growth of  bone  and  soft  tissues  of  the  acral  regions, 
resulting  in  spade-like  hands,  prognathism,  a large 
nose,  frontal  bossing,  dental  malocclusion,  nerve  en- 
trapment, and  a deep  sonorous  voice. ^ 

Diagnosis  of  acromegaly  is  complicated  by  the  pul- 
satile nature  of  GH  release,  so  that  random  plasma  GH 
levels  are  of  limited  value.  Failure  of  an  oral  glucose 
load  to  suppress  GH  secretion  is  a reliable  diagnostic 
test  for  acromegaly.'  - Plasma  levels  of  IGF-I  are  not 
subject  to  pulsatile  fluctuations  because  of  its  much  longer 
half-life.  An  elevated  plasma  IGF-I  level  is  also  a relia- 
ble diagnostic  test  for  acromegaly. ^ A variety  of  other 
biochemical  tests  have  been  used  in  the  diagnosis  of  ac- 
romegaly, but  their  use  is  primarily  restricted  to  equiv- 
ocal cases.' ^ Since  GH-producing  tumors  are  usually  large 
by  the  time  a patient  is  seen,  an  adenoma  of  the  pitui- 
tary can  be  demonstrated  by  CT  or  MRI  in  most  cases. 

Untreated,  acromegaly  is  associated  with  a high 
morbidity  and  mortality. ^ The  major  cause  of  excess 
mortality  is  cardiovascular  disease.  Cardiovascular 
complications  of  acromegaly  may  result  from  several 
factors,  including  arterial  hypertension,  accelerated  ar- 
teriosclerosis, diabetes  mellitus,  and  heart  muscle  dis- 
ease.^ Arterial  hypertension  occurs  in  approximately  one- 
third  of  acromegalic  patients.  Accelerated  atheroscle- 
rosis has  been  suggested  as  a complication  of  acromeg- 
aly but  has  not  been  substantiated  by  autopsy  data.^^ 

Cardiomegaly  occurs  frequently  in  acromegaly.^ 
Symptomatic  heart  muscle  disease  (acromegalic  car- 
diomyopathy), in  which  there  is  heart  disease  in  the 
absence  of  hypertension,  atherosclerosis,  or  valvular 
heart  disease,  is  rare  but  well  documented. Histo- 
pathologic findings  include  myocardial  hypertrophy, 
interstitial  fibrosis,  lymphomononuclear  cell  infiltrate, 
myocarditis,  and  small  vessel  disease.^  Clinically,  ac- 
romegalic heart  disease  may  cause  dyspnea  on  exer- 
tion, arrhythmias,  and  radiographic  cardiomegaly.  The 
electrocardiogram  is  frequently  abnormal,  usually 
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showing  repolarization  abnormalities  or  intraventricu- 
lar conduction  defects.  Limited  improvement  in  car- 
diac symptoms  and  hemodynamic  variables  has  fol- 
lowed medical  or  surgical  therapy  of  acromegaly.-'*^ 
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A Case  of  Refractory  Hypotension 


Case  Report 

A 57-year-old  white  man  was  transferred  to  Vanderbilt 
University  Hospital  following  a cardiopulmonary  arrest  at  an 
outside  hospital.  He  called  his  local  ambulance  service  the 
day  of  admission  complaining  of  increasing  lower  extremity 
weakness  over  the  preceding  few  days;  soon  after  ambulance 
personnel  arrived,  the  patient  had  a generalized  seizure.  He 
was  transported  to  a local  emergency  room,  and  upon  arrival 
had  cardiopulmonary  arrest  requiring  electrical  cardioversion 
and  intubation.  Intravenous  dopamine  was  started  because  of 
hypotension.  Medical  history  was  significant  for  alcohol  abuse 
and  a seizure  disorder.  No  further  history  was  available.  He 
was  transferred  to  Vanderbilt  Hospital  via  helicopter  for  fur- 
ther management. 

His  systolic  blood  pressure  on  arrival  was  60  mm  Hg  and 
pulse  120/min  while  receiving  dopamine  (20  |xg/kg/min  IV). 
Rectal  temperature  was  96°  F.  Head  and  neck  examination 
was  unremarkable.  There  were  coarse  rhonchi  in  all  lung 
fields,  and  there  was  tachycardia  without  murmur,  gallop,  or 
rub.  The  abdomen  was  distended,  but  bowel  sounds  w'ere 
present.  The  patient  was  obtunded  but  responded  to  painful 
stimulus.  Laboratory  examination  was  remarkable  for  sodium 
132  mEq/L,  potassium  3.0  mEq/L,  bicarbonate  17  mEq/L, 
glucose  331  mg/dl,  and  creatinine  2.2  mg/dl.  CBC  and  plate- 
lets were  normal  except  for  hematocrit  of  34%.  On  chest  x- 
ray  there  was  a small  left  lower  lobe  infiltrate;  endotracheal 
tube  placement  was  correct. 

Upon  arrival  at  the  Vanderbilt  emergency  room,  blood 
cultures  were  obtained,  and  broad-spectrum  intravenous  an- 
tibiotics were  given  for  presumed  sepsis.  Though  vigorous  in- 
travenous hydration  was  initiated  his  blood  pressure  did  not 
improve,  and  the  dopamine  was  increased  incrementally  to 
45  |4.g/kg/min.  Echocardiogram  was  normal.  Over  the  next  six 
hours,  the  patient  became  progressively  more  hypotensive 
despite  initiation  of  norepinephrine  and  epinephrine  infu- 
sions, and  died  six  hours  after  admission. 

Autopsy  revealed  bilaterally  enlarged  necrotic  adrenal 
glands  which  were  totally  replaced  by  caseous  necrosis  and 
many  Histoplasma  capsulatum.  Blood  cultures  drawn  on  ad- 
mission were  negative. 

Discussion 

Although  there  was  no  biochemical  documentation 
of  adrenal  insufficiency  in  this  man,  his  adrenal  glands 
were  destroyed  by  Histoplasma.  Addison’s  disease 


Prepared  by  Stokes  Peebles,  M.D.,  chief  medical  resident,  Nash- 
ville Veterans  Administration  Medical  Center. 


caused  by  disseminated  histoplasmosis  has  been  re- 
ported in  all  areas  where  the  fungus  is  endemic'  - and 
should  be  specifically  investigated  as  a cause  of  adre- 
nal insufficiency  when  it  occurs  in  these  places. ^ 

In  autopsy  series,  adrenal  gland  involvement  occurs 
in  up  to  80%  of  cases  of  disseminated  histoplasmosis, 
and  adrenal  insufficiency  develops  in  10%  to  20%  of 
these  patients.  Some  authors  believe  that  histoplasmosis 
leads  to  extracapsular  perivasculitis  with  thrombosis  and 
subjacent  infarction  and  swelling.^  The  adrenal  glands 
become  ver\'  enlarged,  with  complete  caseous  necrosis, 
which  would  explain  the  very  common  marked  bilateral 
adrenal  enlargement  on  CT  scan  and  abdominal  ultra- 
sound in  patients  who  have  proven  disseminated  histo- 
plasmosis.The  temporal  relationship  of  adrenal  gland 
involvement  in  disseminated  histoplasmosis  is  unclear; 
patients  may  have  adrenal  insufficiency  of  unknown 
etiology  and  subsequently  be  diagnosed  with  disseminat- 
ed histoplasmosis  up  to  one  year  later.  Alternatively,  they 
may  have  disseminated  histoplasmosis  and  subsequently 
develop  adrenal  insufficiency. 

Adrenal  insufficiency  is  the  most  common  cause  of 
death  in  these  patients.  There  is  a case  report  of  a 
patient  with  adrenal  insufficiency  due  to  disseminated 
histoplasmosis  in  whom  the  adrenal  insufficiency  re- 
solved with  ketoconazole  therapy but  in  most  cases, 
antifungal  therapy  does  not  restore  adrenal  function. 

In  summary,  disseminated  histoplasmosis  is  an  im- 
portant cause  of  Addison's  disease  and  should  be  con- 
sidered whenever  a diagnosis  of  adrenal  insufficiency 
is  made  in  Tennessee  or  other  endemic  areas,  r ^ 
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Communicable  Disease  Reporting:  Why? 

KERRY  GATELEY,  M.D. 


There  are  increasing  demands  these  days  on  the 
physician's  time.  Considering  these  time  burdens,  it  is 
no  wonder  that  many  physicians  do  not  find  the  time 
to  report  communicable  diseases  to  the  health  depart- 
ment. Unlike  some  things  physicians  are  asked  to  do, 
however,  communicable  disease  reporting  plays  an  im- 
portant role  in  maintaining  the  health  and  well-being 
of  our  state’s  citizens.  Here  are  some  reasons  why 
physicians  should  report; 

(1)  Reporting  allows  state  epidemiologists  to  iden- 
tify outbreaks  of  diseases  that  may  require  further  in- 
tervention. Case  reports  of  measles,  for  example,  may 
indicate  a need  for  a stepped-up  vaccination  program 
at  a local  school.  Reports  of  possible  foodborne  ill- 
nesses may  alert  public  health  professionals  to  the  need 
for  an  inspection  of  food  handling  practices.  In  certain 


From  the  Communicable  Disease  Control  Section,  Tennessee  De- 
partment of  Health  and  Environment,  Nashville. 


situations — cases  of  botulism  or  rabies,  for  example- 
immediate  action  must  be  taken  to  remove  the  danger 
of  further  exposure.  In  all  these  situations  the  goal  is 
to  prevent  the  spread  of  illness,  something  in  which  all 
physicians  have  an  interest. 

(2)  Reporting  provides  an  epidemiologic  basis  for 
medical  practice.  Knowledge  that  tuberculosis  is  in- 
creasing among  the  elderly  in  Tennessee  should  re- 
mind clinicians  to  entertain  this  diagnosis  in  the  nurs- 
ing home  patient  with  fever  and  weight  loss.  Major 
increases  in  syphilis  in  certain  areas  of  the  state  have 
emphasized  the  need  to  obtain  appropriate  serologic 
studies  in  the  workup  of  a variety  of  conditions.  Ther- 
apy also  may  be  affected;  for  example,  sexually  trans- 
mitted disease  (STD)  reporting  has  allowed  the  health 
department  to  warn  physicians  that  the  incidence  of 
penicillin-resistant  gonorrhea  is  rapidly  increasing  in 
some  areas. 

(3)  The  level  of  reporting  can  directly  affect  the 
amount  of  funding  available  to  combat  diseases.  AC- 


TABLE 1 

REPORTABLE  DISEASES  IN  TENNESSEE 


Category  1 — These  diseases  require  immediate  public  health 
involvement  and  should  be  reported  to  the  local  health  depart- 
ment without  delay.  All  telephone  notifications  should  be  fol- 
lowed by  a report  on  a morbidity  card. 

Category  2 — These  diseases  may  be  reported  by  a Morbidity 
Report  Card,  telephone  or  other  suitable  means. 


Category  3 — Total  number  of  cases  seen  during  the  seven-day 
reporting  period,  using  the  Morbidity  Report  Card  or  other  suit- 
able means. 


anthrax,  botulism,  cholera,  diphtheria,  foodborne  or  waterborne  disease  out- 
breaks, encephalitis  (arthropod-borne,  postvaccinal),  hepatitis  A,  measles, 
meningitis  (meningococcal.  Hemophilus  influenzae),  pertussis,  plague,  po- 
liomyelitis, rabies  (human),  rubella,  salmonellosis  (typhoid),  typhus 

brucellosis,  campylobacteriosis,  congenital  rubella  syndrome,  disease  out- 
breaks (industrial  exposure,  all  other  outbreaks  not  Category  1),  encephalitis 
(all  other  not  Category  1),  hepatitis  (B  and  non-A,  non-B),  legionellosis,  lep- 
rosy, leptospirosis,  Lyme  disease,  malaria,  meningitis  (other  bacterial,  not 
Category  1),  mumps,  psittacosis,  Reye  syndrome.  Rocky  Mountain  spotted 
fever,  salmonellosis  (non-typhoid),  shigellosis,  tetanus,  toxic  shock  syn- 
drome, trichinosis,  tuberculosis  (all  forms),  tularemia 

aseptic  meningitis,  chicken  pox,  influenza,  nongonococcal  urethritis  (NGU) 


Category  4 — Diseases  reported  on  the  Confidential  STD  Report  STDs;  Tennessee  law  requires  the  confidential  report  of  any  of  these  STDs 
Card.  STD  reports  are  to  be  submitted  sealed  in  an  envelope  diagnosed  in  a child  13  years  of  age  or  younger:  chlamydia  trachomatis,  gon- 

which  can  be  obtained  from  the  local  health  department.  orrhea,  syphilis  (any  stage),  genital  herpes  simplex 

Category  5 — AIDS  reporting  by  Special  Reporting  Procedures. 

Confidential  reporting  of  AIDS  cases  to  the  AIDS  Section  of  the 
Tennessee  Dept,  of  Health  and  Environment  (615)  741-7500  or 
designated  health  department  personnel. 
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curate  statistics  are  needed  to  assess  the  burden  of 
various  conditions  on  Tennessee’s  population  and  to 
ensure  the  proper  allocation  of  resources.  Federal 
agencies  also  employ  the  state’s  reporting  system  to 
estimate  the  need  for  federal  dollars  to  combat  AIDS, 
tuberculosis,  STDs,  and  many  other  communicable 
diseases. 

(4)  Reporting  is  required  by  law.  Under  the  provi- 
sions of  the  Tennessee  Code  Annotated,  Sections  49-6, 
68-5,  68-8,  68-9  and  68-10,  certain  diseases  must  be 
reported  (Table  1).  Note  that  STDs  and  AIDS  employ 
a special  reporting  system. 

We  at  the  Tennessee  Department  of  Health  and  En- 
vironment hope  to  make  communicable  disease  report- 
ing as  “quick  and  painless’’  as  possible.  There  are  sev- 
eral mechanisms  for  reporting.  Morbidity  reporting  cards 
are  mailed  weekly  to  Tennessee  physicians  more  likely 
to  encounter  cases  of  infectious  disease — pediatricians, 
internists,  and  family  practitioners.  Failure  to  use  the 
cards  for  a year  may  cause  a physician  to  be  dropped 
from  the  mailing  list,  but  this  does  not  change  the  legal 
requirement  and  public  health  need  for  reporting.  Phy- 
sicians may  be  added  to  or  deleted  from  this  mailing  list 
upon  request.  If  the  cards  are  inconvenient,  other  ar- 
rangements can  be  worked  out  with  the  local  health  de- 
partment; for  example,  some  physicians  prefer  to  report 
by  telephone.  Please^  contact  your  local  health  depart- 
ment or  call  the  Communicable  Disease  Control  Divi- 
sion at  (615)  741-7247  for  assistance.  r 


'^Our  Solution  Can  Be  Your'^ 
Opportunity 

In  Tennessee  there  are  more  than  80 
communities  that  have  a shortage  of 
physicians  providing  primary  or  obstetrical 
care.  Financial  incentives  such  as; 


Loan  Repayment: 
Start-up  Grants: 
Locum  Tenens: 
Extended  Term: 
Practice  Subsidy: 


Up  to  $50,000 
" " 25,000 

" " 5,000 

" " 50,000 

" " 25,000 


and  Professional  Liability  Assistance  are 
now  available  to  those  who  are  willing  to 
begin  or  relocate  a practice  in  these 
communities.  If  you  would  like  to  find  out  if 
you  are  an  eligible  candidate,  please  call  or 
write  to; 


Annette  Menees 

Health  Access 

536  Cordell  Hull  Bldg. 

Nashville,  TN  37247-5410 
615-741-7308 

You  Can  Make  a Difference! 
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Your  Health 
Depends  On... 

. . . your  medical  insurance  coverage.  But 
don’t  wait  until  you  file  a claim  to  test  your 
coverage.  With  today’s  rising  health  care  costs, 
you  can’t  afford  not  to  find  out  more  about 
TMA’s  medical  insurance  plan  for  physicians. 

Fill  out,  clip  and  return  the  coupon  below. 
We  will  send  you  information  on  a medical 
insurance  plan  that’s  the  right  prescription  for 
your  pocketbook.  Or,  call  us  toll  free 
at  1-800-347-1109. 


Yes,  send  me  information  on  TMA’s  medical 
insurance  plan. 


Name 


Firm  name 


Phone  # 


Address 


Ciry 


Mail  to  Plan  Administrator 
The  TMA  Association  Insurance  Agency,  Inc. 

P.O.  Box  1109,  Chattanooga,  TN  37401 
Sponsored  by  the  Tennessee  Medical  Association! 


BEAN 
AIR  FORCE 
PHYSICIAN. 


USAF  Health  Professions 
(615)  889-0732 
Station-To-Station  Collect 


Become  the  dedicated 
physician  you  want  to 
be  while  serving  your 
country  in  today’s  Air 
Force.  Discover  the 
tremendous  benefits  of 
Air  Force  medicine.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  quality  lifestyle, 
quality  benefits  and  30 
days  of  vacation  with 
pay  per  year  that  are 
part  of  a medical  career 
with  the  Air  Force.  And 
enjoy  the  satisfaction  of 
a general  practice  with- 
out the  financial  and 
management  burden. 
Today’s  Air  Force  offers 
an  exciting  medical  envi- 
ronment and  a non-con- 
tributing retirement  plan 
for  physicians  who  qual- 
ify. Learn  more  about 
becoming  an  Air  Force 
physician.  Call 


I 
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Special  Communication 


Durable  Powers  of  Attorney  for  Health  Care  Decisions: 
Understanding  the  Latest  Malpractice  Risk 

DAVID  E.  FOWLER 


Effective  April  9,  1990,  the  Tennessee  Legislature 
authorized  the  creation  of  a “durable  power  of  attor- 
ney for  health  care,”  which  is  referred  to  herein  as  a 
“Power.”'  In  general,  such  a Power  is  an  instrument 
by  which  an  individual,  known  as  the  Principal,*  names 
another,  known  as  the  attorney-in-fact,  to  make  deci- 
sions for  the  Patient  concerning  any  care,  treatment, 
service,  or  procedure  to  maintain,  diagnose,  or  treat 
the  Patient’s  physical  or  mental  condition.  The  statute 
governing  such  Powers  contains  many  specific  provi- 
sions with  which  every  health  care  provider”  should 
have  some  general  familiarity.  The  purpose  of  this  ar- 
ticle is  to  help  health  care  providers  better  understand 
and  evaluate  their  rights  and  duties  under  the  statute. 

Technical  Formalities 

The  first  step  in  evaluating  one’s  rights  and  duties 
under  a Power  is  to  determine  when  it  was  executed. 
If  the  Power  was  executed  on  or  after  April  9,  1990, 
the  attorney-in-fact  will  not  be  able  to  exercise  any 
power  purportedly  granted  in  the  Power  unless  certain 
technical  requirements  are  followed  in  connection  with 
its  execution.  The  Power  must  contain  the  date  of  its 
execution  and  be  signed  by  two  witnesses,  each  of 
whom  must  sign  a declaration  which,  in  substance, 
states  that: 

• They  personally  know  the  Patient; 

• The  Patient  signed  or  acknowledged  the  Power  in 
their  presence; 


Mr.  Fowler  is  an  attorney  with  the  law  firm  of  Spears,  Moore. 
Rebman  & Williams,  P.C. 

Reprint  requests  to  Spears,  Moore,  Rebman  & Williams.  Inc., 
Attorneys  at  Law,  Blue  Cross  Building,  Eighth  Floor,  Chattanooga, 
TN  37402  (Mr.  Fowler). 

‘For  convenience  and  ease  of  reading  the  “Principal”  will  be  re- 
ferred to  throughout  as  the  “Patient.”  Italicized  references  to  “Pa- 
tient” are  used  in  place  of  the  word  “Principal”  whenever  it  is  contained 
in  any  quoted  statutory  provision. 

'By  statute,  a “health  care  provider”  means  “a  person  who  is  li- 
censed, certified,  or  otherwise  authorized  or  permitted  by  law  of  this 
state  to  administer  health  care  in  the  ordinary  course  of  business  or 
practice  of  a profession”  [Tenn  Code  Annotated  §34-6-201(4)].  A 
“person”  includes  “an  individual,  corporation,  partnership,  associa- 
tion, the  state,  a city,  county,  city  and  county,  or  other  public  entity 
or  governmental  subdivision  or  agency,  or  any  other  legal  entity”  [Tenn 
Code  Annotated  §34-6-201(5)]. 


• The  Patient  appeared  to  be  of  sound  mind  and  un- 
der no  fraud,  duress,  or  undue  influence;  and 

• They  are  not  the  attorney-in-fact,  a health  care 
provider  or  an  employee  of  such,  or  the  operator  of 
a health  care  institution  or  an  employee  of  such. 

In  addition,  one  witness  must  sign  the  following 
declaration:  “I  further  declare  under  penalty  of  per- 
jury under  the  laws  of  Tennessee  that  I am  not  related 
to  the  Patient  by  blood,  marriage,  or  adoption,  and,  to 
the  best  of  my  knowledge,  I am  not  entitled  to  any 
part  of  the  estate  of  the  Patient  upon  the  death  of  the 
Patient  under  a will  now  existing  or  by  operation  of 
law.” 

The  Power  must  be  notarized,  and  the  notary  must 
certify  his  knowledge  of  the  Patient^  that  the  Patient 
personally  acknowledged  executing  the  Power,  and  that 
the  Patient  appeared  to  be  of  sound  mind  and  under 
no  fraud,  duress,  or  undue  influence.  Technically,  the 
statute  requires  only  that  the  Power  contain  the  dec- 
larations outlined  herein,  or  alternatively,  be  notar- 
ized. However,  I believe  that  most  attorneys  will  in- 
clude the  declaration  and  have  the  Power  notarized. 

Lastly,  the  Patient  cannot  name  an  attorney-in-fact 
who  is 

• The  treating  health  care  provider  or  any  employee 
of  such,  or 

• An  operator  of  a health  care  institution  or  an  em- 
ployee of  such  (except  that  an  employee  of  the 
treating  health  care  provider  or  health  care  institu- 
tion who  is  a relative  of  the  Patient  by  blood,  mar- 
riage, or  adoption  can  be  the  attorney-in-fact). 

If  these  requirements  are  not  met,  then  the  attor- 
ney-in-fact has  no  more  authority  to  act  on  behalf  of 
your  Patient  than  any  other  person  does.  If  the  Power 
was  executed  before  April  9,  1990,  the  formalities  for 
execution  are  not  required.  If  this  is  the  case,  the  at- 
torney-in-fact  can  exercise  the  authority  granted  in  the 
Power,  although  the  health  care  provider  and  the  at- 
torney-in-fact  will  be  subject  to  the  other  provisions  of 
the  new  law. 

What  Decisions  Are  Authorized 

Once  it  is  determined  that  the  Power  is  effective,  it 
is  necessary  to  determine  whether  the  decision  made 
by  the  attomey-in-fact  is  authorized  by  the  Power.  This 
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determination  will  require  a careful  reading  of  the 
Power.  (If  a Living  Will  also  exists,  it  will  be  necessary 
to  ensure  that  it  is  consistent  with  the  Power  with  re- 
spect to  the  implementation  or  withdrawal  of  life-pro- 
longing procedures.)  Unless  the  Power  provides  oth- 
erwise, the  attorney-in-fact  can: 

• Consent,  refuse  to  consent,  or  withdraw  consent  to 
any  care,  treatment,  service,  or  procedure  to  main- 
tain, diagnose,  or  treat  the  Patient’s  physical  or 
mental  condition; 

• Authorize  the  transfer  of  the  Patient  to  the  care  of 
others; 

• Authorize  withholding  or  withdrawing  the  “appli- 
cation of  life-prolonging  procedures”  that  “would 
serve  only  to  artificially  [sic]  prolong  the  dying  proc- 
ess,” but  only  if  (i)  the  Patient  has  a condition  from 
which  the  attending  physician  has  determined  that 
there  can  be  no  recovery,  and  (ii)  death  is 
“imminent”^; 

• Make  a disposition  under  the  Uniform  Anatomical 
Gift  Act; 

• Authorize  an  autopsy  pursuant  to  the  Post  Mortem 
Examination  Act;  and 

• Direct  the  disposition  of  the  Patient’s  remains. 

By  law,  the  attorney-in-fact  has  priority  over  any 
other  person  to  act  for  the  Patient  in  all  matters  out- 
lined above,  unless  a court  finds  by  clear  and  convinc- 
ing evidence  that  the  attorney-in-fact  is  acting  in  bad 
faith. 

Entitlement  to  Statutory  Immunity 

Even  if  the  Power  was  validly  executed  and  the 
health  care  provider  has  a good  faith  belief  that  the 
decision  of  the  attorney-in-fact  is  not  inconsistent  with 
the  Patient’s  desires  as  expressed  in  the  Power,  one 
still  may  be  subject  to  criminal  prosecution,  civil  lia- 
bility, or  professional  disciplinary  action  for  relying  on 
the  Power  unless: 

• There  is  a good  faith  belief  that  the  attorney-in-fact 
is  authorized  under  the  law  to  make  decisions;  and 

• If  the  decision  is  to  withhold  or  withdraw  health  care 
“necessary  to  keep  the  Patient  alive,”  the  health  care 
provider  has:  (i)  made  a good  faith  effort  to  deter- 
mine the  Patient’s  desires  to  the  extent  that  the  Pa- 
tient is  able  to  convey  those  desires,  to  the  health 
care  provider,  and  (ii)  included  the  results  of  those 
efforts  in  the  Patient’s  medical  records. 

The  most  troublesome  requirement  for  entitlement 
to  statutory  immunity  is  in  knowing  when  one’s  belief 
that  the  attorney-in-fact  is  authorized  to  act  is  held  in 
“good  faith.”  What  efforts  must  the  health  care  pro- 
vider take  to  determine  whether  the  Power  has  been 
revoked?  The  statute  gives  no  guidance,  but  at  a min- 
imum it  would  seem  to  be  necessary  to  consult  with 
the  other  family  members  concerning  the  existence  of 
a revocation  of  the  Power  by  the  Patient,  and  to  in- 
clude a record  of  those  efforts  in  the  Patient’s  medical 
records.  It  would  also  be  advisable  to  make  a good 
faith  effort  to  determine  who  the  Patient’s  attorney  is, 
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and  to  consult  with  him  concerning  the  status  of  the 
Power.  Where  there  is  doubt,  or  where  life-prolonging 
procedures  are  to  be  refused  or  withdrawn,  it  might 
also  be  advisable  to  check  the  records  of  the  Register 
of  Deeds  in  the  county  of  the  Patient’s  residence. 

Effect  on  Professional  Judgment 
and  Discretion 

The  statute  also  expressly  provides  that  a health  care 
provider  is  not  subject  to  prosecution,  liability,  or  dis- 
ciplinary action  for  refusing  to  honor  the  decision  of 
the  attorney-in-fact  to  withdraw  health  care  necessary 
to  keep  the  Patient  alive.  The  effect  of  this  provision, 
however,  is  to  imply  that  the  health  care  provider  may 
be  subject  to  liability  for  damages  arising  out  of  a fail- 
ure to  implement  any  other  type  of  decision. 

One  decision  that,  by  statute,  the  health  care  pro- 
vider must  implement  is  the  decision  to  “transfer  . . . 
a Patient  to  the  care  of  others  when  as  a matter  of 
conscience  the  health  care  provider  cannot  implement 
the  health  care  decisions  made  by  the  attorney-in-fact.” 
Actually,  the  statute  implies  an  affirmative  duty  on  the 
health  care  provider  to  arrange  for  the  transfer  “when 
as  a matter  of  conscience  the  health  care  provider  can- 
not implement”  a decision.  Accordingly,  caution  dic- 
tates that  the  health  care  provider  offer  to  arrange  for 
a transfer  if  he,  she  or  it  refuses  to  implement  the  at- 
torney-in-fact’s  decision  (regardless  of  whether  the  de- 
cision relates  to  life-prolonging  procedures).  If  the 
health  care  provider  does  not  offer  to  transfer  a Pa- 
tient to  the  care  of  “others”  (a  term  which  would  seem 
to  include  family  members),  then,  after  the  fact,  the 
family  may  sue  for  the  medical  expenses  that  could 
have  been  avoided  had  they  been  informed  of  their 
right  to  take  the  Patient  home  or  to  transfer  the  Pa- 
tient elsewhere.  While  such  a claim  may  seem  ten- 
uous, unfortunately,  in  our  litigious  society,  someone 
might  think  that  it  has  some  settlement  value. 

Procedural  Burdens 

The  statute  also  imposes  some  new  procedural  re- 
quirements in  addition  to  those  discussed  above.  If  the 
health  care  provider  receives  oral  or  written  notice  from 
the  Patient  that  the  Power  has  been  revoked,  the  health 
care  provider  “shall  make”  the  notification  a part  of 
the  Patient’s  medical  records.  The  statute  also  requires 
the  health  care  provider  to  make  a “reasonable  effort” 
to  notify  the  attorney-in-fact  of  the  revocation.  What 
effort  will  be  considered  “reasonable”  may  vary  with 
the  circumstances.  Fortunately,  there  is  no  statutory 
penalty  for  failure  to  comply  with  either  of  these  re- 
quirements. However,  if  the  health  care  provider  acts  in 
reliance  on  a Power  that  has  been  revoked  and  it  is 
proved  that  the  health  care  provider  was  so  notified  but 
failed  to  make  a record  of  the  revocation,  the  dollar  val- 
ue of  the  health  care  provider’s  exposure  may  increase, 
and  the  malpractice  carrier  may  begin  looking  for  an  ex- 
clusion from  coverage  for  statutory  violations. 
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General  Principles 

In  closing,  it  is  important  to  keep  a few  general 
principles  in  mind.  First,  if  the  Patient  can  in  any  way 
communicate  his  health  care  decisions  at  the  necessari- 
time,  they  are  to  be  effected  to  the  exclusion  of  any 
contrary  decisions  by  the  attorney-in-fact  under  the 
Power.  Second,  statutory  immunity  is  available  only  to 
the  extent  that  there  would  be  no  liability  if  the  Pa- 
tient, having  had  the  capacity  to  give  informed  con- 
sent, had  made  the  decision  on  his  own  behalf  under 
like  circumstances.  For  example,  negligent  perfor- 
mance of  any  treatment  or  failure  to  make  full  disclo- 
sure to  the  attorney-in-fact  may  still  result  in  prosecu- 
tion, liability,  and/or  disciplinary  action.  Third,  the 
statute  does  not  affect  the  law  governing  health  care 
treatment  in  an  emergency. 

In  attempting  to  address  an  important  issue  in  the 
health  care  industry,  the  Legislature  has  imposed  new 
risks  to  the  practice  of  medicine.  However,  if  one  pro- 
ceeds with  caution  when  presented  with  a Power  for 
health  care  decisions,  this  new  risk  can  be  minimized. 
Remember,  “an  ounce  of  prevention  is  worth  a pound 
of  cure!”  F ^ 
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American  Medical  Association 
Hospital  Medical  Staff  Section 
Sixteenth  Assembly  Meeting 
November  29  - December  3, 1990 

Medical  Staffs  from  across  the  country  are  encouraged  to 
elect  a medical  staff  representative  to  participate  in  the 
.LMVHMSS  .Assembly  .Meeting  November  29 -December  3. 
1990  at  The  Peabody  Orlando  in  Orlando.  Florida. 

The  HMSS  .Assembly  provides  medical  staffs  with  a 
unique  opportunity  to  discuss  and  participate  in  the 
policy  making  process  of  the  A.ALA.  In  addition  to  the 
.Assembly  Meeting,  an  informative  program  on  Economic 
Credentialing  will  be  presented. 

If  you  are  unable  to  participate  in  the  Orlando  Meeting, 
we  encourage  you  to  call  us  with  the  name  of  your  HMSS 
Representative. 

For  further  information  about  the  .AALA-H.MSS.  please 
call  (312)  464--i"5-i  or  -i6-i-i'"6l. 


C.H.I.R 

(Confidential  Help  and  Intervention  for  Professionals) 

An  Intense  Short-Term  Focused  Program 
Exclusively  For  Professionals 

To  educate  professionals  concerning  chemical 
dependency  and  its  effects 

To  reach  out  to  professionals  prior  to  the  onset 
of  serious  personal  and  professional  problems 

To  provide  CONFIDENTIAL  help  in  a caring, 
nurturing  atmosphere 

To  provide  14  days  of  quality  care  at  an  afford- 
able cost  (average  cost  $3,(XX)) 

C.H.I.R 

Perry  Memorial  Hospital 

Linden,  Tennessee 
(615)  589-2121  ext.  310,  or  in  Tennessee  (800)  852-7438 

zf//  CAus  Am 


T Purpose: 
T Objective: 
T Goal: 

T Pledge: 
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Minutes  of  the  Tennessee  State 
Board  of  Medical  Examiners  Meetings 

May  14-16,  1990 


Members  Present:  William  W.  Cloud,  M.D.,  President 
Oscar  M.  McCallum,  M.D.,  Secretary 
Edgar  Scott,  M.D. 

Chris  Blevins,  M.D. 

The  meeting  was  called  to  order  by  Dr.  Cloud, 
president. 

Applicant  Interviews 

Dr.  William  Miles  appealed  the  denial  of  his  licen- 
sure by  reciprocity.  He  presented  additional  informa- 
tion regarding  the  University  of  Juarez  and  the  length 
of  the  medical  program.  It  was  agreed  that  the  Uni- 
versity of  Juarez  was  acceptable  to  Tennessee  and  that 
Dr.  Miles  be  approved  for  licensure. 

The  following  applicants  were  interviewed  and  ap- 
proved for  licensure:  Drs.  Frank  Knapp,  Gladys  E. 
Martin,  Jon  R.  Miller,  Richard  S.  Miller,  Karen 
Moyer,  John  T.  Sexton,  Judith  E.  Wall,  and  Jennie  L. 
Williams. 

Dr.  Gholamreza  Safarian  appeared  and  was  denied 
licensure  based  on  a low  FLEX  score.  He  was  not 
board  certified,  therefore  he  did  not  qualify. 

Dr.  Eric  Brown  was  requested  to  submit  a letter  of 
reference  from  his  present  job  to  include  recommen- 
dations on  his  clinical  competency. 

Dr.  Salim  Gene  was  denied  licensure  until  he  was 
employed  in  Tennessee. 

Dr.  Fawey  I.  Homati  was  approved  contingent  upon 
a letter  from  his  residency  program  stating  he  would 
complete  his  training.  This  letter  must  be  received  no 
earlier  than  three  months  prior  to  his  completion  of 
the  program. 

Drs.  Robert  K.  Smith  and  Jovie  Bridgewater  were 
approved  for  one  year  as  locum  tenens  licensees.  They 
must  reapply  at  the  conclusion  of  one  year. 

Summary  Suspensions 

Name:  Dr.  Dale  Norris 

Violation:  Evidence  was  presented  that  Dr.  Norris 
had  not  complied  with  the  Agreed  Order  entered  in 
November  1989. 

Action:  License  Summarily  Suspended. 

Name:  Dr.  Kenneth  Dickson 

Violation:  Evidence  was  presented  that  Dr.  Dick- 
son had  exhibited  characteristics  indicative  of  mental 
instability  and/or  chemical  dependency. 

Action:  License  Summarily  Suspended. 


(Parts  of  these  minutes  not  relevant  to  the  medical  profession  have 
been  deleted.) 
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Agreed  Orders 

Name:  Dr.  Ralph  Robinson 

Violation:  Overprescribing.  Dr.  Robinson  agreed  to 
place  his  license  on  probation  for  five  years  and  agreed 
not  to  prescribe  any  Schedule  II  or  III  controlled  sub- 
stances during  the  probation  period  and  to  attend  con- 
tinuing education  courses  in  pharmacology. 

Action:  The  Agreed  Order  on  Dr.  Ralph  Robinson 
was  Rejected. 

Name:  Dr.  Thomas  C.  Prince 

Violation:  Overprescribing.  Dr.  Prince  agreed  to  be 
placed  on  probation  for  one  year;  to  complete  the 
Vanderbilt  continuing  education  course  in  pharmacol- 
ogy within  six  months;  to  furnish  copies  of  prescrip- 
tions monthly  to  the  Division  and  keep  a log  of  con- 
trolled substances  during  probation;  he  will  not  issue 
prescriptions  for  Preludin  and  discharge  all  patients 
listed  in  the  original  petition  and  not  treat  any  drug- 
dependent  patients. 

Action:  The  Agreed  Order  on  Dr.  Thomas  C. 
Prince  was  Accepted. 

Name:  Dr.  George  Jenkins 

Violation:  Overprescribing.  Dr.  Jenkins  agreed  to 
suspend  his  DEA  privileges  for  Schedule  II  controlled 
substances  for  six  months;  complete  the  medical  edu- 
cation course  on  drug  prescribing  and  dispensing;  be 
placed  on  probation  for  six  months. 

Action:  The  Agreed  Order  on  Dr.  George  Jenkins 
was  Accepted. 


Reinstatement  Requests 

Name:  Dr.  John  Lay 

Dr.  Lay  requested  his  DEA  certificate  be  reinstat- 
ed and  his  probation  lifted.  He  presented  information 
that  he  had  complied  with  this  Order.  It  was  agreed 
that  Dr.  Lay’s  DEA  certificate  be  reinstated  and  that 
his  probation  be  lifted. 

Name:  Dr.  Frank  Jayakody 

Dr.  Jayakody  requested  his  probation  be  officially 
lifted.  He  had  completed  his  probation  in  February 
1989.  It  was  agreed  that  Jayakody’s  probation  be  au- 
tomatically lifted,  as  stated  in  this  Order. 

Name:  Dr.  Harold  Chapel 

Dr.  Chapel  presented  a letter  to  the  Board  request- 
ing that  his  reprimand  be  removed  from  his  file.  It  was 
decided  that  the  request  for  removal  be  denied. 
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Name:  Dr.  O.  W.  Ramsey 

Dr.  Ramsey  requested  reinstatement  of  his  license. 
There  was  discussion  as  to  the  court  agreement  that 
Dr.  Ramsey  had  entered  stating  he  would  give  up  his 
license  and  not  practice  in  Tennessee.  It  was  agreed 
that  Dr.  Ramsey’s  reinstatement  not  be  considered 
until  more  information  had  been  received. 

Name:  Dr.  Laura  Pollock 

Dr.  Pollock  provided  additional  information  which 
the  Board  had  requested  prior  to  consideration  of  her 
licensure  appeal.  It  was  agreed  that  licensure  be  de- 
nied due  to  incomplete  information. 

Name:  Dr.  Norman  Saliba 

Dr.  Saliba  requested  a probation  modification.  The 
state  requested  this  matter  be  deferred  until  the  July 
meeting. 

Name:  Dr.  Raymond  Carroll 

Dr.  Carroll  requested  a probation  modification.  The 
state  made  a motion  to  dismiss  the  request  based  on 
the  Order  entered  in  1989  stating  that  Dr.  Carroll  was 
not  to  request  modification  for  two  years  from  the  date 
of  the  Order. 


Hearings 

Name:  Dr.  Frank  Lambert 

Violation:  Unprofessional,  unethical,  and  dishon- 
orable conduct  in  regard  to  sexual  harassment  of  fe- 
male patients. 

Action:  It  was  agreed  that  the  state  had  proven  all 
the  Allegations  of  Fact  as  outlined  in  A-H  of  the  No- 
tice of  Charges  and  that  Dr.  Lambert  admitted  guilt 
to  the  charges.  Based  on  that  evidence.  Dr.  Lambert’s 
license  was  Revoked. 

Name:  Dr.  George  McElroy 

Violation:  Overprescribing  scheduled  substances. 

Action:  It  was  agreed  that  the  state  had  proven  the 
Allegations  of  Fact  as  contained  in  section  II  of  the 
Notice  of  Charges,  and  that  Dr.  McElroy  be  found 
guilty  of  unethical  conduct  in  Section  C and  D of  the 
Allegations  of  Law-.  Due  to  lack  of  knowledge  of  his 
continued  practice.  Dr.  McElroy’s  license  was  Re- 
voked. At  the  conclusion  of  the  meeting.  Dr.  McElroy 
requested  that  a stay  of  action  be  entered  to  allow  him 
to  close  his  practice  or  that  he  be  allowed  to  practice 
without  prescribing  any  anorectic  drugs.  Dr.  Mc- 
Elroy's  request  was  Denied. 


July  17-18,  1990 


Members  Present:  William  W.  Cloud.  M.D..  President 
Oscar  M.  McCallum,  M.D.,  Secretary 
Edgar  Scott,  M.D. 

Chris  Blevins,  M.D. 

Elizabeth  Pierce,  M.D. 

After  the  meeting  was  called  to  order  by  Dr.  Cloud, 
president,  the  members  enthusiastically  welcomed  the 
new  Board  member.  Dr.  Elizabeth  Pierce  of  Good- 
lettsville. 

Applicant  Interviews 

The  following  applicants  were  interviewed  and  ap- 
proved for  licensure:  Drs.  John  W.  Argabrite,  William 
A.  Hays,  Floyd  R.  Shrader,  Algis  H.  Steiner,  Alfred 
Shousha,  James  B.  Bardonner,  Debra  A.  Cannon  (on 
condition  of  contract  with  TMA  Impaired  Physician 
Program),  and  Andrew  F.  Johnson  (on  condition  of 
contract  with  TMA  Impaired  Physician  Program). 

Due  to  nonattendance  and  other  causes,  nine  other 
physicians  were  denied  licensure. 

Hearings 

The  following  hearings  were  continued:  Drs.  Ab- 
doul  Komeh  and  Hal  Henderson. 


Agreed  Orders 

Name:  Dr.  Elizabeth  Backus 

Violation:  Unethical,  dishonorable,  unprofessional 
conduct;  gross  malpractice,  incompetence,  ignorance 
or  negligence.  Dr.  Backus  of  Nashville  agreed  to  cease 
mid-trimester  abortions  on  outpatient  basis  (any  pa- 
tient past  14  weeks);  20  clock  hours  of  postgraduate 
education  specifically  in  safe  abortion  procedures  and 
present  documentation  to  the  Board  before  the  end  of 
the  probationary  period;  probation  for  one  year;  free 
access  of  her  office  practice  to  investigators  for  Health 
Related  Boards,  checking  for  compliance  with  this 
Order. 

Action:  The  Agreed  Order  on  Dr.  Elizabeth  Back- 
us was  Accepted. 

Name:  Dr.  Paul  Whittemore 

Violation:  Overprescribing.  Dr.  Whittemore  of 
Fayetteville  agreed  to  surrender  his  DEA  certificate; 
attend  a course  in  overprescribing  offered  by  Vander- 
bilt and  the  Tennessee  Medical  Association;  give  up 
private  practice  and  limit  his  practice  to  industrial 
medicine  in  the  future;  probation  for  one  year. 

Action:  The  Agreed  Order  on  Dr.  Paul  Whitte- 
more was  Accepted. 
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'lame:  Dr.  Karen  Smiley 

Violation:  Performing  abortions  that  failed  to  meet 
standards  of  TCA  63-6-214(a).  Dr.  Smiley  of  Nashville 
presented  an  Agreed  Order  to  the  Board;  the  Board 
did  not  feel  that  this  was  sufficient  in  this  case. 

Action:  The  Agreed  Order  on  Dr.  Karen  Smiley 
was  Rejected  and  it  was  suggested  that  a contested 
hearing  be  held  on  this  case. 

Reinstatement  Requests 

Name:  Dr.  Otis  Strong 

Dr.  Strong’s  license  was  revoked  for  failure  to  abide 
by  Agreed  Order  of  February  1988.  Though  he  pre- 
sented a personal  petition  to  lift  the  restriction  (revo- 
cation) of  his  license,  as  no  evidence  was  introduced 
at  this  time,  he  was  advised  that  he  must  present  evi- 
dence before  his  case  could  be  reconsidered. 

Name:  Dr.  Pedro  Galvez 

Dr.  Galvez  applied  for  reinstatement  of  his  license 
having  fulfilled  all  the  provisions  of  his  probation  for 
overprescribing.  His  license  was  reinstated. 

Letter  of  Reprimand 

Name:  Dr.  Fred  Thomas 

Dr.  Thomas  of  Lafayette  was  sent  a Letter  of  Rep- 
rimand for  failure  to  conduct  himself  in  a professional 
manner. 

Licensure  Denial  Appeals 

Name:  Dr.  Marvin  McElroy 

Dr.  McElroy  sent  a petition  for  a hearing  on  his 
licensure  denial.  The  Board  voted  to  grant  him  a hear- 
ing. 

Name:  Dr.  David  Powers 

Dr.  David  Powers  of  Santa  Monica,  Calif.,  pre- 
sented himself  and  legal  counsel  with  a different  ap- 
proach to  the  practice  of  radiology.  After  long  consid- 
eration, the  Board  granted  him  a license  to  practice  in 
Tennessee,  restricted  to  radiology  and  with  the  prom- 
ise that  any  additions  to  his  corporation,  who  might 
read  files  or  tapes,  would  immediately  apply  for  Ten- 
nessee licensure. 

Summary  Suspensions 

Name:  Dr.  R.  Winn  Henderson 

Violation:  Dr.  Henderson  of  Knoxville  was  charged 
with  unprofessional  conduct  and  abuse  of  prescrip- 
tions. 

Action:  License  Summarily  Suspended. 

Name:  Dr.  Gary  T.  Tizard 

Violation:  Dr.  Tizard  of  Hendersonville  was  charged 
with  sexual  abuse. 

Action:  License  Summarily  Suspended. 


YOCON' 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug,  in 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  tower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  dnjg.^-2  /\(go  doziness, 
headache,  skin  flushing  reported  when  used  orally,  t ^ 

Oo^ge  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ^ '3.4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  I/2  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Applied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 
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I remember  well  the  Business-Medical  Coalition  work  of  the  late  1970s 
and  early  1980s.  Business  leaders  and  medical  leaders  came  together  to  dis- 
cuss the  cost  of  medical  care  and  so-called  solutions.  Out  of  these  meetings 
came: 

(1)  Preadmission  certification  where  someone  who  hasn’t  exam- 
ined the  patient  decides  if  he  can  be  admitted. 

(2)  Utilization  review  where  someone  tells  you  you  have  three 
more  days  to  get  the  patient  home. 

(3)  Second  opinion  programs  where  a second  doctor  gives  his 
opinion  about  necessity  of  a medical  procedure,  adding  a cost 
that  often  exceeds  savings. 

As  the  buyers  of  insurance  imposed  these  new  devices  on  medicine,  the 
cost  went  up  unchecked,  driven  by  patient  demand,  technology,  and  the 
malpractice-defensive  medicine  problem. 

I had  all  of  this  apprehensively  in  mind  when  seven  of  us  represented  TMA  in  the  newest  of 
“coalitions” — the  Tennessee  Healthcare  Exchange  90s  (THE  90s)  in  July. 

Conceived  by  Mr.  Clayton  McWhorter,  CEO  of  HealthTrust,  Inc.,  the  forum  was  sponsored  by 
Ernst  and  Young  along  with  the  Tennessee  Association  of  Business,  Tennessee  Business  Roundtable, 
THA,  TMA,  and  the  Tennessee  Labor  Council  to  discuss  the  perceived  medical  care  system  “crisis.” 
All  sorts  of  dramatic  changes  in  the  system  are  being  proposed  by  business  and  government  as  the 
cost  of  medical  care,  its  value,  and  its  necessity  are  being  challenged  from  many  quarters.  It  does 
seem  timely  for  a discussion  to  take  place;  facts,  ideas,  misconceptions,  and  diverse  views  need  airing 
and  understanding. 

There  were  seven  TMA  representatives,  and  45  other  participants  representing  business  both  large 
and  small,  labor,  insurance,  government,  and  hospitals.  There  is  no  way  for  me  to  cover  in  this  page 
what  happened,  so  I will  just  say  we  decided  to  do  two  things; 

(1)  Have  regional  meetings  to  do  the  same  process  we  did  in  Nashville.  I hope  you  will  be 
involved. 

(2)  Form  a central  committee  to  oversee  an  action  plan  to  move  on  proposed  solutions. 

To  end  my  report  to  you  on  THE  90s,  I would  like  to  just  list  for  you  some  of  the  things  I learned. 
Some  were  complete  surprises  to  me: 

(1)  Almost  everyone  is  against  a monolithic  one-payer  government  system.  Only  one  labor 
man  seemed  to  favor  this. 

(2)  Suspicion  of  government  as  a solution  is  as  great  by  business  as  it  is  by  doctors.  A few 
even  said  that  cost  shifting  by  hospitals  and  doctors  to  make  up  for  losses  by  Medicare 
and  Medicaid  was  better  than  increasing  taxes  and  broadening  government  programs. 

(3)  Education  is  a bigger  issue  with  business  than  the  escalating  medical  costs.  Business  is 
having  to  teach  reading,  writing,  and  arithmetic  so  employees  can  be  productive. 

(4)  Technology  is  a problem  that  has  no  apparent  solution. 

(5)  Business  understands  malpractice-defensive  medicine,  since  they,  too,  have  product 
liability.  This  is  perceived  as  an  area  where  savings  can  be  made. 

Was  my  apprehension  justified?  The  answer  is  “I  don’t  know,”  so  I will  just  stay  on  edge  and  see 
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Rockin’  the  Boat: 

A Footnote  on  History 

You  have  doubtless  noticed  that  just  when  it 
seems  things  are  going  your  way  there  is  always 
somebody  around  to  rock  the  boat,  fulfilling 
Murphy’s  Law,  which  says  that  if  anything  can 
go  wrong,  it  will.  There  is  a corollary  that  says 
that  if  nothing  can  possibly  go  wrong,  it  will  any- 
how, though  I personally  think  the  person  who 
formulated  the  corollary  simply  didn’t  under- 
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stand  the  situation;  there  is  always  something  that 
can  go  wrong  in  any  situation  whatever. 

Reading  history  and  living  it  are  not  the  same 
thing.  You  get  a little  better  close-up  perspective 
on  a situation  from  having  lived  through  it, 
though  you  may  miss  the  big  picture;  the  reverse 
is  true  of  just  reading  about  it.  If  you  have  done 
both,  you  are  in  a fair  position  to  interpret  it, 
and  maybe  even  to  learn  from  it — not  in  a per- 
fect position,  necessarily,  but  an  acceptable  one. 
Doing  something  about  it  is  of  course  something 
else  again.  This  is  where  the  boat-rockers  come  in. 

Keeping  in  mind  about  lies,  damn  lies,  and 
statistics,  and  at  the  risk  of  belaboring  the  ob- 
vious, it  is  nevertheless  true  that  the  longer  one 
lives,  the  bigger  the  piece  of  the  scene  he  has 
covered,  and  the  percentage,  in  case  you  haven’t 
noticed,  grows  faster  than  the  actual  numbers. 
For  example,  my  younger  son  has  just  now  be- 
come half  as  old  as  I am;  when  he  was  a year  old 
he  was  one-thirty-fifth  as  old.  I myself  have  been 
around  now  for  a third  of  the  time  the  United 
States  has  existed.  Depending  on  how  you  figure 
it,  that  is  either  a long  time  or  no  time  at  all.  I 
made  my  entrance  onto  the  set  shortly  after  the 
end  of  “the  Great  War,’’  otherwise  known  as  the 
“War  to  End  All  Wars.’’ 

Now  apparently  there  were  indeed  a few, 
mostly  among  the  world’s  leaders,  who  really 
thought  that  because  war  had  become  so  destruc- 
tive, the  war  to  end  all  wars  would  do  just  that. 
Some  other  folks,  among  them  most  of  the 
world’s  population,  which  usually  pays  little  mind 
to  such  high  flown  visionary  notions,  hoped  it 
would,  since  they  were  the  ones  doing  all  the  suf- 
fering. Of  course  we  know  now  they  hadn’t  seen 
anything  yet.  (Note  that  I use  the  term  “world” 
here  in  the  parochial  fashion  in  which  it  was  con- 
sidered by  world  leaders:  it  really  meant  Europe. 
The  United  States  was  still  looked  upon  as  a 
bumptious  upstart,  not  to  be  taken  seriously.  Its 
refusal  to  ratify  the  Treaty  of  Versailles  and  join 
the  League  of  Nations  did  nothing  to  mitigate  that 
notion.) 

The  duration  of  forever,  as  applied  to  warfare 
in  that  context,  turned  out  to  depend  on  where 
one  was.  The  parochial  world  managed  to  avoid 
shooting  at  one  another  for  nearly  two  decades. 
Other  nations  on  the  globe,  even  some  that  were 
in  the  League  of  Nations,  fared  much  less  well. 
After  a few  early  successes,  in  less  than  ten  years 
the  League  had  found  itself  totally  impotent.  Far 
from  studyin’  war  no  mo’,  a lot  of  nations  and 
would-be  ones  had  taken  it  up  as  a required 
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course,  and  indeed  tribal  warfare  had  never 
ceased,  as  it  hasn’t  yet. 

The  next  big  war  was  a whopper,  but  it  would 
be  worth  it,  they  said,  as  it  was  to  “Make  the 
World  Safe  for  Democracy.”  The  leaders  who 
invented  the  slogan  understood,  of  course,  that 
it  was  hyperbole,  since  the  one  thing  the  Soviet 
Union  was  least  interested  in  was  democracy. 
Nearly  everybody  knew  that,  and  there  was 
widespread  sentiment  in  this  country  after  WWII 
broke  out  that  we  were  backing  the  wrong  horse. 
It  was  only  Japanese  impatience  that  solidified 
public  opinion  against  the  Axis  powers. 

Lacking  six  days,  it  is  just  45  years,  with  a 
whole  bunch  of  wars  big  and  little  thrown  in,  since 
the  Japanese  laid  down  their  sword  and  shield 
and  began  studying  economics  and  related  things 
instead  of  war.  I must  say  their  performance  has 
been  nothing  short  of  spectacular.  As  a matter  of 
fact,  they  were  no  slouches  at  war,  either,  as 
anybody  who  fought  in  the  Pacific  can  tell  you; 
but  I digress.  It  has  been  no  more  than  a week 
ago  that  the  Western  world  was  gloating  that  at 
long  last  the  world  had  indeed  become  “Safe  for 
Democracy,”  and  it  was  projecting,  admittedly 
with  variable  optimism,  something  just  a little 
short  of  the  millennium,  though  always  keeping 
a weather  eye  out  toward  such  confounding  fac- 
tors as  the  Middle  East,  South  Africa,  Central 
America,  Southeast  Asia,  Angola — you  know:  all 
those  places  that  don’t  count  in  the  parochial 
“world,”  but  still  have  the  capacity  for  screwing 
it  up. 

This  is  where  the  perspective  from  having  lived 
through  a third  of  the  history  of  the  United  States 
comes  in.  In  November  1928  I was,  as  a seven 
year  old,  instructed  by  one  of  my  more  worldly 
classmates,  whose  father  was  a judge  instead  of 
a merchant,  as  my  father  was,  that  we  had  just 
elected  a “son-of-a-b — as  president  of  the 
United  States.”  I wasn’t  at  all  sure  what  it  was  we 
had  elected,  but  I gathered  he  was  not  desirable; 
I also  knew  better  than  to  ask  at  home,  having 
already  acquired  a distaste  for  Octagon  soap.  So 
I just  went  uneducated,  for  a while  at  least. 

In  the  coming  months  I saw  nothing  to  indi- 
cate that  my  classmate’s  pessimism  was  anything 
more  than  Democratic  antipathy  toward  things 
Republican.  (I  had  only  just  grasped  the  differ- 
ence; my  father  was,  of  course,  a Democrat,  as 
everybody  in  the  South  was,  except  the  carpet- 
baggers, who  incidentally  had  all  the  money.  But 
my  father  had  voted  against  A1  Smith  because  of 
Mr.  Smith’s  avowed  stand  for  repeal  of  the  18th 


Amendment.)  In  the  summer  of  1928  we  had  had 
some  extensive  additions  made  to  our  house,  and 
in  the  spring  of  1929  my  father  bought  his  part- 
ner’s share  of  their  business.  That  summer,  after 
a tour  of  the  Virginia  battlefields,  we  spent  two 
weeks  at  Virginia  Beach,  where  I had,  as  a red- 
head, my  first  disastrous  encounter  with  the  sun. 
Things  were  going  great  guns,  so  far  as  my  inex- 
perienced eye  could  tell.  Also  so  far  as  a lot  of 
experienced  eyes  could  tell. 

Who  or  what  it  was  rocked  the  boat  that  fall 
has  never  been  clear  to  me,  but  somebody  or 
something  certainly  did.  Though  the  Market  crash 
and  the  subsequent  unpleasantness  were  doubt- 
less due  to  multiple  factors  beyond  his  control, 
Mr.  Hoover  got  credit  for  the  mess,  and  so  what 
we  got  was  Mr.  Roosevelt  for  the  next  eternity. 
My  father’s  business  survived,  and  in  fact  did 
rather  well,  at  least  comparatively,  but  it  was  six 
years  before  I had  another  opportunity  to  try  out 
the  sun  at  the  beach.  What  else  we  got  besides, 
or  maybe  more  appropriately  from,  Mr.  Roose- 
velt was  the  NRA,  the  CCC,  the  WPA,  a bank 
holiday,  confiscation  of  gold,  and  whiskey  back, 
as  my  father  said  we  would  if  we  got  a Democrat 
(get  whiskey  back,  I mean).  In  fairness,  we 
doubtless  would  have,  anyway. 

As  they  (the  generic  “they”)  did  before  the 
Great  Depression,  so  did  they  after,  and  so  do 
they  still:  try,  with  variable  success,  to  outwit  the 
Market.  Oil  keeps  it  going,  and  lately  it  has  been 
the  Middle  East  that  has  kept  it  flowing.  Conse- 
quently, the  Market  has  had  its  ups  and  downs 
over  at  least  the  last  three  or  four  decades,  de- 
pending on  the  degree  of  dyspepsia  of  a gaggle 
of  sheiks  and  emirs  in  exotic  wadis  and  oases. 
Having  stabilized  to  some  degree  from  the  dep- 
redations of  the  Ayatollah  of  all  the  Shiite  Mos- 
lems, the  OPEC  oil  supply  went  from  zut  to  glut, 
wrecking  the  Texas  economy  in  the  process,  but 
still  allowing  a booming  economy  overall. 

Now  oil,  and  with  it  a dysphoric  economy,  has 
lately  been  suffering  from  whimsy  and  megalo- 
mania among  the  emirs  and  sheiks,  who  have  now 
graduated  from  their  wadis  and  oases  and  gone 
public.  A few  days  ago  the  most  paranoid  of  the 
group,  who,  at  least  from  the  standpoint  of  the 
West,  and  probably  everybody  else  as  well,  un- 
fortunately occupies  the  presidency  of  Iraq,  got 
his  pants  in  a wad  over  what  he  perceived  as  the 
theft  of  some  of  his  oil  by  the  Emir  of  Kuwait. 
Not  only  that,  he  was  moping  over  his  lack  of 
access  to  the  sea.  President  Saddam  Hussein, 
therefore,  set  about  rectifying  the  affront  in  the 
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only  manner  he  understands;  he  marched  in  some 
elite  units  of  his  million-man  army  and  took  over. 

Even  as  I write,  President  Saddam  is  massing 
his  troops  on  the  borders  of  neighboring  Saudi 
Arabia  and  loading  his  warplanes  with  bombs 
considered  to  contain  poison  gas.  The  United 
Nations,  which  Saddam  labels  a tool  of  the  United 
States,  has,  with  the  approval  of  everybody,  in- 
cluding the  Soviet  Union,  imposed  total  sanc- 
tions against  Iraq,  embargoing  all  shipments  in 
both  directions.  President  Bush  has  sent  the  lOlst 
Airborne  Division  to  Saudi  Arabia,  along  with 
fleets  of  advanced-type  aircraft,  to  bolster  the 
Saudis’  defenses  against  the  anticipated  invasion. 
Britain  has  committed  itself  to  supplying  some  of 
the  troops  for  an  international  defense  force.  That 
is  the  situation  at  the  moment,  which  is  right  now 
in  the  middle  of  the  night  of  Aug.  8 over  there. 

Having  lived  through  so  many  wars  and  eco- 
nomic triumphs  and  disasters  likely  qualifies  one 
better  than  anything  else  would  to  make  predic- 
tions on  the  future.  On  the  other  hand,  that  much 
experience  is  even  more  likely  to  have  demon- 
strated that  only  the  reckless  would  do  that.  I 
wouldn’t  touch  it  with  a ten  foot  pole,  myself. 
What  I will  freely  predict,  though,  is  that  come 
morning  the  presently  fluid  situation  will  either 
still  be  fluid,  be  even  more  fluid,  be  a stalemate, 
or  be  none  of  the  above.  So  will  the  economy 
and  the  Dow  Jones.  Moreover,  that  situation,  if 
it  isn’t  resolved,  will  continue  to  harass  us,  and 
those  fixin’  to  make  a lot  of  money  from  it  might 
not;  in  fact,  an  contraire.  And  not  only  that;  those 
predictions  apply  not  to  Mr.  Saddam  Hussein’s 
adventures  alone,  but  to  everybody  else’s  as  well. 
Further,  whichever  way  it  goes,  it  is  unlikely  to 
profit  medicine  a whole  lot. 

I leave  the  prediction  with  you  as  a permanent 
footnote  to  history,  applicable  to  any  time  or 
place. 

J.B.T. 

Compared  to  What? 

Jack  and  Jill  went  up  the  hill 
To  fetch  a pail  of  water. 

Jack  fell  down  and  broke  his  crown 
And  Jill  came  tumbling  after. 

One  of  the  one-liners  making  the  rounds  these 
days  is  that  if  medicine  has  made  such  great  strides 
in  the  last  50  years,  how  come  I don’t  feel  better 
than  I did  50  years  ago?  That  is  not  supposed  to 
elicit  any  response,  I know,  besides  laughter,  and 
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that  mostly  in  people  who  weren’t  around  50  years 
ago.  What  it  is  likely  to  elicit  from  those  who  were 
around  then  is  nostalgia,  and  that  is  probably  be- 
cause they  don’t  remember  how  they  felt  50  years 
ago.  Fifty  years  is  a long  time,  and  time,  as  I have 
observed  before,  does  funny  things  to  the  mem- 
ory. However  that  may  be,  one-liners  are  gener- 
ally not  supposed  to  make  people  think — only 
laugh. 

I did  get  to  thinking  about  that  one,  though, 
and  what  I got  to  thinking  was,  do  I really  feel 
worse  than  I did  50  years  ago?  I feel  pretty  good 
now,  and  I felt  pretty  good  then,  too,  as  I remem- 
ber. Fifty  years  ago  I was  a junior  in  college,  and 
it  was  just  about  that  time  I started  smoking  cig- 
arettes. For  the  next  ten  years,  which  were  my 
smoking  years,  I had  a cough,  PVCs,  and  bad 
indigestion,  to  all  of  which  I paid  scant  attention. 

They  did  all  vanish  after  I gave  up  smoking,  which  j 
will  be  41  years  ago  come  October;  moreover,  they 
haven’t  returned.  That  probably  saved  my  life,  ' 
though  that  was  before  anybody  knew  it  was  sup- 
posed to;  and  anyway,  who  knows  if  it  did  or  not? 
There  are  all  manner  of  hazards  out  there  to  be- 
devil the  unwary — or  even  the  wary.  Many  of  those 
hazards  are  of  our  own  making,  the  result  of  our 
marvelous  technology.  There  are  a lot  more  now 
than  there  were  in  1940,  but  there  were  plenty 
then,  too.  ^ 

It’s  a wonder  to  me  a rash  of  lawsuits  hasn’t 
broken  out  against  the  tobacco  companies,  as  there 
has  against  everything  else.  Certainly  the  tobacco 
companies  haven’t  done  anything  to  mitigate  their 
duplicity,  stoutly  maintaining  as  they  do  that 
smoking  their  products  never  hurt  anybody.  The 
trouble,  they  say,  is  all  due  to  all  those  other  bad  f 
things  in  the  air  and  not  to  the  cigarettes.  I have 
decided  they  have  escaped  only  because  the  smok- 
ers who  get  into  trouble  from  their  habit  are  too  j 

ashamed  of  themselves  for  not  having  paid  atten-  j 

tion  to  the  American  Cancer  Society,  the  Sur-  ■ 

geons  General  of  the  United  States,  and  all  the 
other  voices  raised  against  smoking  for  the  past  20  | 

or  30  years.  In  this  they  are  anomalous.  They  | 

blame  any  and  everybody  in  sight  for  everything  j 

else  that  happens  to  them.  Not  only  that;  abetted  ? 

by  the  ever-present  lawyers,  they  sue.  I don’t  think  !; 

that  happened  50  years  ago,  and  even  if  it  had, 
certainly  no  one  would  have  thought  of  suing  the 
tobacco  companies.  After  all,  what  would  a fellow  ^ 
do  with  his  hands  if  he  didn’t  smoke? 

In  his  President’s  Page  this  month.  Dr.  Eason 
mentions  that  among  the  things  heard  at  Tennes- 
see  Healthcare  Exchange  90s  was  that  business  has  ' ^ 
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a good  understanding  of  our  malpractice-defen- 
sive medicine  problem.  You  betcha!  We  are  all 
under  the  same  gun;  I hear  nearly  90%  of  the 
major  lawsuits  against  business  are  health  related. 
We  get  it  because  the  public  expects  us  to  cure  all 
their  ills;  business  gets  it  because  the  public  ex- 
pects business  to  keep  them  from  having  any. 
Businesses  are  getting  sued  for  things  that  hap- 
pened years  earlier,  because  the  public  has  de- 
cided the  previous  generation’s  manufacturers 
ought  to  have  known  things  that  nobody  at  all 
knew  at  the  time.  Asbestos  is  probably  the  out- 
standing example.  It  was,  as  in  fact  it  still  is,  the 
best  thing  around,  everybody — everybody — 
thought,  for  insulating  anything  that  needed  in- 
sulating. Now  even  companies  that  want  to  use 
salvaged  asbestos  for  making  glass,  in  which  the 
vitrification  process  destroys  the  asbestos,  are 
finding  it  nearly  impossible  to  get  permits,  such  is 
the  fear  of  leaking  bags  and  such. 

I’m  sure  you  could  think  of  a lot  of  other  ex- 
amples. One  such  is  diethylstilbestrol,  which  pre- 
vented a lot  of  abortions  in  the  ’40s.  Individuals 
in  the  next  generation  got  vaginal  adenosis  be- 
cause of  it,  and  sued.  (I  wonder  do  any  of  them 
ever  stop  and  think  they  likely  would  not  be  here 
at  all  if  it  weren’t  for  DES.  I doubt  it.) 

I don’t  know  when  the  little  rhyme  at  the  be- 
ginning of  this  piece  was  written,  but  probably  not 
until  long  after  it  was  spoken,  and  that  doubtless 
numbers  in  hundreds  of  years  ago.  It  has  been  a 
long  time  since  anybody  we  know,  except  maybe 
on  a camping  trip,  went  anywhere  to  fetch  a pail 
of  water.  Jack  and  Jill  probably  got  the  water  to 
drink;  today  we  wouldn’t,  I hope.  I don’t  know 
the  extent  of  Jack’s  injuries,  but  assuming  he  only, 
as  we  used  to  say,  “scobbed  his  knob,”  there  were 
lots  worse  evils,  including  death,  lurking  in  that 
pail  of  water.  Chances  are  better  than  average  the 
water  came  from  a stream,  and  the  stream  was  not 
unlikely  polluted.  But  not  as  likely  as  now.  On  the 
other  hand,  nowadays  practically  everybody  drinks 
treated  water,  which  we  generally  count  on  as 
being  “pure,”  by  which  we  mean  uncontaminated, 
by  which  we  mean  uncontaminated  by  microor- 
ganisms. It  is  not  unlikely,  though,  to  be  chemi- 
cally impure,  and  sometimes  dangerous;  so, 
incidentally,  may  bottled  water  be,  as  Perrier  and 
its  afficionados  found  out.  That  danger  was  one 
not  faced  by  Jack  and  Jill,  so  to  that  extent  they 
were  ahead  of  us.  You  win  some  and  you  lose 
some. 

Modern  technology  has  made  it  possible  for  us 
to  contaminate  our  water  chemically  almost  be- 


yond reclamation,  and  we  seem  to  be  taking  full 
advantage  of  the  situation.  On  the  other  hand, 
since  the  advent  of  bacteriology  about  a hundred 
years  ago,  we  have  gone  far  toward  making  our 
water  microbiologically  safe.  That,  in  combination 
with  immunizations,  has  brought  the  end  of  water- 
borne infectious  diseases  in  sight — not  to  mention 
what  has  been  done  with  other  communicable  dis- 
eases through  immunization  alone.  But  such  was 
the  legal  climate  that  until  the  federal  government 
set  up  the  National  Vaccine  Injury  Compensation 
Program,  a no-fault  indemnification  program  for 
the  rare  individual  injured  by  immunizations,  it 
appeared  that  dream  had  turned  into  a nightmare. 
It  got  to  where  manufacturers  of  biologicals  had 
become  unwilling  to  accept  the  legal  risks  atten- 
dant to  the  manufacture  of  vaccines,  particularly 
those  for  children. 

To  get  back  to  my  original  thesis,  I guess  all  in 
all  I’m  in  remarkably  good  shape  considering  the 
shape  I’m  in.  Considering  all  that,  I think  I prob- 
ably feel  better,  and  not  worse,  most  of  the  time 
than  I did  most  of  the  time  50  years  ago.  Of  course , 
I don’t  do  nearly  as  many  things  these  days  that 
might  make  me  feel  not  as  good — and  you  may 
read  into  that  anything  you  wish  (and  I’ll  categor- 
ically deny  it).  Taken  on  balance;  modern  tech- 
nology has  made  a lot  of  contributions  to  our  well- 
being; as  with  everything  else,  we  want  to  have  it 
both  ways,  and  technology  refuses  to  budge.  If  we 
take  her  at  all,  we  have  to  take  her  with  her  warts. 
As  with  divorces,  it  is  that  intransigence  that  causes 
most  of  the  lawsuits — not  all,  maybe,  but  most. 

Technology  gets  blamed  for  a lot  of  things  that 
are  not  technology’s  fault.  Guns  don’t  kill  people; 
people  kill  people.  In  like  manner,  chemical  plants 
don’t  pollute  our  lakes  and  streams,  bulldozers 
don’t  strip  the  mountains,  nor  chain  saws  fell  our 
forests;  people  do  all  these  things.  Telephones 
don’t  interrupt  our  dinner  with  inane  advertising 
or  fund-raising  gimmicks  or  bounce  us  out  of  bed 
at  night.  People  do.  Computers  don’t  run,  and 
sometimes  ruin,  our  lives;  they  simply  make  it 
possible  for  other  people  to.  They  don’t  put  us  at 
the  mercy  of  idiots;  it  is  their  owners  who  hire  the 
idiots  in  the  first  place.  Technology  is  inert  and 
amoral. 

Sorting  out  priorities  here  might  be  a problem 
if  one  really  had  a choice.  Since  one  has  no  choice 
but  to  accept  the  hand  he  is  dealt,  that  becomes 
no  more  than  an  academic  exercise.  I think  if  I 
were  given  a choice  I might  rather  have  my  19- 
year-old  body  inhabited  by  a 19-year-old  brain 
containing  my  experienced  69-year-old  mind  and 
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living  in  1990  instead  of  1940.  I have  a lot  of  nos- 
talgia for  the  good  old  days,  but  I don’t  think  I’d 
care  to  reinhabit  them,  as  I remember  too  much 
about  their  dark  side,  too.  On  the  other  hand,  it 
might  be  that  if  I could  have  the  events  of  the  next 
50  years  spread  out  before  me,  things  would  look 
even  worse,  and  I would  gladly  accept  a rerun. 

To  my  dismay,  30  or  40  years  ago  we  deserted 
butter  in  favor  of  oleomargarine  (since  shortened 
to  just  margarine),  because  the  vegetable  oil  was 
supposed  to  be  kinder  to  one’s  arteries.  Now  I’m 
told  that  whatever  it  is  they  do  to  vegetable  oil  to 
make  it  stiff  also  makes  it  increase  one’s  LDL 
cholesterol,  which  wears  the  black  hat  in  the  fat 
family.  I bet  Blue  Bonnet  feels  the  hot  breath  of 
the  legal  eagles  on  its  neck.  Just  think  how  many 
stopped  up  coronary  arteries  it’s  going  to  get 
blamed  for.  The  relatively  good  news  in  all  this  is 
that  a gene  has  just  been  discovered  that  is  said  to 
cause  increased  triglycerides  in  the  blood.  I say 
relatively  because  knowing  it  is  not  the  same  as 
doing  something  about  it.  We  may  not  see  that  for 
a while. 

So,  when  all’s  said  and  done,  is  this  a good  time 
to  be  alive,  anyhow?  Well,  compared  to  what? 

J.B.T. 


Lee  Alton  Absher,  age  85.  Died  July  24,  1990.  Grad- 
uate of  University  of  Tennessee  College  of  Medicine. 
Member  of  Knoxville  Academy  of  Medicine. 

Robert  H.  Elder,  age  77.  Died  January  8,  1990.  Grad- 
uate of  Vanderbilt  University  School  of  Medicine. 
Member  of  Robertson  County  Medical  Society. 

Ira  F.  Porter,  age  73.  Died  August  10,  1990.  Graduate 
of  University  of  Tennessee  College  of  Medicine.  Mem- 
ber of  Northwest  Tennessee  Academy  of  Medicine. 


pcf/onol  neui/ 


Thomas  F.  Frist,  Sr.,  M.D.,  Nashville,  a co-founder  of 
Hospital  Corporation  of  America,  is  one  of  five  indus- 
try innovators  named  to  the  Healthcare  Hall  of  Fame 
this  year.  His  portrait  will  be  added  to  the  hall,  which 
is  sponsored  by  Modern  Healthcare  magazine  at  Penn- 
sylvania Hospital  in  Philadelphia. 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

The  following  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during  July 
1990.  This  list,  supplied  by  the  AMA,  does  not 
include  members  who  reside  in  other  states. 

Physicians  can  receive  the  PRA  certificate 
valid  for  one,  two,  or  three  years.  For  the  one- 
year  award,  physicians  report  50  hours  of  con- 
tinuing medical  education,  including  20  hours  of 
Category  1;  for  the  two-year  award,  physicians 
report  100  hours  of  CME,  including  40  hours  of 
Category  1;  for  the  three-year  award,  physicians 
report  150  hours  of  CME,  60  of  which  are  Cat- 
egory 1. 

R.  Benton  Adkins,  M.D.,  Nashville 
Deed.  Canale,  M.D.,  Memphis 
David  C.  Chaffin,  M.D.,  Cleveland 
Winston  C.  Clark,  M.D.,  Memphis 
Bennett  Y.  Cowan,  M.D.,  Bristol 
Webb  J.  Earthman,  M.D.,  Nashville 
C.  K.  Hiranya  Gowda,  M.D.,  Nashville 
James  A.  Greene,  M.D.,  Knoxville 
James  C.  Lett,  M.D.,  Erin 
Linda  S.  Lundin,  M.D.,  Nashville 
Andrew  S.  May,  M.D.,  Elizabethton 
Harold  A.  McCormack,  M.D.,  Collierville 
Warren  F.  McPherson,  M.D.,  Murfreesboro 
Charles  W.  Mercer,  M.D.,  Memphis 
Albert  J.  Mokal,  M.D.,  Loudon 
William  M.  Murphy,  M.D.,  Memphis 
R.  Wayne  Rhear,  M.D.,  Alamo 
Carl  W.  Rogers,  M.D.,  Lebanon 
Deborah  S.  Ruark,  M.D.,  Hermitage 
Avron  A.  Slutsky,  M.D.,  Memphis 
Joseph  W.  Wahl,  M.D.,  Cookeville 


new  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

Larry  R.  Killen,  M.D.,  Cleveland 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

Carol  Shannon  Craig,  M.D.,  Jackson 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Stephanie  H.  Elkington,  M.D.,  Knoxville 
Jennifer  J.  Luallen,  M.D.,  Knoxville 
Kenneth  R.  Usty noski,  M.D.,  Knoxville 
Paul  H.  Wakefield,  M.D.,  Knoxville 
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TMA  1990  Annual  Meeting  Report 


Report  of  the  Committee  on 
Communications  and  Public  Service 

ROBERT  E.  BOWERS,  M.D. 

Chairman 


Your  Communications  and  Public  Service  Commit- 
tee has  performed  a tremendous  amount  of  work  this 
year,  as  directed  by  the  House  of  Delegates  last  year. 
In  addition  to  implementing  the  Community  Aware- 
ness, Resource  and  Education  (CARE)  Program, 
which  constituted  the  majority  of  the  committee’s 
hands-on  work,  the  committee  ensured  the  continua- 
tion of  the  other  TMA  communications  programs  in- 
cluding the  TMA  Chart,  Community  Service  Awards, 
the  Annual  Meeting  Newspaper,  Board  Visitation  Pro- 
gram, and  timely  press  releases. 

Meetings — The  committee  met  on  five  separate  oc- 
casions to  further  the  CARE  Program.  Meetings  were 
held  in  August  to  devise  a first  year  plan  for  imple- 
mentation with  the  assistance  of  Mr.  Bill  Stiles  of  Chat- 
tanooga; in  October  to  approve  the  finalized  year  one 
plan  and  devise  a recommendation  to  the  Board;  in 
December  as  a subcommittee  to  interview  and  select  a 
public  relations  firm  to  assist  with  CARE;  in  January 
to  orient  the  selected  firm  to  TMA's  needs  and  iron 
out  a working  arrangement;  and  in  February  to  ap- 
prove plans  for  the  annual  meeting  and  early  projects. 

Internal  Committee  Changes — Three  internal 
changes  were  made  to  the  staff  and  the  committee  to 
facilitate  CARE.  First,  Mr.  Russ  Miller  was  appointed 
director  of  communications  and  has  been  assigned  re- 
sponsibility for  overseeing  and  directing  the  CARE 
Program’s  day-to-day  activities.  Mr.  Marty  Vaughn  was 
added  to  the  TMA  staff  to  assist  with  communication 
needs  and  to  take  over  some  of  Mr.  Miller’s  previous 
staffing  duties.  Second,  six  ex-officio  positions  were 
added  to  the  committee  to  secure  input  from  vital  areas 
of  the  TMA.  Those  positions  include  (1)  TMA  presi- 
dent, (2)  TMA  Journal  editor,  (3)  TMA  executive  di- 
rector, (4)  TMA  director  of  communications,  (5)  TMA 
Auxiliary  representative,  and  (6)  a representative  of 
the  TMA  Young  Physician  Section.  Third,  a subcom- 
mittee of  the  Communications  and  Public  Service 


Excerpted  from  the  Report  of  the  Committee  on  Communications 
and  Public  Service,  submitted  to  the  Tennessee  Medical  Association 
House  of  Delegates,  April  4,  1990,  Knoxville. 


Committee  was  formed  for  the  sole  purpose  of  review- 
ing solicited  material  from  ten  public  relations  firms 
across  the  state.  The  subcommittee  comprised  Drs. 
Robert  Bowers,  Chattanooga;  John  Lamb,  Nashville; 
Gene  Spiotta,  Memphis;  James  Craig,  Jackson;  and  Mr. 
Hadley  Williams  and  Mr.  Russ  Miller  of  the  TMA  staff. 

CARE — As  mentioned,  CARE  was  the  main  focus 
of  the  committee  this  year.  A more  detailed  report 
will  be  given  verbally  by  the  committee  on  the  floor  of 
the  House  on  Wednesday,  April  4,  1990.  Highlights  of 
progress  on  CARE  include: 

• Selection  of  Dye,  Van  Mol  and  Lawrence 
Public  Relations  Firm  of  Nashville  to  assist  the 
committee  with  CARE. 

• Completion  of  a statewide  patient/physician 
research  project  to  identify  the  issues  and  areas 
of  concern  for  which  CARE  will  initiate  spe- 
cial programs  to  address. 

• Completion  of  preliminar\'  work  to  start  a state- 
wide “info-mercial”  radio  campaign  to  position 
TMA  physicians  as  patient  advocates  and  TMA 
as  an  informational  resource  to  the  media. 

• Production  of  a physician  membership  re- 
cruitment brochure. 

Additional  year  one  plans  will  include  (1)  distribu- 
tion of  practice  enhancement  information  in  the  form 
of  videos  and  patient  information  material  derived  from 
research,  (2)  media  tours  with  TMA  and  local  society 
leaders  to  personally  “tell  medicine’s  story,’’  and  (3)  a 
proactive  editorial  and  press  release  schedule  to  en- 
sure that  TMA  physicians  are  determining  the  public 
health  care  issues.  These  programs  are  all  in  addition 
to  current  programs  and  publications  already  in  place. 

Future  CARE — Year  two  will  consist  of  refining  the 
programs  of  year  one,  plus  the  implementation  of  a 
CARE  office  certification  program  to  recognize  phy- 
sicians’ practices  that  complete  a series  of  educational 
objectives  and  initiate  CARE  policies  in  their  office. 
Also,  CARE  year  two  will  develop  specific  local  pa- 
tient/public awareness  programs  to  further  explain  and 
exploit  health  care  issues  important  to  TMA  physi- 
cians and  their  patients.  These  probably  will  come  in 
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the  form  of  business  and  legislative  roundtables,  local 
health  fairs,  and  a speaker’s  bureau. 

Year  three  will  consist  of  maintaining  the  programs 
of  year  one  and  two  with  the  addition  of  the  Tennes- 
see Medical  News  Network  and  weekly  or  monthly 
TMA  health  care  columns  in  the  state’s  print  media. 
Being  that  CARE  has  only  been  approved  for  three 
initial  years,  additional  efforts  will  focus  on  gaining  an 
extension  of  CARE  funds  based  on  the  success  to  date 
and  the  development  and  presentation  of  years  four, 
five  and  six. 

The  objectives  of  CARE  will  remain  constant 
throughout,  being  (1)  to  increase  the  public’s  confi- 
dence in  their  personal  physician,  both  clinically  and 
professionally,  (2)  to  establish  TMA  as  a primary  source 
for  medical  information,  and  (3)  to  persuade  physicians 
to  take  an  active  interest  in  the  issues  and  concerns  of 
their  patients,  but  the  additional  opportunities  provided 
through  CARE  should  also  be  noted  ...  a strengthened 
internal  communications  network,  the  alignment  of  the 
public  with  medicine  on  the  legislative  front,  and  in- 
creased membership  due  to  TMA’s  influence  statewide, 
and  pride  of  its  current  members.  . . . 

Media  Relations — TMA  has  maintained  constant 
contact  with  our  friends  in  the  media.  Items  covered 


by  the  press  this  year,  at  the  prompting  of  TMA,  in- 
cluded RBRVS  effects  on  Tennessee  doctors,  smoking 
ban  for  public  buildings,  AMA-ERF  donations  to 
Tennessee  medical  schools  on  behalf  of  the  TMA 
Auxiliary,  TMA-Tennessee  Medicare  Access  Pro- 
gram, AIDS  testing,  TMA  award  winners,  anorectic 
drug  ban,  nursing  shortage,  rural  physician  loan  re- 
payment, radon  seminar,  expenditure  targets,  CARE 
program,  rebuttal  to  listing  physician  malpractice 
charges  as  called  for  by  a local  study,  CON  legislation, 
inadequate  facilities  for  Board  of  Medical  Examiners, 
rebuttal  to  accusations  that  Tennessee  doctors  make 
good  income  from  Medicaid,  premium  increases  for 
Medigap  policies,  the  chiropractor  privilege  debate,  and 
Teen  Health  Workshops.  r ^ 

Committee  Members 

Robert  E.  Bowers,  M.D.,  Chairman,  Chattanooga 

William  R.  McKissick,  M.D.,  Knoxville 

Alfred  P.  Rogers,  M.D.,  Chattanooga 

L.D.  Strader,  Jr.,  M.D.,  Bristol 

Charles  E,  White,  M.D.,  Memphis 

Fred  Ralston,  Jr.,  M.D.,  Fayetteville 

John  W.  Lamb,  M.D,,  Nashville 

Eugene  J.  Spiotta,  Jr.,  M.D.,  Memphis 

James  T.  Craig,  Jr.,  M.D.,  Jackson 

John  B.  Thomison,  M.D.,  Ex-Officio,  Nashville 


PRIMARY  CARE 
PHYSICIANS 


Centra  Care  Medical  Centers,  a well  established  primary  care  facility  for  over  nine 
years,  is  currently  seeking  primary  care  physicians,  with  a Florida  or  Tennessee  license, 
to  join  our  expansion  practices  in  Orlando,  Ft.  Myers,  Cape  Coral  or  Nashville.  Offer 
competitive  guaranteed  base  salary  with  bonus  incentive,  company  paid  benefits,  paid 
vacation,  predictable  time  off,  retirement  plan  participation  with  matching 
contributions,  malpractice  insurance  and  relocation  allowance. 

For  more  information  please  contact: 

Patty  Cook,  Director  of  Physician  Recruiting 
Centra  Care  Medical  Centers 
901  N.  Lake  Destiny  Road,  Suite  375 
Maitland,  FL  32751 
(407)  660-8118 
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Highlights  of  the  TMA  Board  of  Trustees  Meeting 

July  14-15, 1990 


The  following  is  a summary  of  the  major  actions  taken  by  the  Board  of  Trustees  of  the  Tennessee  Medical 
Association  at  its  regular  third  quarter  meetings  in  Point  Clear,  Ala.,  July  14-15,  1990. 


THE  BOARD: 

TMA  Policy  Re:  Utilization  Adopted  as  policy  the  state  Utilization  Review  Guidelines  developed  by  a co- 

Review  Guidelines  alition  consisting  of  TMA,  the  Tennessee  Hospital  Association,  the  insurance 

industry,  and  the  Tennessee  Nurses’  Association. 

AMA  Award  Nomination  Confirmed  the  Executive  Committee’s  decision  to  renominate  state  Repre- 

sentative Paul  Starnes  for  the  Second  Annual  AMA  Nathan  Davis  Award. 

Member  and  Resident  Endorsed  a plan  for  TMA  member  recruitment  and  retention  as  called  for  in 

Recruitment  Resolution  No.  10-90  and  resident  physician  recruitment  as  called  for  in  Res- 

olution No.  2-90. 


Annual  Meeting  Policy  Changes  Changed  TMA  Annual  Meeting  policy  by  adding  the  following  provisions:  (1) 

TMA  registration  will  be  required  of  all  Annual  Meeting  attendees.  (2)  Ten- 
nessee physicians  who  are  not  TMA  members  will  be  required  to  pay  a regis- 
tration fee  of  $75.  (3)  TMA  reserves  the  right  to  “block”  periods  of  time  in 
the  Annual  Meeting  schedule  during  which  there  will  be  no  meeting  functions 
of  medical  specialty  societies  or  other  organizations. 


Annual  Meeting  Format  Changes  Changed  the  format  of  the  1991  Annual  Meeting  as  called  for  in  Resolution 

No.  13-90  by:  (1)  Moving  the  first  session  of  the  House  of  Delegates  to  Thurs- 
day morning.  (2)  Moving  Reference  Committee  meetings  to  Thursday  after- 
noon. (3)  Reserving  a mid-day  period  on  Friday  for  lunch  in  the  Exhibit  Hall. 
(4)  Scheduling  breakfast  in  the  Exhibit  Hall  on  Thursday  morning,  preceding 
the  House  of  Delegates  meeting. 

1993  Annual  Meeting  Site  Selected  the  Hyatt  Regency  Hotel,  Knoxville,  as  the  site  of  the  April  1993 

Annual  Meeting. 

1995  Annual  Meeting  Site  Selected  the  Stouffer  Nashville  Hotel  and  Nashville  Convention  Center  as  the 

site  of  the  April  1995  Annual  Meeting. 

Drug  Testing  Study  Reviewed  a comprehensive  analysis  prepared  by  staff  on  drug  testing  as  a fol- 

low-up to  the  provisions  of  Resolution  No.  15-90;  deferred  action  to  the  Oc- 
tober Board  meeting  to  allow  time  for  further  study  regarding  voluntary  drug 
testing. 


Board  of  Medical  Confirmed  the  Executive  Committee’s  decision  to  appoint  Dr.  Duane  Budd, 

Examiners  Study  Johnson  City,  to  chair  the  Task  Force  called  for  in  Resolution  No.  19-90  to 

conduct  a comprehensive  study  of  the  Board  of  Medical  Examiners;  approved 
Dr.  Budd’s  selection  of  Task  Force  members. 


Organ  Procurement  Committee 


Release  of  Information  by 
Peer  Review  Organization 


Appointed  the  following  physicians  to  the  newly  created  Organ  Procurement 
Committee,  as  called  for  in  Resolution  No.  20-90: 

Transplant  Physicians:  East — Dr.  Thomas  B.  McGinnis,  Johnson  City;  Mid- 
dle— Dr.  William  H.  Frist,  Nashville,  chairman;  West — Dr.  G.  Phillip  Schoet- 
tle,  Jr.,  Memphis.  Non-Transplant  Physicians:  East — Dr.  Jackson  J.  Yium, 
Chattanooga;  Middle — Dr.  Harold  P.  Smith,  Nashville;  West — Dr.  Phillip  H. 
Dirmeyer,  Memphis. 

Received  a report  from  staff  on  information  provided  to  TMA  members  through 
the  TMA  Chart  and  to  all  county  medical  societies  regarding  release  of  infor- 
mation by  Peer  Review  Organizations  as  called  for  in  Resolution  No.  21-90. 
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Corporal  Punishment  in 
Tennessee  Schools 

Committee  on  HIV  Infection 
and  AIDS 


Nominations  for  State  Board 
Appointments 


Young  Physicians  Section 

AMA  Health  Access  America 
Proposal 

Report  from  TMA  Auxiliary 


AMA  House  Vice  Speaker 
Candidate 

AMA  Distinguished  Service 
Award 

Additional  Business 


Received  a report  from  staff  on  the  implementation  of  Resolution  No.  23-90 
(Corporal  Punishment  in  Tennessee  Schools). 

Accepted  the  resignation  of  Dr.  Dianne  Murphy  as  chair  of  the  Committee  on 
HIV  Infection  and  AIDS,  due  to  her  appointment  by  the  U.S.  Food  and  Drug 
Administration. 

Nominated  Dr.  Charles  White,  Lexington,  to  the  Board  of  Directors  of  the 
Tennessee  Comprehensive  Health  Insurance  Pool.  Nominated  Dr.  Ed  Reed, 
Memphis,  to  the  Medicaid  Medical  Care  Advisory  Committee.  Nominated  Dr. 
Duane  C.  Budd,  Johnson  City,  to  the  Special  Joint  Committee  for  Utilization 
of  Ancillary  Health  Care.  Nominated  Dr.  J.  Kelley  Avery,  Nashville,  to  the 
special  Joint  Committee  to  Study  Rising  Health  Care  Costs. 

Received  a report  on  the  special  award  presented  to  the  TMA  Young  Physicians 
Section  by  AMA  for  “Outstanding  Federation  Membership  Recruitment.” 

Endorsed  the  AMA  Health  Access  America  Proposal  as  outlined  in  the  AMA 
Board  of  Trustees  Report  XX  (A-90). 

Decided  to  present  a Resolution  of  Commendation  at  the  1991  AMA  Annual 
Meeting  for  the  TMA  Auxiliary’s  11-year  history  of  fund-raising  for  the 
AMA-ERF. 

Endorsed  Dr.  Allen  S.  Edmonson,  Memphis,  as  a candidate  for  Vice-Speaker 
of  the  AMA  House  of  Delegates. 

Nominated  Dr.  John  H.  Burkhart,  Knoxville,  for  the  AMA  Distinguished 
Service  Award. 

Endorsed  the  nomination  of  Dr.  Allen  S.  Edmonson,  Memphis,  for  the  “Mer- 
itorious Service  Award”  of  the  Tennessee  Hospital  Association.  r ^ 
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Lower  Extremity  Revascularization 
By  Percutaneous  Atherectomy 

EDWARD  M.  PRIEST,  M.D.  and  DOUGLAS  A.  WALDO,  M.D. 


Introduction 

Until  recently,  vascular  surgery  was  the  only 
definitive  therapy  for  peripheral  vascular  disease 
(PVD).  However,  the  high  cost  and  significant 
morbidity  of  vascular  surgery,  as  well  as  the  lim- 
ited life  expectancy  of  patients  afflicted  with 
PVD,  have  led  to  the  development  of  alternative 
definitive  modes  of  treatment,  such  as  balloon 
angioplasty,  laser  thermal  assisted  angioplasty, 
and  percutaneous  atherectomy.*  These  proce- 
dures have  a common  ancestry  in  diagnostic  an- 
giographic techniques,  and  show  great  clinical 
promise  when  applied  to  a carefully  selected  pa- 
tient population. 2 They  also  have  a high  level  of 
patient  acceptance.-'*  Although  currently  useful 
only  in  peripheral  disease,  there  is  every  expec- 
tation that  further  refinement  of  the  devices  and 
techniques  used  in  these  procedures  will  result  in 
their  application  in  the  coronary  circulation  soon. 

We  recently  reperfused  a chronically  ischemic 
lower  extremity  using  percutaneous  atherectomy 
with  the  Simpson  Atherocath  (Devices  for  Vas- 
cular Intervention,  Redwood  City,  CA). 


From  the  Radiology  Service  (Dr.  Priest)  and  the  Cardiology  Ser- 
vice (Dr.  Waldo),  Tennessee  Vascular  Institute.  Park  View  Medical 
Center,  Nashville. 

Reprint  requests  to  2018  Murphy  Ave.,  Nashville,  TN  37203  (Dr. 
Priest). 


Case  Report 

A 67-year-old  man  had  calf  claudication  at  less  than  50 
meters  (120  ft)  walking  at  normal  speed.  Noninvasive  Dop- 
pler and  segmental  pressure  evaluation  showed  impaired  cir- 
culation of  the  affected  extremity.  A trial  of  conservative 
management  with  exercise  and  pentoxifylline  (Trental)  failed. 
Angiography  showed  a 5-cm  occlusion  of  the  superficial  fem- 
oral artery  (SFA)  in  mid-thigh  (Fig.  1)  with  wide  patency  of 
the  leg  vessels  at  the  ankle  and  relatively  disease-free  aorto- 
iliac  vessels.  Collateral  flow  was  provided  by  branches  of  the 
deep  femoral  artery  and  by  a conspicuous  muscular  branch 
of  the  SFA  (Fig.  1).  Subsequent  percutaneous  atherectomy 
was  performed  through  a vascular  access  sheath  inserted  into 
the  ipsilateral  common  femoral  artery  via  antegrade  percu- 
taneous approach.  Using  digital  mapping,  a technique  in  which 
live  fluoroscopy  is  displayed  on  a previously  recorded  angio- 
gram, an  angiographic  guidewire  was  passed  through  the  oc- 
clusion without  difficulty,  an  angiographic  catheter  was  passed 
over  the  guidewire  to  create  a tract,  and  the  atherectomy  de- 
vice was  passed  down  this  tract  into  the  lesion  using  fluoro- 
scopic guidance.  Multiple  atherectomy  cuts  were  made  with 
the  device  to  remove  the  occluding  material,  with  monitoring 
of  the  immediate  result  of  each  pass  by  small  contrast  injec- 
tions under  fluoroscopy.  After  about  15  cuts,  the  lumen  was 
satisfactorily  reestablished  (Fig.  2).  The  disappearance  of  the 
previously  mentioned  collateral  vessel  was  considered  physi- 
ologic evidence  of  a good  result.  The  procedure  was  then 
terminated.  The  entire  procedure  was  carried  out  under  local 
anesthesia  in  the  interventional  radiology  suite.  Systemic  an- 
ticoagulation with  heparin  was  used  during  the  atherectomy; 
it  was  allowed  to  reverse  physiologically  after  conclusion  of 
the  procedure.  Antiplatelet  therapy  with  aspirin  and  dipyri- 
damole (Persantine)  was  begun  on  the  day  before  atherecto- 
my and  will  be  continued  for  six  months.  Chronic  systemic 
anticoagulation  with  warfarin  sodium  (Coumadin)  is  unnec- 
essary. After  overnight  observation,  the  patient  was  dis- 
charged. On  discharge,  he  was  noted  to  have  bounding  pedal 
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pulses,  whereas  only  a faint  posterior  tibial  pulse  was  palpa- 
ble previously.  He  remains  well  and  without  claudieation  on 
short-term  follow-up. 

Discussion 

Percutaneous  atherectomy  is  a procedure  in 
which  arterial  stenoses  are  mechanically  re- 
moved in  a controlled  fashion  by  a miniature  cut- 
ting device  housed  inside  a specially  designed  in- 
travascular catheter/  After  removal,  the 
offending  material  is  captured  in  the  catheter  nose 
and  delivered  when  the  catheter  is  removed  (Fig. 
3).  After  introduction  of  the  atherectomy  device 
through  a percutaneous  puncture,  with  fluoro- 
scopically  aided  positioning  of  the  device  in  the 
lesion  of  interest,  inflation  of  a low-pressure,  non- 
dilating balloon  on  the  cutter  housing  causes  in- 
trusion of  the  plaque  into  the  cutter  port,  which 
is  diametrically  apposed  to  the  balloon  on  the 
housing.  The  rotating  cylindrical  cutter  blade  is 
then  advanced  within  the  cutter  housing,  slicing 


Figure  1.  Left  femoral  angiogram  showing  complete  occlusion 
(arrows)  of  a 5-cm  segment  of  the  vessel  in  mid-thigh. 
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off  the  introducing  plaque  in  guillotine  fashion. 
The  pieces  of  plaque  thus  removed  are  packed 
into  the  nose  of  the  catheter,  which  can  accept 
material  from  10  to  12  cuts.  By  rotating  the  cath- 
eter after  each  cut,  a series  of  radially  directed 
cuts  can  be  made,  treating  the  entire  lesion.  If 
more  passes  are  required,  the  device  is  removed, 
the  nose  cone  receptacle  is  cleared  of  the  excised 
atheromatous  material,  and  the  device  is  then  re- 
introduced for  further  treatment.  After  each  se- 
ries of  cuts,  the  morphology  of  the  lesion  is  reas- 
sessed by  angiography  through  the  vascular 
introducer  sheath.  The  atherectomy  is  consid- 
ered complete  when  no  further  material  can  be 
removed,  and  is  considered  to  be  successful  when 
the  residual  stenosis  is  less  than  30%.  If  the  re- 
sidual stenosis  is  greater  than  30%,  supplemental 
balloon  angioplasty  can  be  performed  through  the 
vascular  introducer  sheath. 

Atherectomy  is  useful  in  treating  short  seg- 
ement  stenoses  and  occlusions  of  the  iliac  and  fe- 
moropopliteal  arteries. Both  atherosclerotic 
plaques  and  foci  of  intimal  hyperplasia  can  be 


Figure  2.  Same  area  of  diseased  SFA  shown  in  Fig.  1.  Following 
atherectomy,  the  lumen  is  reconstituted  and  appears  normal  (arrows). 
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Figure  3.  Artist’s  drawing  of  the  Simpson  atherectomy  catheter  dur- 
ing removal  of  an  atherosclerotic  plaque. 


treated  effectively,  making  the  technique  suit- 
able for  treatment  of  anastomotic  vascular  graft 
stenoses  and  recurrent  stenoses  following  angio- 
plasty. Atherectomy  is  characterized  by  high 
technical  success  rate,  durable  results,  a very 
low  complication  rate,  and  good  patient  accep- 
tance.Future  treatment,  either  surgical  or  per- 
cutaneous, is  not  jeopardized  or  precluded  by 
atherectomy.  Finally,  because  major  surgery  with 
its  attendant  cost,  complication  risk,  and  recu- 
perative period  is  avoided,  percutaneous  ather- 
ectomy is  very  cost  effective.  Patients  can  undergo 
the  preprocedure  evaluation  (including  multi- 
specialty clinical  examination,  Doppler  noninva- 
sive  study,  and  angiography)  as  outpatients.  A 
two-day  admission  is  usually  sufficient  for  ather- 
ectomy and  recovery.  Normal  activity  can  be  re- 
sumed on  day  three. 

Compared  to  balloon  angioplasty  and  laser- 
assisted  PTA,  atherectomy  holds  the  promise  of 


improved  long-term  patency  rates,  since  stenosis 
is  relieved  by  direct  removal  of  the  offending 
plaque,  rather  than  by  a sequence  of  controlled 
arterial  injury  with  subsequent  remodeling.^ 

Problems  with  percutaneous  atherectomy  to- 
day relate  primarily  to  the  size  and  stiffness  of 
the  Simpson  Atherocath  device,  limiting  its  use 
to  the  peripheral  vascular  tree  of  patients  whose 
vessels  are  large  enough  to  accept  the  No.  7 
French  device. 

In  conclusion,  a number  of  catheter-mediated 
procedures  are  now  available  for  successful  non- 
operative intervention  in  peripheral  vascular  dis- 
ease. Our  recent  experience  with  percutaneous 
atherectomy  indicates  that  it  is  one  of  the  most 
promising  of  these  new  techniques.  F ^ 
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Tissue  Characterization  of  a 
Parathyroid  Adenoma: 
Sonographic-Pathologic  Correlation 

JACK  DEMPSEY,  M.D.;  JAY  BROOKS,  M.D.;  and  RANDALL  L SCOTT,  M.D. 


introduction 

As  recently  as  1983,  it  was  stated  that  “high 
resolution  sonographic  equipment  suitable  for 
parathyroid  imaging  is  not  widely  available.”’ 
This  has  changed  with  the  current  popularity  of 
carotid  ultrasound  as  a screening  procedure, 
however,  and  most  major  ultrasound  equipment 
manufacturers  have  10  MHz  probes  available. 
Incidental  detection  of  parathyroid  and  thyroid 
lesions  during  carotid  examinations  may  increase 
with  proliferation  of  vascular  ultrasound.  Para- 
thyroid adenoma  has  a typical  ultrasonic  appear- 
ance and  location,  correlating  with  microscopic 
pathologic  findings. 

Histologically,  the  parathyroid  adenoma  con- 
sists of  chief  cells,  oxyphil  cells,  and  clear  cells 
(wasserhelle).^  In  the  most  common  variant,  chief 
cells  predominate  (Fig.  1)  and  there  is  a paucity 
of  fat  cells.'’  The  thyroid,  on  the  other  hand,  con- 
tains more  fat  cells.  A fibrous  capsule  (Fig.  2) 
surrounds  the  parathyroid  adenoma,  which  is  seen 
as  a fibro-fatty  layer  on  ultrasound.  In  addition, 
compressed  normal  parathyroid  tissue  is  seen  ad- 
jacent to  the  fibrous  capsule,  which  appears  as 
part  of  the  fibro-fatty  layer  on  ultrasound  (Fig. 
3).  We  present  a case  that  demonstrates  many  of 
the  typical  ultrasonic  features  of  parathyroid  ad- 
enoma with  microscopic  pathologic  correlation. 

Case  Report 

A 60-year-old  man  gave  a clinical  history  of  hypercalce- 
mia and  previous  bladder  calculi;  his  serum  calcium  was  11.5 
mg/dl.  A sonogram  using  a Diasonics  DRF  400  10  MHz  probe 
revealed  a 21  x 23  x 25-mm  hypoechoic  solid  tissue  mass 
posterior  and  lateral  to  the  right  lower  pole  of  the  thyroid. 
The  mass  was  less  echogenic  than  the  thyroid  and  demon- 
strated an  echogenic  line  separating  the  two  (Fig.  4).  No  oth- 
er thyroid  or  parathyroid  mass  was  imaged. 


From  the  Departments  of  Radiology  (Drs.  Dempsey  and  Scott) 
and  Pathology  (Dr.  Brooks),  Veterans  Administration  Medical  Cen- 
ter and  University  of  Tennessee  College  of  Medicine,  Memphis. 

Reprint  requests  to  Department  of  Radiology  (614/114),  Veterans 
Administration  Medical  Center,  1030  Jefferson  Ave.,  Memphis,  TN 
38104  (Dr.  Dempsey). 
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At  surgery,  a large  encapsulated  parathyroid  mass,  origi- 
nating from  the  right  upper  pole  parathyroid  gland,  was  ex- 
cised. Biopsies  were  taken  of  the  right  lower  pole  parathyroid 
gland  as  well  as  the  left  upper  and  lower  pole  parathyroid 
glands;  they  revealed  normal  parathyroid  tissue.  The  patient 
had  an  uneventful  recovery,  with  serum  calcium  levels  re- 
turning to  normal. 

Discussion 

Normally,  four  parathyroid  glands  are  situated 
posteriorly  in  the  upper  and  lower  poles  of  both 
lobes  of  the  thyroid  gland.  Unlike  the  thyroid. 


Figure  1.  Parathyroid  adenoma  composed  of  chief  cells  (hematoxylin 
and  eosin,  x 400). 
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Figure  2.  Dense  fibrous  tissue  composes  the  capsule  of  the  parathy- 
roid adenoma  (hematoxylin  and  eosin,  x 400). 


* 


Figure  3.  Arrow  indicates  compressed  normal  parathyroid  tissue  sep- 
arated by  fibrous  band  from  parathyroid  adenoma  at  top  of  figure  (he- 
matoxylin and  eosin,  x 100). 


Figure  4.  Ultrasound  of  parathyroid  adenoma  showing  echogenic  Figure  5.  Ultrasound  of  parathyroid  adenoma  lateral  to  trachea 
capsule  (transverse  section,  Diasonics  10  MHz  probe).  (transverse  section,  Diasonics  10  MHz  probe). 
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Figure  6.  Parathyroid  adenoma  with  arrow  indicating  vascular  pedicle 
of  adenoma  (hematoxylin  and  eosin,  x 40). 


the  normal  parathyroid  is  hypoechoic.  The  hy- 
poechogenicity  of  the  parathyroid  adenoma  may 
result  from  the  relative  lack  of  fat  cells  as  com- 
pared to  normal  thyroid  tissue,  which  contains 
numerous  fat  cells.  Normal  parathyroid  and  thy- 
roid imaging  includes  the  carotid  artery  and  jug- 
ular vein  laterally,  the  trachea  medially,  and  the 
longus  colli  muscle  posteriorly.  An  important  ul- 
trasonic feature  with  a parathyroid  adenoma  may 
be  asymmetry  of  the  longus  colli  muscle  and  the 
neurovascular  bundle,  consisting  of  the  inferior 
thyroid  artery  and  recurrent  laryngeal  nerve.  Hy- 
pertrophy of  the  artery  supplying  the  parathyroid 
adenoma  may  cause  asymmetry  of  the  neurovas- 
cular bundle  and  longus  colli  muscle.''  In  the  nor- 
mal parathyroid,  an  echogenic  band,  thought  to 
represent  fibrous  connective  tissue,  may  separate 
the  parathyroid  from  the  thyroid. 

This  case  demonstrated  a large  (25  mm)  hy- 
poechoic mass  posterior  to  the  lower  pole  of  the 
right  thyroid  with  an  echogenic  band  separating 
the  mass  from  the  thyroid  (Fig.  5).  Histological- 
ly, the  parathyroid  adenoma  consisted  predomi- 
nantly of  chief  cells  without  fat  cells.  Since  a bi- 
opsy of  the  right  lower  pole  parathyroid  showed 
normal  tissue,  it  was  thought  that  the  adenoma 
was  suspended  from  the  right  upper  pole  on  a 
vascular  pedicle,  which  was  identified  peripher- 
ally on  microscopy  (Fig.  6).  Histologic  section 
revealed  that  the  echogenic  capsule  contained  fi- 
brous and  fatty  tissue  as  well  as  a rim  of  com- 
pressed normal  residual  parathyroid  tissue  (Fig. 
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Figure  7.  Compressed  parathyroid  contains  groups  of  oxyphil  as  well 
as  chief  cells  (hematoxylin  and  eosin,  x 40). 


7).  Differential  diagnosis  of  this  lesion  consisted 
mainly  of  a thyroid  mass  such  as  thyroid  nodules, 
colloid  cyst,  or  thyroid  carcinoma.  An  extrathy- 
roid mass  such  as  cervical  adenopathy  should  also 
be  considered.  Typically,  thyroid  adenoma  is  de- 
scribed as  a solid  isoechoic  intrathyroid  mass  with 
a hypoechoic  halo,  thought  to  represent 
compression  of  normal  thyroid  tissue,  but  recent 
color  Doppler  studies  suggest  a vascular  compo- 
nent to  the  halo.  Since  a small  percentage  of  thy- 
roid carcinomas  also  demonstrate  this  sign,  the 
halo  sign  is  nonspecific,  though  the  large  major- 
ity of  masses  completely  surrounded  by  a halo 
are  thyroid  nodules. 

Thyroid  adenomatous  nodules  may  undergo 
hemorrhage  or  cystic  degeneration,  becoming 
either  hyperechoic  or  hypoechoic.  Colloid  cysts 
of  the  thyroid  may  well  represent  degenerated 
thyroid  adenomatous  nodules.  Usually  thyroid 
carcinoma  is  poorly  marginated  and  may  have  an 
incomplete  halo.  Except  in  patients  who  have  had 
previous  radiation  to  the  neck,  multinodularity 
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of  the  thyroid  is  a sign  of  benign  disease.^  Extra- 
thyroid masses  include  cervical  adenopathy,  which 
is  usually  hypoechoic  and  may  demonstrate  mul- 
tiple node  masses. 

This  case  demonstrates  a single  hypoechoic 
extrathyroid  mass  with  a hyperechoic  margin. 
Since  no  other  mass  was  seen  to  suggest  adeno- 
pathy or  multinodular  goiter,  parathyroid  ade- 
noma was  the  primary  consideration.  The  margin 
of  the  lesion  is  an  important  differential  feature 
in  this  case,  since  a hypoechoic  margin  would  fa- 
vor a thyroid  nodule.  Also  the  hypoechoic  na- 
ture of  the  mass  is  an  important  differential  fea- 
ture since  a thyroid  nodule  is  usually  isoechoic, 
but  may  be  hyperechoic  or  hypoechoic  if  there  is 
hemorrhage  or  cystic  degeneration.  With  the  in- 
cidental discovery  of  thyroid  and  parathyroid  le- 
sions during  carotid  ultrasound,  the  differential 
diagnosis  of  thyroid  nodule  versus  parathyroid 
adenoma  will  be  increasingly  important  in  the 
future. 


In  summary,  high  resolution  small  parts  ultra- 
sound correlates  well  with  histologic  and  micro- 
scopic findings  at  the  cellular  level.  With  im- 
provement in  the  resolution  of  newer  ultrasound 
units,  we  may  expect  delivery  of  long  awaited  tis- 
sue characterization  in  the  near  future,  first  in 
the  area  of  small  parts  scanning.  r . ^ 
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Trauma  Rounds 


Large  Diameter  Impalement 

JOHN  A.  VAN  AALST,  B.A.;  JOHN  A.  MORRIS,  JR.,  M.D. 


Case  Report 

A 27-year-old  white  man  suffered  impalement  when  his 
car  left  the  road  and  struck  a fence.  A 3 x 6-inch  post  passed 
through  the  front  of  the  vehicle,  entered  the  patient’s  abdo- 
men 3 cm  below  the  xiphoid  process,  and  exited  at  the  mid- 
scapular line  below  the  ninth  rib  on  the  left.  The  post  then 
passed  through  the  seat  and  continued  through  the  fuel  tank. 

During  the  extrication  process,  the  post  was  cut  in  two 
places,  a foot  anterior  to,  and  an  inch  posterior  to  the  pa- 
tient, allowing  transport  of  the  patient  on  his  back  (Fig.  1). 
During  the  30  minutes  of  air  transport  time,  the  patient  was 
hemodynamically  stable.  Upon  arrival  at  the  trauma  center, 
he  was  taken  immediately  to  the  operating  room. 

With  the  patient  still  lying  on  a backboard  and  in  a C- 
collar,  assessment  was  initiated:  he  was  talking,  well  orient- 


From  the  Division  of  Trauma,  Section  of  Surgical  Sciences,  Van- 
derbilt University  School  of  Medicine,  Nashville. 


ed,  and  had  equally  reactive  pupils.  Several  lacerations  were 
noted  on  his  forehead,  one  on  the  left  side  of  the  scalp,  an- 
other in  the  infraorbital  region,  and  one  intraorally  reaching 
to  the  commissure.  He  exhibited  positive  guarding  and  re- 
bound in  his  abdomen,  and  his  pelvis  was  stable;  his  rectum 
was  uninjured.  The  patient  moved  all  four  extremities,  and 
distal  pulses  were  palpable. 

In  preparation  for  surgery,  the  patient  received  an  x-ray 
which  revealed  no  hemopneumothorax.  He  was  then  anes- 
thetized (Fig.  2)  and  an  exploratory  laparotomy  was  per- 
formed. 

The  abdomen  was  entered  through  an  incision  below  the 
entrance  site  of  the  post,  and  a second  incision  was  made 
from  just  below  the  xiphoid  process  to  the  superior  edge  of 
the  wound.  The  two  incisions  were  then  connected,  allowing 
removal  of  the  post.  The  abdomen  was  immediately  packed, 
providing  the  anesthesiologist  opportunity  to  resuscitate  the 
patient.  With  this  accomplished,  the  packs  were  removed  and 
assessment  of  abdominal  injury  was  initiated.  Injuries  were 


Figure  1.  The  impalement  victim  is  inducted  emergently  from  the 
helipad  to  the  operating  room. 


Figure  2.  The  patient  is  prepared  for  removal  of  the  post  under  direct 
visualization. 
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I'ound  to  include  a transected  gastrocolic  ligament,  a tran- 
sected pancreas,  a ruptured  left  adrenal  gland  and  spleen, 
and  a mildly  injured  left  kidney,  involving  a cortical  lacera- 
tion, with  accompanying  injury  to  Gerota's  fascia. 

The  left  lobe  of  the  liver  was  retracted  medially,  facilitat- 
ing isolation  of  the  infradiaphragmatic  aorta,  which  was  then 
clamped.  Bleeding  subsequently  stopped.  The  left  colon, 
spleen,  kidney,  and  stomach  were  mobilized  (Mattox  maneu- 
ver), allowing  exposure  of  the  aorta.'-’  Both  the  splenic  ar- 
tery and  vein  were  transected  and  ligated,  and  the  neck  ol 
the  pancreas  was  stapled,  subsequent  to  which  a distal  pan- 
createctomy and  splenectomy  were  performed. 

The  kidney  was  found  to  be  viable,  with  a palpable  pulse; 
a 3-cm  laceration  to  the  pedicle  was  sutured. 

No  further  bleeding  sites  could  be  identified.  The  aortic 
cross-clamp  was  therefore  gradually  released,  with  simulta- 
neous administration  of  mannitol  and  bicarbonate  (total  cross- 
clamp time  was  20  minutes).  A grade  3 liver  laceration  was 
then  explored  using  finger-fracture  technique,^  and  all  bleed- 
ing vessels  were  clipped  or  suture-ligated. 

Because  of  hypothermia,  coagulopathy,  and  intermittent 
hypotension,  packs  were  placed  in  the  splenic  bed  and  the 
area  of  the  pancreatic  injury,  and  the  skin  was  rapidly  closed. 

The  patient  was  rolled  over  to  allow  exploration  of  a 15- 
cm  back  wound,  which  was  bleeding  with  simultaneous  es- 
cape of  air  from  a lung  injury.  A laparotomy  pad  was  placed 
in  the  wound  to  control  bleeding,  followed  by  placement  of 
a chest  tube,  and  the  wound  was  then  closed  with  staples  and 
covered  with  towels. 

During  the  course  of  surgery,  the  patient  received  12  units 
of  blood  and  additional  fresh-frozen  plasma.  He  experienced 
several  episodes  of  hemodynamic  instability,  and  was  in  crit- 
ical condition  when  transported  postoperatively  to  the  sur- 
gical intensive  care  unit,  where  he  was  sedated  with  mor- 
phine and  ventilated.  Over  the  next  two  days,  he  received 
wound  prophylaxis  of  cefoxitin  and  his  face  lacerations  were 
sutured.  His  condition  improved  steadily. 

Two  days  after  injury,  the  patient  was  again  taken  to  the 
operating  room,  where  his  abdominal  wound  was  reexam- 
ined. The  superior  pole  of  the  left  kidney  was  still  bleeding 
and  required  additional  suturing,  and  the  left  adrenal  gland 
required  partial  debridement.  An  injury  to  the  left  dia- 
phragm was  repaired,  necrotic  liver  edges  were  debrided,  and 
a part  of  the  omentum  was  sutured  to  viable  liver;  the  omen- 
tum was  also  sutured  into  place  to  support  the  injured  kid- 
ney. A needle  feeding  jejunostomy  was  inserted,^  and  the 
wound  was  closed,  with  placement  of  two  hemovac  drains. 
The  patient  was  then  rolled  over  and  his  back  wound  was 
cleaned  and  packed. 

Following  the  procedure,  drug  prophylaxis  of  piperacillin 
and  gentamicin  was  initiated.  By  postoperative  day  one,  the 
patient  was  alert  and  being  weaned  from  ventilator  support. 
Central  monitoring  lines  were  removed  and  feeding  was  ini- 
tiated. Gentamicin  was  discontinued  because  of  a rising 
creatinine. 

Two  days  postoperatively,  the  patient  was  extubated,  his 
C-collar  and  Foley  catheter  were  removed,  and  a line  was 
placed  for  a feeding  tube.  CT  spine  films  revealed  no  frac- 
tures and  the  patient  was  therefore  assisted  in  walking.  On 
day  six,  the  patient’s  chest  tube  was  removed,  and  the  follow- 
ing day  he  was  moving  his  limbs  well  and  walking  without 
difficulty.  He  was  discharged  nine  days  postoperatively,  am- 
bulatory and  with  a prescription  for  ibuprofen  (Motrin)  and 
oxycodone/acetaminophen  (Percocet).  He  was  told  to  avoid 
heavy  lifting  and  strenuous  activity.  By  nine  days  after  dis- 
charge, he  had  a good  appetite  and  his  feeding  jejunostomy 


was  removed.  Sixteen  days  after  discharge  he  returned  for 
the  last  of  his  surgical  procedures:  a double  thickness  skin 
graft  to  his  abdominal  wound  and  closure  of  the  posterior 
wound. 

Comments 

Impalement  is  a low-velocity  injury  characterized 
more  by  a displacement  of  organs  rather  than  penetra- 
tion of  them.  Though  it  is  visually  dramatic,  injury  se- 
verity is  highly  variable  and  not  directly  related  to  the 
appearance  of  the  injury.  Bleeding  is  minimal  because 
the  object  has  a tamponading  effect  on  the  wound  sites. 
Removal  of  the  impaling  object,  however,  releases  the 
tamponade,  and  results  in  considerable  bleeding,  re- 
quiring prompt  control.  For  this  reason,  the  object  must 
not  be  removed  outside  the  operating  room,  and  once 
in  the  operating  room  removal  should  be  done  under 
direct  visualization. 

Management  of  the  impaled  victim  in  the  prehos- 
pital environment  presents  unique  problems  involving 
intubation,  extrication,  and  transportation.  The  tradi- 
tional method  of  oral  intubation  may  not  be  possible 
because  of  limited  access  to  the  patient.  Nasotracheal 
intubation,  however,  can  be  performed  on  a sitting  pa- 
tient and  allows  simultaneous  stabilization  of  the  pa- 
tient’s neck. 

Extrication  is  also  complicated  by  lack  of  access  to 
the  patient  because  of  the  impaling  object.  The  object 
must  be  cut  to  facilitate  extrication,  but  this  causes  ex- 
treme patient  discomfort;  we  have  found  that  the  ini- 
tial cut  has  to  be  made  with  a handsaw.  Once  the  pa- 
tient has  been  extricated,  a circular  saw  can  then  be 
used  to  cut  the  impaling  object  as  close  to  the  back  as 
possible.  The  circular  saw  minimizes  patient  discom- 
fort. Cutting  the  object  short  posteriorly  allows  the 
patient  to  be  transported  on  his  back,  and  improves 
surgical  access  to  the  abdomen. 

During  extrication  and  transport,  care  should  be 
taken  to  stabilize  the  impaling  object  to  prevent  addi- 
tional hemorrhaging  and  further  damage  to  organ 
systems. 

Little  can  be  done  for  an  impalement  victim  outside 
the  operating  room;  x-rays  may  be  difficult  to  per- 
form, and  may  in  fact  not  provide  much  information. 
Every  effort  must  therefore  be  made  to  induct  the  pa- 
tient into  the  operating  suite  as  quickly  as  possible. 
Once  there,  definitive  care  can  be  initiated.  r ^ 
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Radiology  Case  of  the  Month 


STEVEN  M.  WEINDLING,  M.D.;  GARY  D.  DUNCAN,  M.D.;  and  CHARLES  L ROBINETTE,  M.D. 


Case  Report 

A 90-year-old  woman  with  a history  of  coronary  artery 
disease  was  admitted  to  the  hospital  for  chest  pain.  Coronary 
ateriography  performed  on  the  second  hospital  day  revealed 
significant  atherosclerotic  lesions.  Heparin  anticoagulation 
therapy  was  instituted,  and  the  patient's  PIT  adjusted  to  the 
therapeutic  range  (patient  38.6  sec/control  28  sec).  On  the 
fourth  day  of  hospitalization  the  patient  began  complaining 
of  neck  pain  and  left  arm  weakness.  Emergency  noncontrast 
head  CT  (not  shown)  revealed  no  evidence  of  acute  cerebral 
infarct  or  intracranial  hemorrhage.  Over  the  next  several  hours 
the  patient  became  incontinent  of  urine  and  nearly  quadra- 
paretic  (some  right  arm  strength). 

Emergency  cervical  spine  MRl  was  performed  on  a mid- 
field  strength  (0.3  Tesla)  permanent  magnet.  Sagittal  T,- 
weighted  spin  echo  [TR  500  msec;  TE  28  msec]  images  re- 
vealed a mildly  hyperintense  extradural  lesion  surrounding 
and  compressing  the  spinal  cord  from  C2-3  to  T2-3  (Fig.  1). 
The  lesion  was  isointense  with  CSF  on  sagittal  gradient  echo 
images  (not  shown).  The  vertebral  bodies  and  intervertebral 
discs  were  normal.  The  patient  was  taken  directly  to  the  CT 
scanner.  Noncontrast  cervical  spine  CT  demonstrated  a high- 
density  extradural  lesion,  located  primarily  within  the  left 
posterior  spinal  canal  (Fig.  2). 

What  is  your  diagnosis? 

(1)  Extradural  metastasis 

(2)  Lymphoma 

(3)  Epidural  abscess 

(4)  Epidural  hematoma 

(5)  Meningioma 

At  emergency  cervical  laminectomy  (C3-T3)  a large 
amount  of  clotted  blood  was  removed  from  the  spinal  epi- 
dural space.  She  had  gradual  improvement  in  arm  and  leg 
strength  over  the  ensuing  weeks. 

Discussion 

Spinal  epidural  hematomas  are  rare,  and  said  to  oc- 
cur approximately  once  every  five  years  on  busy  neu- 
rosurgical services.'  They  may  result  from  trauma, 
coagulopathies,  pregnancy,  infection,  neoplasm,  and 
rupture  of  epidural  arteriovenous  malformations  or 
venous  angiomas.  Iatrogenic  causes  include  lumbar 
puncture,  epidural  spinal  anesthesia,  spinal  surgerx',  and 
anticoagulant  therapy.  One-third  of  reported  cases  have 
followed  anticoagulation  with  heparin  or  dicumarol.--’ 
Patients  with  cervical  epidural  hematoma  usually  have 
acute  cervical  and/or  interscapular  pain,  and  radicular 
pain.  The  clinical  course  is  often  rapidly  progressive, 
with  motor  and  sensory  deficits  related  to  the  level  of 
cord  compression,  succeeded  by  extremity  paresis  and 
urinary  retention.  Although  spontaneous  resolution  of 
cervical  epidural  hematoma  has  been  reported. 
emergency  decompressive  laminectomy  is  necessary  in 
nearly  all  cases  to  prevent  spinal  cord  infarction. 


From  the  Departments  of  Radiology  (Drs.  Weindling  and  Robi- 
nette) and  Neurology  (Dr.  Duncan).  HCA  Park  View  Medical  Cen- 
ter, Nashville. 


In  this  patient,  sagittal  MRI  facilitated  the  diagno- 
sis of  cervical  epidural  hematoma  by  localizing  the  le- 
sion to  the  extradural  space  and  delineating  its  supe- 
rior and  inferior  extent.  The  cervical  epidural 
hematoma  appeared  mildly  hyperintense  relative  to  the 
spinal  cord  on  T, -weighted  images,  and  hyperintense 
(indistinguishable  from  CSF)  on  T2*-weighted  gradient 
echo  images.  The  features  of  acute  hemorrhage  on 
midfield  MRI  are  multifactorial,  yet  in  two  previous 
reports  acute  spinal  epidural  hematoma  appeared  hy- 
perintense on  both  T,-  and  T--weighted  images.-"-* 
Noncontrast  CT  confirmed  the  diagnosis  of  acute  epi- 
dural hematoma,  with  the  intraspinal  biconvex  high 
density  lesion  of  blood  attenuation  seen  compressing 
the  thecal  sac  and  cervical  cord. 

Epidural  abscesses  may  be  acute,  arising  within  the 
epidural  space  as  the  result  of  transient  bacteremia  or 
a primary  local  infection  elsewhere.  Secondary  epidu- 
ral abscesses  may  spread  into  the  epidural  space  from 
disc  infection  or  osteomyelitis,  and  tend  to  be  more 
chronic.  Extradural  metastases  typically  result  from 
extraosseous  extension  of  bony  metastatic  disease. 
Absence  of  known  primary  tumor  or  infection,  lack  of 


Figure  1.  Sagittal  T,-weighted  MRI.  Spinal  cord  (C),  surrounded  by 
normal  hypointense  CSF  (white  asterisks)  at  the  C2  level  is  com- 
pressed by  hyperintense  hematoma  (arrow)  caudal  to  the  C23  inter- 
space. 
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Figure  2.  (A  & B)  Noncontrast  CT.  High-density  left-sided  acute  eipdurai 


hematoma  (black  asterisk)  compresses  the  thecal  sac  and  cord  (arrow). 


vertebral  body  and  disc  space  destruction,  and  lesion 
CT  and  MRI  characteristics  consistent  with  blood  make 
these  diagnoses  unlikely. 

Meningiomas  are  slowly  growing,  primarily  intra- 
dural-extramedullary tumors.  Purely  extradural  men- 
ingiomas are  rare,  accounting  for  approximately  7%  of 
spinal  meningiomas.^  Lymphomas  frequently  involve 
the  epidural  space  with  no  discernible  bony  extension. 
Neither  meningioma  nor  lymphoma  would  likely  cause 
this  patient’s  acute  motor  and  sensory  deficits. 

DIAGNOSIS:  (4)  Epidural  hematoma.  /~ 


REFERENCES 

1.  Wisoff  HS;  Spontaneous  intraspinal  hemorrhage,  in  Wilkins  RH,  Renga- 
chary  SS  (eds):  Neurosurgery.  New  York,  McGraw  Hill,  1985,  vol  2,  pp  1500- 
1504. 

2.  Harik  SI,  Raichle  ME,  Reis  DJ:  Spontaneously  remitting  spinal  epidural 
hematoma  in  a patient  on  anticoagulants.  N Engl  J Med  284:1355-1357,  1971. 

3.  Donovan  Post  MJ,  Seminer  DS,  Quencer  RM:  CT  diagnosis  of  spinal  ep- 
idural hematoma.  AJNR  3:190-192,  1982. 

4.  Laissy  JP,  Milon  P,  Freger  P,  et  al:  Cervical  epidural  hematomas:  CT 
diagnosis  in  two  cases  that  resolved  spontaneously.  AJNR  11:394-396,  1990. 

5.  Garza-Mercado  R:  Traumatic  extradural  hematoma  of  the  cervical  spine. 
Neurosurgery  24:410-414.  1989. 

6.  Pang  G,  Kulkarni  M.  MacDougall  DJ,  et  al:  Traumatic  epidural  hemato- 
ma of  the  cervical  spine:  diagnosis  with  magnetic  resonance  imaging.  Case  report. 
J Neurosurg  68:798-801,  1988. 

7.  Nittner  K:  Spinal  meningiomas,  neurinomas  and  neurofibromas  and  hour- 
glass tumors,  in  Vinken  PJ,  Bruyn  GW  (eds):  Handbook  of  Clinical  Neurology. 
New  York,  Elsevier  North-Holland  Inc,  1976,  vol  20,  pp  177-322. 


C.H.LR 

(Confidential  Help  and  Intervention  for  Professionals) 

An  Intense  Short-Term  Focused  Program 
Exclusively  For  Professionals 

To  educate  professionals  concerning  chemical 
dependency  and  its  effects 

To  reach  out  to  professionals  prior  to  the  onset 
of  serious  personal  and  professional  problems 

To  provide  CONFIDENTIAL  help  in  a caring, 
nurturing  atmosphere 

To  provide  14  days  of  quality  care  at  an  afford- 
able cost  (average  cost  $3,(XX)) 

C.H.LR 

Perry  Memorial  Hospital 

Linden,  Tennessee 
(615)  589-2121  ext.  310,  or  in  Tennessee  (800)  852-7438 

/fa  Am  ma/R/esARemfcmcomm/\/r/Ac 


T Purpose: 
T Objective: 
T Goal: 

T Pledge: 


560 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


Vanderbilt  Morning  Report 


An  Unusual  Cause  of  Solitary  Pulmonary  Nodule 


Case  Report 

A 68-year-old  female  smoker  had  an  acute  onset  of  pleu- 
ritic pain  localized  to  the  left  anterior  chest,  unassociated  with 
dyspnea,  fever,  hemoptysis,  cough,  or  diaphoresis.  Physical 
examination  was  unremarkable,  and  laboratory  findings  and 
ECG  were  normal.  Radiograph  of  the  chest  revealed  a wedge- 
shaped  soft  tissue  density  in  the  anterior  aspect  of  the  left 
upper  lobe,  but  pulmonary  arteriography  was  unremarkable. 
CT  scan  of  the  chest  confirmed  the  presence  of  a pleura-based, 
noncalcified  2.5  x 3-cm  soft  tissue  mass  without  mediastinal 
lymphadenopathy.  Tuberculin  skin  test  was  nonreactive.  The 
patient  was  treated  empirically  with  a short  course  of  oral 
antibiotics,  and  two  months  later  the  patient  was  asympto- 
matic, but  the  pulmonary  lesion  was  radiographically  un- 
changed. When  transthoracic  fine-needle  aspiration  failed  to 
yield  a diagnosis,  a thoracotomy  and  wedge  resection  of  the 
lesion  were  done.  Pathologic  evaluation  revealed  necrotic  lung 
parenchyma  surrounded  by  a rim  of  caseating  granulomatous 
inflammation.  In  the  center  of  the  lesion  was  a parasitic  worm 
characteristic  of  Dirofilaria  immitis,  or  dog  heartworm. 

Discussion 

Dirofilaria  immitis,  or  dog  heartworm,  is  a filarial 
nematode  that  commonly  infects  dogs  in  the  Mississip- 
pi Valley  and  southeastern  United  States.  For  many 
years  it  was  believed  to  infect  exclusively  dogs  and  other 
small  mammals,  but  in  recent  decades  it  has  become  clear 
that  this  parasite  is  capable  of  infecting  humans.' 

D.  immitis  is  transmitted  by  a mosquito  vector.  The 
blood  of  infected  dogs  contains  a high  concentration 
of  microfilaria,  and  as  a mosquito  feeds  on  an  infected 
animal,  microfilariae  are  ingested  and  mature  into  in- 
fective larvae  within  the  insect.  During  subsequent 
blood  meals  on  other  animals,  the  larvae  are  injected 
into  host  subcutaneous  tissues  where  they  mature  fur- 
ther; they  eventually  migrate  through  venous  channels 
to  the  right  ventricle,  where  they  grow  into  adult 
worms.  The  mature  female  sheds  thousands  of  micro- 
filariae into  the  bloodstream.  The  life  cycle  is  com- 
pleted when  these  circulating  microfilariae  are  again 
ingested  by  feeding  mosquitos.' 

It  has  been  postulated  that  humans  are  infected  in 
the  same  fashion  as  dogs.  Man,  however,  is  not  a suit- 
able host  for  the  parasite.  The  worm  fails  to  reach  sex- 
ual maturity  and  does  not  shed  microfilariae  into  the 
bloodstream.  Thus,  the  life  cycle  is  arrested.  Human 
beings  become,  in  effect,  “closed  end  hosts. Never- 
theless, an  occasional  individual  will  manifest  signifi- 
cant pathology  from  this  infection. 


Prepared  by  John  A.  Jernigan,  M.D.,  chief  medical  resident,  St. 
Thomas  Hospital,  Nashville. 


The  most  common  manifestation  of  this  illness  in 
man  is  a solitary  pulmonary  nodule.  It  is  believed  that 
after  migrating  to  the  right  ventricle,  the  worm  dies 
and  is  embolized  to  the  lung,  where  it  causes  infarc- 
tion and  granulomatous  inflammation.  The  resultant 
nodule  is  solitary  in  95%  of  cases.  In  most  patients 
(60%),  the  infection  is  asymptomatic  and  is  discovered 
incidentally  on  chest  radiography.  Other  patients  may 
have  chest  pain,  malaise,  low-grade  fever,  cough,  and 
occasionally  hemoptysis.  Laboratory  findings  are  non- 
specific, eosinophilia  being  unusual.  Radiographically, 
the  nodules  are  usually  small  (<2  cm),  noncalcified, 
and  generally  indistinguishable  from  neoplasms.^ 

Other  rare  manifestations  of  this  infection  include 
subcutaneous^^  and  mesenteric  nodules,^  great  vessel 
inhabitation,'  and  even  ocular  involvement." 

Though  not  much  is  known  of  the  natural  history 
of  D.  immitis  infection  in  humans,  it  is  believed  to  be 
a self-limited  process  with  no  long-term  complica- 
tions.^ Its  clinical  importance  lies  in  the  radiographic 
appearance,  which  requires  the  full  differential  diag- 
nosis for  solitary  pulmonary  nodule,  including  malig- 
nancy. Presently  there  is  no  noninvasive  test  that  con- 
fidently distinguishes  dirofilariasis  from  other 
pulmonary  diseases.  Serologic  tests  are  available  and 
promising,  but  at  present  cannot  be  used  to  rule  out  a 
neoplastic  process.’"’  Since  patients  suspected  of  hav- 
ing pulmonary  dirofilariasis  should  be  approached  like 
any  other  patient  with  an  undiagnosed  pulmonary 
nodule,"  this  curious  and  unusual  infection  usually 
leads  to  diagnostic  thoracotomy.  Continuing  endeav- 
ors to  develop  noninvasive  approaches  may  help  elim- 
inate unnecessary  operations  in  the  future. 
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An  Unusual  Cause  of  Heart  Failure 


Case  Report 

A 46-year-old  woman  was  seen  at  Metropolitan  Nashville 
General  Hospital  complaining  of  gradually  worsening  exer- 
tional dyspnea  for  six  months,  with  edema  of  lower  extremi- 
ties and  increased  abdominal  girth.  Her  activity  was  severely 
limited.  Orthopnea  and  paroxysmal  nocturnal  dyspnea  were 
present,  and  she  also  complained  of  epigastric  abdominal  pain 
radiating  to  her  back  during  exertion.  There  was  no  past  his- 
tory of  heart  disease,  fever,  chills,  cough,  sweats,  or  viral 
illness.  She  had  gained  40  lb  over  the  preceding  four  months. 
She  smoked  cigarettes  and  occasionally  drank  alcohol.  Her 
family  history  was  not  relevant.  Medications  on  admission  in- 
cluded hydrochlorothiazide  50  mg/day,  potassium  chloride  20 
mEq/day,  and  ranitidine  150  mg  twice  a day  for  reflux  esoph- 
agitis. 

Physical  examination  revealed  a pleasant  white  woman  in 
no  apparent  distress.  Her  blood  pressure  was  116/90  mm  Hg 
without  orthostatic  change  or  pulsus  paradoxicus.  The  pulse 
rate  was  100/min,  respirations  20/min,  and  she  was  afebrile. 
She  was  not  jaundiced;  jugular  veins  were  distended  8 cm 
above  the  clavicle.  There  was  a hepatojugular  reflex.  Wet 
bibasilar  rales  were  present  with  decreased  breath  sounds  and 
dullness  to  percussion  at  the  right  base.  Her  apical  impulse 
was  displaced  to  the  left  with  normal  first  and  second  heart 
sounds.  A ventricular  gallop  was  present,  but  there  were  no 
murmurs  or  rubs.  The  abdomen  was  distended  with  ascites 
and  hepatomegaly.  There  was  4-1-  pitting  edema  to  the  knees. 

Complete  blood  counts  and  electrolytes  were  normal;  BUN 
was  17  mg/dl,  creatinine  0.9  mg/dl,  calcium  10.3  mg/dl,  LDH 
277  lU/L,  alkaline  phosphatase  114  lU/L.  and  albumin  4.3 
gm/dl.  PT  and  PTT  were  normal.  Urinalysis  was  normal.  Ar- 
terial blood  gas  analysis  on  breathing  room  air  revealed  a pH 
of  7.46,  PCO2  39  mm  Hg,  and  Po,  72  mm  Hg.  ECG  revealed 
normal  sinus  rhythm  with  first  degree  AV  block,  premature 
ventricular  contractions,  generalized  low  voltage,  and  lack  of 
R wave  progression  in  the  chest  leads.  Roentgenogram  of  the 
chest  revealed  cardiomegaly  with  a large  right  pleural  effu- 
sion and  prominent  pulmonary  vasculature. 

The  patient  was  admitted  with  a diagnosis  of  congestive 
heart  failure.  There  was  prompt  diuresis  with  furosemide.  An 
echocardiogram  demonstrated  diffuse  hypokinesis,  a reduced 
ejection  fraction,  normal  valves,  a small  pericardial  effusion, 
and  normal  wall  thickness  and  chamber  sizes.  She  com- 
plained of  intermittent  chest  pain  without  associated  electro- 
cardiographic changes.  This  was  relieved  with  sublingual  ni- 
troglycerin. A cardiac  catheterization  revealed  elevated  right- 
and  left-sided  pressures,  a prominent  Y-descent,  and  normal 
coronary  arteries.  An  endomyocardial  biopsy  revealed  amy- 
loid deposits  and  fibrosis,  and  a subsequent  bone  marrow  bi- 
opsy showed  a plasmacytosis  with  a monotypic  kappa  light 
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chain,  but  the  histologic  findings  were  not  diagnostic  of  mul- 
tiple myeloma. 

Chemotherapy  was  begun,  but  she  died  of  refractory  heart 
failure  and  presumed  arrhythmia  two  months  after  her  initial 
presentation.  An  autopsy  revealed  diffuse  amyloid  deposits 
in  nearly  all  tissues  examined.  The  heart  showed  diffuse  fi- 
brosis, probably  due  to  ischemia  as  a result  of  perivascular 
deposition  of  amyloid. 

Discussion 

Restrictive  cardiomyopathy  is  a rare  cause  of  conges- 
tive heart  failure  in  Western  countries  but  myocardial 
deposition  of  amyloid  is  a relatively  common  cause  of 
secondary  restrictive  cardiomyopathy.'  The  case  pre- 
sented here  is  an  example  of  acquired  systemic  amyloi- 
dosis associated  with  a plasmacyte  dyscrasia  resembling 
multiple  myeloma.  The  amyloid  fibrils  would  be  of  the 
AL  type,  composed  of  immunoglobulin  light  chains. 
Involvement  of  the  heart  is  common  and  is  the  most 
frequent  cause  of  death  in  this  form  of  amyloidosis. ^ 
Senile  amyloidosis  is  not  usually  clinically  significant. 

Amyloid  deposits  in  the  heart  may  diffusely  involve 
myocardium,  conduction  pathways,  and  the  epicardial 
surface  of  the  atria  and  ventricles.^  Perivascular  or 
coronary  artery  involvement  may  cause  ischemia,  my- 
ocardial fibrosis,  and  heart  failure.  Clinical  manifesta- 
tions may  include  systolic  dysfunction,  restrictive  car- 
diomyopathy, orthostatic  hypotension,  or  an 
abnormality  of  cardiac  impulse  formation  and  conduc- 
tion. Congestive  heart  failure  is  usually  progressive  and 
poorly  responsive  to  treatment.  The  two-dimensional 
echocardiogram  may  reveal  a granular,  sparkling  tex- 
ture, presumably  due  to  amyloid  nodules.  Biopsy  of 
the  rectum,  bone  marrow,  gingiva,  endocardium,  or 
other  tissues  establishes  the  diagnosis. 

Treatment  of  cardiac  amyloidosis  is  generally  un- 
satisfactory. These  patients  are  especially  sensitive  to 
digitalis  preparations,  and  the  use  of  ordinary  doses 
may  lead  to  various  arrhythmias.  Those  with  signifi- 
cant systolic  dysfunction  usually  succumb  within  the 
first  year.  C.  ^ 
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The  Privilege  of  Peer  Review 
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As  the  21st  century  draws  nearer,  many  physicians 
and  patients  long  for  the  simpler  days  of  medical  care. 
Indeed,  with  increasing  medical  subspecialization  and 
ever  more  burdensome  governmental  regulation  this 
mellifluous  lament  becomes  more  melancholic.  As  the 
complexities  increase,  so  do  patient  expectations.  As 
one  author  has  noted,  the  successes  arising  from  tech- 
nologic advances  have  led  “the  general  public  to  ex- 
pect a successful  outcome  as  the  ‘standard  of  care' — 
any  failure  is  substandard,  unacceptable,  and  a breach 
of  contract.”'  These  new  practice  dimensions  exert 
great  pressure  on  physicians  conducting  peer  review 
activities.  Against  this  background,  both  Tennessee  and 
federal  law  provide  a safe  harbor  for  continuing  the 
privilege  of  peer  review. 

How  could  participation  in  peer  review  ever  be 
considered  a privilege?  The  privilege  arises  from  the 
increasingly  rare  opportunity  of  professionals  in  gen- 
eral, and  physicians  in  particular,  to  police  their  own. 
When  self-regulation  works  properly,  no  one  takes  no- 
tice, but  when  it  fails,  the  press  and  public  alike  justi- 
fiably cry  foul.  As  with  any  political  crisis,  solutions 
are  quickly  codified  into  law,  e.g.,  the  National  Prac- 
titioner Data  Bank. 2 Since  the  Data  Bank  went  on  line 
Sept.  1,  1990,  peer  review  has  assumed  increasing  im- 
portance. The  federal  Health  Care  Quality  Improve- 
ment Act  (HCQIA),  which  created  the  Data  Bank, 
added  a second  layer  of  protection  to  peer  review  ac- 
tivities that  Tennessee  law  began  in  1967. 

So,  just  how  secure  is  the  safe  harbor?  The  Ten- 
nessee Peer  Review  Act  must  be  examined  first.  The 
Act,  codified  as  TCA  63-6-219,  contains  three  sepa- 
rate subsections,  each  serving  a different  function. 
Subsection  (a)  is  a definitional  paragraph  focusing  on 
the  various  types  of  medical  review  committees  to 
which  the  law  applies.  Subsection  (b)  articulates  the 
breadth  of  immunity  available  to  peer  review  commit- 
tee members  for  civil  actions  based,  for  example,  on 
negligence,  other  torts  such  as  libel  and  slander,  con- 
tract claims,  and  antitrust  claims.  Finally,  subsection 
(c)  sets  forth  the  confidentiality  requirement  for,  and 
privileged  nature  of,  information,  records,  reports,  and 
other  materials  generated  by  a committee  during  the 
peer  review  process. 


Definition  of  Medical  Review  Committees 

Subsection  (a)  defines  a medical  review  committee, 
or  a committee  in  general  (for  peer  review  purposes), 
as  any  of  the  following: 

• Any  committee  of  a state  or  local  professional  as- 
sociation or  society  (e.g.,  the  Roane-Anderson 
County  Medical  Society), 

• Any  committee  or  medical  staff  of  any  licensed 
health  care  institution,  or 

• Any  committee  of  a medical  care  foundation,  health 
maintenance  organization  (HMO),  preferred  provi- 
der organization  (PPO),  or  individual  practice  as- 
sociation (IPA)  (or  similar  entity). 

In  order  to  fall  under  the  purview  of  the  statute,  all 
of  these  committees  must  have,  as  either  their  sole 
function  or  one  of  their  functions,  evaluation  and  im- 
provement of  the  quality  of  health  care  rendered  by 
providers  of  health  care  service;  or  determination  that 
health  care  serv'ices  were  performed  in  compliance  with 
the  applicable  standard  of  care  (Tennessee's  malprac- 
tice yardstick);  or  assuring  that  the  cost  of  health  care 
rendered  was  considered  reasonable  by  providers  of 
professional  health  care  services  in  that  geographic 
area. 

Thus,  the  statute’s  definition  also  contemplates  uti- 
lization review  committees  under  Medicare,  and  the 
state's  peer  review  organization  (under  the  Peer  Re- 
view Improvement  Act).  It  also  covers  any  similar 
committee  that  evaluates/reviews  the  diagnosis,  treat- 
ment, performance,  or  “rendition”  of  medical  or  hos- 
pital services  under  public  medical  programs.  HCQIA 
is  broader  and  uses  the  phrase  “professional  review 
body.”^  This  review  body,  in  turn,  may  only  engage  in 
“professional  review  action”^  when  it  has  “the  reason- 
able belief  that  the  action  is  in  the  furtherance  of  qual- 
ity health  care.  . . Essentially,  the  language  of  both 
laws  is  similar.  HCQIA,  notwithstanding  the  Data 
Bank  reporting  requirements,  helpfully  expands  Ten- 
nessee law's  safe  harbor. 

The  Immunity  of  Peer  Review  Committee 
Members  from  Suit 

The  immunity  section  of  Tennessee's  statute  is  very 
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'V  . and  protects  both  organizations  that  conduct  re- 
st \v  and  representative  individuals  who  serve  on  the 
c ommittees.  The  protected  organizations  are  those  de- 
fined above  in  subsection  (a).  The  protection  from  suit 
extends  specifically  to  physicians,  surgeons,  registered 
nurses,  hospital  administrators  and  employees,  mem- 
bers of  boards  of  directors  or  trustees  of  any  hospital 
(public  or  private),  and  similar  providers  of  health 
care.*'  Immunity  extends  even  to  investigators,  secre- 
taries, assistants  of  any  kind,  and  contract  help  who 
assist  in  the  peer  review  process.  HCQIA  offers  simi- 
lar immunity.^  Witnesses  are  immune  from  suit  under 
both  acts.^’*^  Tennessee’s  law  states  that  any  person  who 
provides  information  to  the  committee,  whether  as  a 
witness  or  otherwise,  “regarding  the  competence  or 
professional  conduct  of  a physician  shall  be  immune 
from  liability  to  any  person,  unless  the  information 
provided  was  false  and  the  person  who  provided  the 
information  had  actual  knowledge  of  its  false  nature.” 
This  language  includes  witnesses  who  testify  at  actual 
hearings,  and  persons  who  talk  to  investigators  after  a 
medical  record  on  a patient’s  care  has  been  red-flagged. 

The  Tennessee  statute  states  that  immunity  extends 
to  suits  or  other  actions  brought  by  “any  patient,  in- 
dividual or  organization”  that  could  be  asserted  about 
the  committee’s  conduct  or  individual’s  action  in  “fur- 
nishing information,  data,  reports  or  records.”  What 
does  this  language  mean?  Tort  liability  is  the  quick 
answer.  Torts  are  a broad  category  of  legal  actions  in- 
volving private  or  civil  injuries  such  as  negligence,  li- 
bel, slander,  interference  with  business  relations,  and 
the  like.  This  law  also  immunizes  peer  review  partici- 
pants from  breach  of  contract  actions  and  antitrust  vi- 
olations. (HCQIA  excludes  protection  from  federal 
civil  rights  suits  and  antitrust  suits  brought  by  state  and 
federal  attorneys  general.) 

This  protection  includes  any  damages  that  might 
result  from  a peer  review  committee’s  decisions,  ac- 
tions, investigations,  written  and  verbal  opinions,  and 
actual  proceedings.  There  are  two  limitations:  the  peer 
review  activity  must  have  been  just  that — peer  review; 
and  the  committee’s  conduct  and  resulting  conclusions 
must  have  been  a product  of  good  faith.  Thus,  the  ac- 
tivity must  have  been  “made  or  taken  in  good  faith 
and  without  malice  and  on  the  basis  of  facts  reasona- 
bly known  or  reasonably  believed  to  exist.” 

HCQIA  also  has  a good  faith  limitation  that  has 
been  well  defined  by  the  recent  federal  district  court 
decision  in  Austin  V5.  McNamara.'^  The  court  outlined 
the  due  process  (fairness)  requirements  as  follows: 

• The  hearing  was  conducted  in  the  reasonable  belief 
that  the  action  would  further  the  quality  of  health 
care; 

• The  committee  demonstrated  that  there  was  reason- 
able effort  made  to  obtain  the  facts  of  the  case  be- 
fore professional  review  occurred; 

• There  was  adequate  notice  to  the  physician  of  the 
charges; 

• The  physician  was  accorded  a fair  and  impartial 
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hearing; 

• The  physician  was  represented  throughout  the  hear- 
ings by  legal  counsel  and  all  proceedings  were  tran- 
scribed; 

• After  the  immediate  suspension,  a hospital  judicial 
review  commission,  composed  of  a panel  of  six  im- 
partial, independent  physicians  (none  of  whom  were 
in  direct  economic  competition  with  the  physician), 
reviewed  the  case; 

• The  immediate  suspension  was  reasonable,  given  the 
sufficient  evidence  available  that  showed  that  failure 
to  immediately  suspend  privileges  may  have  result- 
ed in  imminent  danger  to  the  health  of  an  individu- 
al; and 

• The  hospital  satisfied  subsequent  notice  and  hearing 
requirements.'" 

The  Confidential  and  Privileged  Nature  of 
Peer  Review  Information 

HCQIA  does  not  directly  preclude  interested  per- 
sons from  accessing  peer  review  documentation  that 
remains  in  the  hands  of  peer  review  committees. 
Rather,  it  severely  limits  access  to  information  report- 
ed to  the  National  Practitioner  Data  Bank.  By  con- 
trast, Tennessee’s  peer  review  statute  provides  ample 
protection  for  peer  review  generated  information.  Sub- 
section (c)  of  the  statute  contains  three  vital  sentences. 

• The  first  sentence  announces  the  privilege,  stating 
that:  “All  information,  interviews,  incident  or  other 
reports,  statements,  memoranda  or  other  data  fur- 
nished in  any  committee  [as  defined  in  subsection 
(a)]  and  any  findings,  conclusions  or  recommenda- 
tions resulting  from  the  proceedings  of  such  com- 
mittee are  declared  to  be  privileged." 

• The  second  sentence  limits  disclosure  stating  that: 
“The  records  and  proceedings  of  any  such  commit- 
tee shall  be  confidential  and  shall  be  used  by  such 
committee  and  the  members  thereof  only  in  the  ex- 
ercise of  the  proper  functions  of  the  committee  and 
shall  not  be  public  records  nor  be  available  for  court 
subpoena  or  for  discovery  proceedings.” 

• The  third  sentence  reads  as  a disclaimer.  It  suggests 
that,  although  all  information  and  documents  gen- 
erated by  the  committee  are  privileged,  documents 
“otherwise  available”  may  not  be.  The  sentence 
reads  as  follows:  “Nothing  contained  herein  shall 
apply  to  records  made  in  the  regular  course  of  busi- 
ness by  a hospital  or  other  provider  of  health  care 
and  information,  documents  or  records  otherwise 
available  from  original  sources  are  not  to  be  con- 
strued as  immune  from  discovery  or  use  in  any  civil 
proceedings  merely  because  they  were  presented 
during  the  proceedings  of  such  committee.” 

The  last  sentence  of  subsection  (c)  is  the  critical 
loophole  with  which  peer  review  committees  are  often 
concerned.  The  exception  states  that  medical  records 
and  other  documents  that  otherwise  would  already  ex- 
ist, and  be  in  the  possession  of  the  hospital  or  the  phy- 
sician investigatee,  are  not  privileged.  Therefore,  a 
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plaintiffs  malpractice  attorney  could  access  them 
through  normal  court  proceedings. 

The  key  to  analyzing  this  whole  section  is  to  re- 
member that  it  is  designed  to  protect  documents  that 
are  generated  by  the  peer  review  process.  Therefore, 
documents  that  now  exist,  or  those  that  would  exist 
even  if  the  peer  review  process  never  took  place,  are 
not  privileged  and  immune  from  the  normal  discovery 
process.  Discovery  is  a legal  term  of  art  that  refers  to 
the  exchange  of  documents,  witness  names,  and  “sides 
of  the  story”  by  parties  to  a lawsuit  after  litigation  be- 
gins. It  can  be  a game  of  hide  and  seek.  In  fact,  it  is  a 
relatively  new  concept  in  Tennessee  law  that  evolved 
out  of  the  frustration  from  “unfair  surprise”  and  “trial 
by  ambush”  experienced  by  attorneys  and  litigants  alike 
during  America’s  formative  years.  Today,  thanks  to 
the  Rules  of  Civil  Procedure,  litigants  are  generally 
entitled  to  examine  and  copy  most  of  the  documents 
their  adversaries  plan  to  use  at  trial.  Subsection  (c) 
seeks  to  preclude  the  discovery  process  from  reaching 
peer  review  materials. 

The  other  key  to  analzying  this  section  is  the  phrase 
“otherwise  available.”  This  phrase  can  be  analyzed  in 
two  ways.  First,  it  can  denote  a factual  event:  i.e., 
whether  an  actual  event  of  peer  review  occurs  or  does 
not  occur.  Thus,  if  the  peer  review  of  a particular  phy- 
sician never  occurred,  documents  generated  by  the 
physician  for  his  defense  of  privileges  (or  documents 
generated  by  the  peer  review  committee)  would  be 
considered  never  to  have  been  created,  and  become 
“otherwise  available.”  This  analysis  provides  peer  re- 
view committees  with  the  most  protection. 

Secondly,  the  phrase  could  be  looked  at  from  a le- 
gal standpoint.  In  other  words,  documents  that  would 
“otherwise  (be)  available”  signifies  a legal  analysis:  such 
documents  would  be  otherwise  available  through  the 
normal  discovery  process.  Therefore,  in  the  typical 
medical  malpractice  suit,  any  documents  generated  by 
a defendant  physician  in  the  patient’s  medical  record 
(or  in  defense  of  peer  review)  would  be  accessible  dur- 
ing the  course  of  the  lawsuit.  Normally,  any  docu- 
ments the  physician  has  are  “discoverable,”  if  relevant 
or  if  a litigant  can  show  that  the  documents  will  likely 
lead  to  “the  discovery  of  admissible  evidence.”" 

Peer  review  committees  should  assert  that  the  phrase 
“otherwise  available”  denotes  documentation  that  ex- 
ists separate  from  peer  review  proceedings.  Thus,  the 
factual  analysis  discussed  above  applies,  and  the  rec- 
ords cannot  be  obtained  because  they  are  privileged. 

Conclusion  and  Recommendation 

In  light  of  this  background,  what  should  peer  re- 
view committees  do?  For  many  obvious  reasons,  all 
documents,  records,  trending  data,  eorrespondence, 
and  notes  of  any  type  and  description  generated  dur- 
ing any  phase  of  peer  review  must  be  protected  against 


inadvertent  or  purposeful  release.  In  order  to  invoke 
the  statutory  protection,  legal  privilege,  and  confiden- 
tiality available  to  (and  imposed  upon)  peer  review 
generated  documentation,  all  persons  connected  with 
the  process  must  cooperate  to  guard  against  unsanc- 
tioned release  and  disclosure.  A simple  measure  can 
be  taken  to  augment  protective  protocols  already  in 
place:  a bright,  red-inked  stamp,  which  could  state  (for 
example)  as  follows: 

CONFIDENTIAL/PRIVILEGED  PEER  REVIEW 
MATERIAL— TCA  Section  63-6-219  (c) 

Peer  review  committee  members  and  support  staff 
could  use  such  a stamp  to  mark  all  documents  gener- 
ated during  the  review  process.  The  stamp  would  red- 
flag  peer  review  materials  and  act  as  a warning  to  un- 
wary physicians,  malpractice  litigants,  attorneys  (es- 
pecially malpractice  defense  attorneys),  court  clerks, 
and  state  judges.  If  peer  review  materials  were  ever 
inadvertently  (or,  again,  purposefully)  disclosed  and 
released,  every  person  who  viewed  them  would  be  put 
on  notice  of  their  privileged  and  confidential  nature. 
The  materials  then  could  be  sealed  and  handled  ac- 
cordingly, or  returned  to  the  peer  review  committee. 
The  simple  protection  of  a red  stamp  would  go  a long 
way  in  adding  a new  measure  of  security  to  the  peer 
review  process.  r ^ 
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Health  and  Environment  Report 


Tennessee’s  Regulation  of  Lead  in  Drinking  Water 

LEE  KECK 


Lead  has  no  essential  function  in  the  body,  only 
toxic  effects.  It  accumulates  in  the  body  and  is  excret- 
ed very  slowly.  Repeated  exposures  can  increase  blood 
lead  levels  which,  even  at  low  levels,  can  cause  serious 
health  problems.'  Health  concerns  due  to  lead  have 
existed  for  centuries.  To  protect  the  health  of  people, 
much  has  been  done  to  regulate  its  use  in  connection 
with  food  and  drink.  According  to  health  and  environ- 
mental groups,  “levels  that  cause  toxic  symptoms  are 
close  to  the  background  levels  found  in  Americans.” 
The  concern  is  that  the  margin  between  toxic  and  typ- 
ical levels  is  very  small.' 

This  new  information  increases  the  importance  of 
reducing  all  controllable  sources  of  lead.  Sources  and 
uses  of  lead  in  our  society  are  widespread.  It  is  used 
in  the  production  of  storage  batteries,  gasoline  addi- 
tives, pigments,  ceramics,  ammunition,  solder,  caulk- 
ing, pipe,  brass,  bearings,  and  other  items.  Because  of 
its  widespread  use,  it  is  ubiquitous  in  the  environment 
at  an  average  concentration  of  15  parts  per  billion  (ppb). 
People  absorb  lead  from  the  air  they  breathe,  the  food 
they  eat,  and  the  liquids  they  drink.  Younger  children 
can  ingest  lead  with  the  dirt  they  carry  from  their  hands 
to  their  mouths.  Where  lead  concentrations  are  typi- 
cal, it  is  estimated  that  drinking  water  contributes  be- 
tween 10%  and  20%  of  a child’s  total  lead  exposure. 
Where  lead  levels  in  drinking  water  exceed  20  to  30 
ppb,  this  is  usually  the  major  source  of  exposure. - 

Fortunately,  lead  is  rarely  found  naturally  in  water, 
and  most  public  water  suppliers  have  not  found  it  dif- 
ficult to  meet  the  lead  standard  because  most  lead  in 
drinking  water  is  due,  not  to  the  water  source  or  water 
treatment  process,  but  instead  to  the  corrosive  action 
of  water  on  lead  piping,  solder,  and  water  cooler  stor- 
age reservoirs.  Pipes,  solder,  and  reservoirs  are  sources 
of  lead  that  suppliers  of  water  do  not  generally  man- 
age. The  amount  of  lead  in  water  depends  not  only  on 
the  presence  of  lead  but  also  on  other  factors,  for  ex- 
ample the  corrosiveness  of  water,  its  temperature,  its 
chlorine  level,  and  the  length  of  time  the  water  is  in 
contact  with  lead.-"'  Suppliers  of  water  in  the  future  will 
be  focusing  greater  attention  on  these  factors. 

After  learning  that  many  water  coolers,  home  and 
workplace  water  supply  lines,  and  fixtures  contain  lead. 


From  the  Division  of  Water  Supply.  Tennessee  Department  of 
Health  and  Environment,  Nashville. 
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and  that  lead  was  being  found  in  water  from  these  de- 
vices at  unhealthful  levels.  Congress  amended  the 
Federal  Safe  Drinking  Water  Act  in  1986.  One  of  the 
amendments  bans  the  use  of  lead  and  lead  solder  (as 
defined  by  the  Act)  in  new  construction,  and  limits  its 
use  in  the  manufacture  of  plumbing  fixtures. 

In  1988,  the  Tennessee  legislature  passed  an 
amendment  to  the  Tennessee  Safe  Drinking  Water  Act 
banning  the  use  of  lead  pipes,  solder,  and  flux  in  new 
construction.  The  Tennessee  Department  of  Health  and 
Environment  (TDHE)  has  surveyed  municipal  and 
county  governments  in  Tennessee  to  determine  if  lo- 
cally adopted  codes  conform  to  the  law.  All  govern- 
mental units  are  urged  to  ban  the  use  of  lead-contain- 
ing solder  if  they  have  not  already  done  so.  The  TDHE 
has  also  written  to  all  licensed  plumbing  contractors 
doing  work  in  Tennessee  to  make  them  aware  of  the 
ban.  The  Southern  Building  Code  (1988  edition)  also 
does  not  allow  the  use  of  lead  solder  in  construction. 

Because  young  children,  infants,  and  fetuses  are  es- 
pecially vulnerable  to  adverse  health  effects  as  a result 
of  lead,^  Congress  focused  on  school  and  day  care  cen- 
ters in  its  passage  of  the  Lead  Contamination  Control 
Act  in  1988.  Specifically,  Congress  requires  the  Envi- 
ronmental Protection  Agency  (EPA)  to  make  avail- 
able guidance  materials  to  test  for  lead  contamination 
in  school  drinking  water. The  basic  guidance  docu- 
ment provided  by  EPA  is  “Lead  in  School’s  Drinking 
Water,”  available  from  the  Superintendent  of  Docu- 
ments, US  Government  Printing  Office,  at  a nominal 
cost.  To  the  credit  of  many  schools  and  school  systems 
in  Tennessee,  considerable  testing  has  been  done  even 
though  local  funds  are  often  limited. 

The  Lead  Contamination  Control  Act  also  requires 
the  Consumer  Product  Safety  Commission  to  recall  all 
water  coolers  identified  by  the  EPA  as  having  a tank 
lined  by  lead-containing  materials.  Some  coolers  have 
been  reported  to  have  lead  levels  prior  to  flushing  of 
up  to  400  times  (20,000  ppb)  EPA’s  existing  standard 
of  50  ppb.^ 

The  Act  requires  states  to  provide  information  on 
the  guidance  material  to  local  educational  agencies,  el- 
ementary and  secondary  schools,  and  day  care  centers. 
To  meet  this  requirement,  the  TDHE,  in  cooperation 
with  the  Tennessee  Department  of  Education,  con- 
ducted a series  of  informational  workshops  during  1989. 
The  guidance  is  useful  to  school  officials  in  inventory- 
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ing  coolers,  developing  a plumbing  profile  of  facilities, 
establishing  a sampling  program,  taking  samples,  doing 
confirmatory  testing,  and  outlining  options  to  deal  with 
problems.  It  is  also  important  to  note  that  schools  en- 
gaging in  a testing  program  must,  by  law,  make  the 
results  available  to  parents,  teachers,  and  the  public.^ 

A critical  issue  that  remains  unresolved  is  the  level 
of  lead  content  that  will  be  allowed  in  drinking  water. 
The  current  enforceable  drinking  water  standard 
(Maximum  Contaminant  Level  or  MCL)  for  lead  is  50 
ppb.  EPA  is  now  focusing  on  a revised  MCL  of  pos- 
sibly 10  or  20  ppb,  a level  closer  to  the  body's  “carry- 
ing capacity”  of  lead  without  adverse  health  effects. - 
The  EPA  is  scheduled  to  issue  a final  rule  dealing  with 
lead  levels  in  November  1990.  Rules  are  also  being 
considered  concerning  the  corrosivity  of  water,  which 
affects  the  leaching  of  lead.  These  measures  along  with 
current  efforts  to  reduce  lead  levels  in  water  will  ulti- 
mately improve  the  health  of  people.  ~ 
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YOCON* 

YOHIMBINE  HCI 


DescripBon;  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkytamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5,4  mg  of  Yohimbine 
Hydrochloride. 

Acdon:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity,  ft  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a sbmulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindirations:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug. ''■2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.'' 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ''■3-4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. ^ 

How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 


bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 


53159-001-10. 
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Loss  Prevention  Case  of  the  Month 


Fragmented  Evaluation 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

A 46-year-old  farmer  was  seen  in  his  local  community 
hospital  complaining  of  lower  mid-chest  and  epigastric  pain 
beginning  about  two  hours  after  his  evening  meal.  He  had 
not  eaten  anything  apart  from  his  usual  diet,  and  denied  hav- 
ing eaten  an  unusual  amount  of  food.  The  pain  began  sud- 
denly but  was  not  severe  at  the  outset.  There  was  some  nau- 
sea, and  as  the  pain  escalated  in  severity  there  was  some 
sweating  and  one  episode  of  vomiting.  He  was  examined  by 
the  emergency  room  (ER)  physician,  who  ordered  a chest 
x-ray  (CXR),  an  ECG,  a CBC  and  urinalysis;  all  were  con- 
sidered to  be  within  normal  limits.  A narcotic  was  adminis- 
tered for  pain  and,  at  the  patient’s  request,  he  was  trans- 
ferred to  the  medical  center  where  he  had  a long-standing 
relationship  with  an  internist. 

When  he  arrived  at  the  center,  he  was  seen  in  the  ER. 
His  regular  physician  was  being  covered  by  an  associate,  who 
responded  promptly  to  his  call  and  came  to  the  ER  where  he 
reviewed  the  history,  examination,  and  laboratory  findings 
from  the  community  hospital.  The  pain  had  subsided  some 
with  the  narcotic  administered  at  the  other  hospital,  but  the 
physician  was  impressed  that  with  the  pain  there  was  some 
radiation  to  the  upper  back,  and,  during  the  ambulance  ride 
to  the  center,  the  patient  had  told  the  EMT  that  the  pain 
seemed  to  involve  the  left  leg.  The  patient  was  under  treat- 
ment for  mild  hypertension,  which  had  been  satisfactorily 
controlled  on  a small  dose  of  propranolol  for  the  past  three 
or  four  years. 

An  ECG  was  repeated  and  again  showed  no  abnormality. 
Enzymes  were  in  the  normal  range  and  a repeat  CXR  was 
ordered  for  the  next  morning,  with  the  specific  note  to  do  a 
CT  of  the  chest  if  the  plain  film  showed  any  abnormality.  The 
patient  was  admitted  to  the  hospital  and  spent  a fairly  com- 
fortable night.  The  CXR  was  done  the  following  morning  and 
reported  to  be  normal. 

Having  been  admitted  on  Sunday  evening,  the  following 
morning  the  patient  was  seen  by  his  regular  physician,  with 
whom  the  patient  reviewed  his  experience,  but  stressed  that 
his  discomfort  was  more  epigastric  and  that  he  seemed  to  be 
having  some  pain  on  swallowing  that  morning. 

The  patient  had  been  treated  some  ten  years  previously 
for  a peptic  ulcer,  and  at  times  since  that  would  be  careful 
about  certain  foods  and  take  some  antacid.  The  pain  became 
worse  by  mid-morning,  with  marked  vomiting.  More  narcotic 
was  given  and  his  physician  asked  an  associate  of  his,  who 
was  a gastroenterologist,  to  examine  the  patient’s  upper  GI 
tract. 

By  the  time  the  endoscopic  examination  was  done,  the 
patient  was  having  severe  pain.  The  endoscopist  commented 


Dr.  Avery  is  chairman  of  the  Loss  Prevention  Committee,  State 
Volunteer  Mutual  Insurance  Company.  Brentwood,  and  medical  di- 
rector of  Ambulatory/Outpatient  Services,  St.  Thomas  Hospital, 
Nashville. 


that  he  eould  not  advance  the  scope  beyond  the  mid-esoph- 
agus, but  that  to  that  level  the  esophagus  appeared  normal. 
He  speeulated  that  his  inability  to  advanee  the  scope  could 
be  due  to  an  extraluminal  problem.  Following  this  examina- 
tion, the  patient  had  extreme  pain  to  which  the  nurses  were 
not  as  responsive  as  the  family  thought  they  should  be,  and 
demanded  that  the  nurses  summon  the  attending  physieian. 
This  was  done  and  a larger  dose  of  narcotic  was  prescribed 
in  a phone  order.  The  nurses’  notes  commented  on  the  pain 
being  felt  in  the  mid-chest,  back,  and  lower  extremities. 

On  the  larger  dose  of  narcotic,  the  patient  dozed  some, 
but  whenever  conseious,  was  in  severe  pain.  On  that  day  af- 
ter admission,  the  patient  was  seen  by  both  his  regular  in- 
ternist and  the  gastroenterologist.  The  family  made  frequent 
complaints  to  the  staff  that  the  nurses  were  not  attentive  to 
the  patient’s  pain.  The  usual  battery  of  blood  ehemistries  was 
normal,  and  cardiac  enzymes  were  not  elevated. 

The  second  night  in  the  hospital  the  patient’s  pain  was 
never  satisfactorily  controlled.  The  nurses  again  failed  to  at- 
tend to  the  complaints  of  the  patient  to  the  satisfaction  of  the 
family  who  urged  the  charge  nurse  to  call  the  attending  phy- 
sician about  the  severity  of  the  pain. 

CT  of  the  chest  was  ordered  for  the  next  morning,  but 
shortly  after  midnight,  the  patient  cried  out,  sat  up  in  bed, 
and  eollapsed;  resuscitation  efforts  failed.  An  autopsy  re- 
vealed a ruptured  thoracie  aortic  aneurysm. 


Loss  Prevention  Comments 

It  is  extremely  difficult  in  this  type  of  case  to  ferret 
out  the  reasons  that  three  extremely  fine  physicians 
would  not  make  the  diagnosis.  The  doctor  who  saw 
the  patient  on  admission  was  obviously  thinking  along 
the  lines  of  aneurysm.  This  was  reflected  in  his  admit- 
ting note  that  emphasized  the  back  and  leg  pain  and 
his  order  of  a CT  of  the  chest  if  the  plain  film  of  the 
chest  was  abnormal.  Since  the  x-ray  of  the  chest  the 
morning  after  admission  was  read  as  normal,  no  CT 
was  done.  The  request  for  the  x-ray  did  not  suggest  to 
the  radiologist  the  suspicion  of  aneurysm. 

When  the  regular  physician  saw  his  patient  the 
morning  after  admission,  the  picture  presented  to  him 
was  one  that  directed  his  thinking  to  the  GI  tract.  The 
gastroenterologist  was  directed  by  the  previous  history 
of  peptic  ulcer  and  failed  to  connect  the  difficulty  en- 
countered in  the  passing  of  the  scope  to  the  possibility 
of  an  aneurysm  as  the  reason. 

What  can  we  conclude?  The  admitting  physician 
probably  attributed  more  importance  to  a negative 
CXR  in  assessing  the  probability  of  an  aneurysm  of 
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the  thoracic  aorta  than  was  warranted.  Indeed,  using 
the  CXR  as  the  only  indicator,  a majority  of  thoracic 
aneurysms  would  be  missed.  The  attending  physician 
accepted  the  assessment  of  his  associate  without  inde- 
pendent scrutiny.  The  gastroenterologist,  like  the  ra- 
diologist, had  nothing  in  the  request  to  examine  the 
patient  that  would  have  pointed  him  in  the  right 
direction. 

Extremely  important  in  this  tragic  case  was  the  fail- 
ure of  the  physicians  to  appreciate  the  extreme  nature 
of  the  pain.  The  family  charged  in  the  lawsuit  that  the 
nurses  were  negligent  in  not  calling  the  attending  phy- 
sician on  at  least  two  occasions  when  the  pain  was  not 
blunted  by  the  narcotic.  Perhaps  the  nurses  were  not 
aggressive  enough  in  calling  the  attending  physician. 

The  most  compelling  conclusion  in  this  case  that 
led  to  a very  large  settlement  was  that  the  record  nev- 
er indicated  that  the  three  involved  physicians  made 
contact  with  each  other  and  put  together  the  observa- 
tions and  thoughts  that  each  was  in  a position  to  con- 
tribute. Progress  notes  were  not  absent,  but  were 
brief.  Nursing  notes  were  not  wonderful,  but  fairly 
expressive. 

Do  you  remember  the  fable  of  the  three  blind  men 
and  their  descriptions  of  the  elephant?  When  more  than 
one  physician  is  involved  in  the  management  of  a pa- 
tient, it  is  essential  that  they  put  their  observations  and 
suspicions  together  or  they  can  be  characterized  in  the 
same  way.  F ^ 


PRIMARY  CARE 
PHYSICIANS 


Centra  Care  Medical  Centers,  a well  established  primary  care  facility  for  over  nine 
years,  is  currently  seeking  primary  care  physicians,  with  a Florida  or  Tennessee  license, 
to  join  our  expansion  practices  in  Orlando,  Ft.  Myers,  Cape  Coral  or  Nashville.  Offer 
competitive  guaranteed  base  salary  with  bonus  incentive,  company  paid  benefits,  paid 
vacation,  predictable  time  off,  retirement  plan  participation  with  matching 
contributions,  malpractice  insurance  and  relocation  allowance. 

For  more  information  please  contact: 

Patty  Cook,  Director  of  Physician  Recruiting 
Centra  Care  Medical  Centers 
901  N.  Lake  Destiny  Road,  Suite  375 
Maitland,  FL  32751 
(407)  660-8118 
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SPECIALIZE 
IN  AIR  FORCE 
MEDICINE. 


ER  Physicians.  Radiolo- 
gists. OB/GYNs  and 
other  specialists! 

Today’s  Air  Force  gives 
you  the  freedom  to  spe- 
cialize without  the  finan- 
cial overhead  of  running 
a private  practice.  Talk 
to  an  Air  Force  medical 
program  manager  about 
the  tremendous  benefits 
of  becoming  an  Air 
Force  medical  officer: 

• No  office  overhead 

• Dedicated,  profession- 
al staff 

• Quality  lifestyle  and 
benefits 

• 30  days  vacation  with 
pay  each  year 

Examine  your  future  in 
the  Air  Force.  Learn  if 
you  qualify.  Call 

USAF  Health  Professions 
“STAT” 

(800)  423-USAF 
Toll-Free 


Special  Item 


Address  of  the  AMA  President 

The  Business  at  Hand  and  the  Challenges  Ahead 

ALAN  R.  NELSON,  M.D. 


When  I last  addressed  this  House  of  Delegates  as 
your  president  six  months  ago  in  Honolulu,  I gave  you 
my  observations  about  what  is  right  with  American 
medicine.  I said  that  we  have  much  to  be  proud  of.  I 
believed  it  then,  and  I believe  it  now.  Of  course,  the 
medical  profession  has  problems.  Of  course,  the  na- 
tion’s health  care  system  has  problems.  And  of  course, 
we  must  confront  them  with  an  improved  and  aggres- 
sive American  Medical  Association — one  that  is  better 
than  in  the  past,  and  better  than  the  present. 

But  we  can  face  our  future  with  optimism. 

The  Association  has  responded  swiftly  and  com- 
pletely to  the  irregularities  that  resulted  in  Report  QQ 
six  months  ago.  You  have  received  a report  on  a thor- 
ough independent  investigation  and  one  on  major 
changes  in  governance  and  management.  Today,  AMA 
is,  operationally,  a vastly  different  organization.  We 
have  met  the  challenge  of  management  change.  We 
have  countered  the  crisis  with  comprehensive  plan- 
ning. The  new  mechanisms  and  additional  processes 
we  have  put  in  place  make  the  AMA  a more  respon- 
sible and  efficient  organization,  and  we  are  now  posi- 
tioned even  better  to  pursue  our  objectives  as  a strong, 
united  organization — the  triple-threat  organization  I 
described  to  you  in  December. 

So  with  great  confidence  in  the  future  of  the  AMA, 

in  this  final  address  as  your  president,  I would  like  to 
focus  on  four  major  activities  at  this  annual  meeting — 
ones  that  symbolize  the  full  range  of  our  mission  as 
guardians  of  America’s  health.  And  then  I will  pose 
two  questions  to  you — challenges  for  the  decade,  and 
the  century,  that  lie  ahead. 

So  to  the  business  at  hand.  Our  basic  mission  has 
continued  at  an  accelerated  pace.  We  must  recognize 
and  applaud  the  outstanding  contributions  of  our 
councils  and  the  performance  of  our  staff  at  all  levels 
after  a difficult  transition.  I am  impressed,  as  you  must 
be,  with  the  range  of  important  activities  described  in 
the  delegates  handbook — activities  important  to 
America’s  physicians  and  to  her  citizens.  In  fact,  I 
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cannot  remember  a meeting  of  this  House  with  an 
agenda  (or  a handbook)  that  was  heavier  or  better 
prepared. 

Let  me  select  for  comment  just  four  topics  from 
among  your  business,  because  they  represent  funda- 
mental proactive  contributions  that,  I believe,  will  have 
enduring  significance. 

First,  Health  Access  America,  described  in  Board 

Report  XX.  You  can  be  proud  of  Health  Access 
America  because  it  is  worth  being  proud  of:  well 
thought  out,  comprehensive,  responsible,  and  feasible. 
It  puts  AMA  right  in  the  middle  of  the  public  policy 
debate  regarding  health  care  system  reform.  We  are 
right  where  we  should  be,  and  Health  Access  America 
offers  our  nation  its  best  hope  for  necessary  change 
that  builds  on  our  current  strengths. 

Some  call  for  major  restructuring  toward  a uniform 
national  system  of  financing  medical  care.  The  funda- 
mental question  is  this:  Does  American  medicine  sup- 
port a pluralistic  health  care  system  with  freedom  to 
choose,  or  do  we  enter  the  public  policy  debate  favor- 
ing a single  payer  system? 

Just  ponder  these  possibilities: 

• Do  you  want  the  hand  of  one  payer  on  the 
control  valve?  Do  you  believe  for  a minute 
that  hand  would  also  hold  a blank  check?  And 
do  you  think  a single  payer  system  would  dis- 
mantle the  enormous  Medicare  data  system, 
or  would  it  expand  it — to  cover  all  patients? 

• Would  a single  payer  no  longer  require  four- 
digit diagnostic  codes?  Or  stop  medical  neces- 
sity denials?  Or  stop  the  threats  regarding  pa- 
tient transfer  questions?  Or  lift  the  limit  on 
balance  billing? 

• Or  would  the  heavy  hand  simply  be  extended 
across  the  entire  universe?  How  much  do  you 
trust  our  government  to  do  things  simply  or 
fairly? 

Health  Access  America  makes  sense  because  it 
speaks  to  insuring  our  people,  to  cutting  bureaucratic 
waste,  to  assuring  quality,  and  to  seeking  solutions  to 
the  liability  crisis.  It  is  concrete  and  achievable  and 
not  just  a series  of  vague  principles  linked  to  a recita- 
tion of  problems  that  everyone  knows  exists. 
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Free  enterprise  has  made  our  nation  great.  Never 
forget  it! 

We  should  not  consider  plans  that  would  convert 
medicine  to  a public  utility.  Is  it  not  ironic  that  some 
are  talking  of  nationalizing  health  care  in  this  country 
at  the  same  time  the  British  are  privatizing  their  sys- 
tem— and  for  the  same  reason:  to  save  money! 

Second,  we  are  moving  aggressively  to  curtail  the 

administrative  burden  placed  on  physicians  that  I have 
long  called  the  “hassle  factor.”  Those  who  create  the 
hassle  must,  themselves,  be  held  accountable. 

Report  WW  identifies  some  important  initiatives. 
And  as  you  probably  know,  our  Washington  office  and 
the  entire  Federation  have  moved  aggressively  to  gar- 
ner the  congressional  support  necessary  to  move  our 
initiative  into  law  with  important  legislation  intro- 
duced in  the  House  by  physician-legislator  Roy  Row- 
land, and  in  the  Senate  by  Senator  Max  Baucus.  More 
than  168  members  of  Congress  have  cosponsored  this 
essential  anti-hassle  legislation.  The  number  grows 
daily,  and  several  related  bills  have  also  been  intro- 
duced in  the  House. 

Third,  major  national  tort  reform  is  within  our 

grasp.  At  our  meeting  with  President  Bush,  and  in  dis- 
cussions with  key  legislative  leaders,  it  has  become  clear 
that  the  efforts  of  the  entire  Federation  are  beginning 
to  pay  off,  and  society  is  finally  realizing  that  the 
professional  liability  crisis  is  not  just  a “doctors’  prob- 
lem” and  that  the  siege  must  be  lifted  or  our  system 
will  collapse. 

Further,  we  must  continue  to  look  beyond  tort  re- 
form by  considering  alternatives  to  the  tort  system,  such 
as  the  AM  A specialty  society  administrative  model.  I 
commend  to  you  Board  of  Trustees  Report  FFF  for  an 
excellent  update  on  professional  liability. 

Fourth,  we  will  continue  to  seek  exemption  to  anti- 
trust restraints  that  so  often  place  us  at  a competitive 
disadvantage  in  the  contemporary  marketplace,  which, 
in  some  areas,  has  resulted  in  almost  limitless  payer 
empowerment.  We  must  be  able  to  provide  balance  to 
that  unfair  market  advantage  by  amending  the  Nation- 
al Labor  Relations  Act. 

Now  that  I have  addressed  some  of  the  major  busi- 
ness at  hand,  let  me  say  that  I believe  the  basic  mis- 
sion and  direction  of  our  organization  are  sound.  I be- 
lieve that  our  key  objective  of  helping  doctors  better 
the  public  health  is  relevant  and  worthy.  And  I believe 
that  our  system  of  democratic  representation  works  to 
the  betterment  of  all. 

At  the  same  time,  it  is  the  essence  of  the  policy 
planning  of  a mature,  well-run  organization  always  to 
require  critical  self-examination  on  a continuing  basis, 
and  to  demand  steady  focus  on  key  strategies  and  key 
standards  by  which  we  measure  our  progress.  This  sys- 
tem is  firmly  in  place  and  will  assure  that  we  remain 
on  track. 
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I would  like  to  move  from  where  we  are  to  where  I 

think  we  should  go,  as  an  organization  and  as  a 
profession.  I will  speak  to  two  underlying  questions 
that  are  basic  and  fundamental  and  will  be  so  into  the 
next  millennium.  They  are  the  crux  of  our  future,  and 
as  such  they  challenge  us  all. 

• One:  Can  the  AMA  function  and  survive  as 
an  umbrella  organization? 

• Two:  Should  we  redefine  our  corporate  and 
professional  identity  to  focus  more  on  repre- 
sentation of  medicine  as  a business,  or  should 
we  continue  to  profess  a commitment  to  the 
overall  betterment  of  the  public  health? 

Let’s  look  at  whether  we  can  survive  as  an  umbrella 
organization.  Is  it  true,  as  has  been  said,  that  if  AMA 
were  to  disappear  today,  it  would  be  recreated  out  of 
need?  We  note  that  75%  of  America’s  physicians  be- 
long to  a specialty  society,  whereas  only  44%  belong 
to  AMA.  And  it  is  a fact  that  AMA  is  in  competition 
with  specialty  societies  and  some  states  for  certain  mem- 
ber services  such  as  insurance,  investment  programs, 
advertising  revenues  and,  of  course,  dues  dollars. 

I often  hear  complaints  about  the  inability  of  an 

umbrella  organization  to  focus  as  clearly  and  intensely 
on  a specific  legislative  concern  as  may  a state  or  spe- 
cialty society  with  its  narrower  agenda.  What  is  it 
that  we  can  do  that  cannot  be  duplicated  by  another 
organization? 

Two  answers,  in  particular,  come  to  my  mind. 

First,  we  are  uniquely  effective  and  necessary  as  a 
convener.  We  bring  together  diverse  groups  to  accom- 
plish tasks  that  could  not  otherwise  be  attempted.  Ex- 
amples are  the  AMA/Specialty  Society  alternative  dis- 
pute resolution  project,  the  parameters  partnership,  the 
Health  Policy  Agenda  for  the  American  People,  and 
our  adolescent  health  project. 

The  list  goes  on  and  on,  and  our  success  has  been 
admirable  because  our  work  has  embodied  excel- 
lence— first  class  at  every  step.  People  expect  an  AMA 
project  to  be  top  rank,  and  it  is  a reputation  we  have 
earned. 

Second,  we  have  enormous  muscle  that  we  and  only 
we  can  bring  to  bear  when  it  is  needed.  Our  joint 
congressional  resolution  on  DRGs  for  physicians  is  a 
case  in  point.  Our  anti-hassle  legislation  is  another. 

The  key  ingredients  to  success  as  an  umbrella,  in 
my  view,  are  two.  One  requirement— after  a thought- 
ful and  responsible  elaboration  of  policy  in  a demo- 
cratic process — is  communication.  Communication 
back,  forth,  and  across:  it  must  take  place  at  all  lev- 
els— staff  and  elected.  We  must  constantly  seek  to  en- 
hance our  ability  and  commitment  to  communicate. 

We  can,  and  must,  listen  to  our  members,  our 
states,  the  speciality  societies,  and  the  public.  And  we 
must  tell  our  story  better  than  we  have,  with  a 
thoughtful,  reasoned,  and  convincing  presentation  of 
the  things  that  we  can  properly  be  proud  of.  And,  there 
are  many. 
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The  other  need  is  adequate  resources.  We  will  be 
leaner  and  better  in  the  future,  I believe,  and  we  must 
increase  our  efficiency,  decrease  our  dependency  on 
dues  revenues  even  further,  and  regain  the  confidence 
of  our  membership  in  our  ability  to  accomplish  more 
at  less  cost.  At  the  same  time,  it  is  absolutely  essential 
that  we  provide  enough  resources  to  do  the  job  right. 

My  answer,  then,  is:  Yes.  We  can  and  will  thrive  as 
an  umbrella  organization — if  we  work  at  it. 

My  other  key  question  is:  What  identity  do  we  want? 

What  should  AMA  seek  to  be?  We  can  guide  our  des- 
tiny; how  do  we  wish  to  be  known  and  remembered  as 
we  end  this  millennium? 

The  answer  must  be  this:  We  must  take  our  place 
at  our  patients’  side.  We  must  position  ourselves  as 
guardians  of  the  public  health,  not  guardians  of  self- 
interest.  It  is  not  idealism  or  altruism  alone  that  com- 
mands this  decision.  Rather,  it  is  pragmatic  and  fun- 
damental to  the  most  basic  contemporary  strategy  as 
well  as  to  any  clearly  defined  long-term  planning  for 
our  future. 

Remember  that  society  has  traditionally  viewed 
medicine  and  our  profession  by  the  degree  to  which 
we  have  adhered  to  the  fundamental  professional  prin- 
ciples that  make  us  different  from  a trade.  These  are 


an  education  process  that  is  a lifetime  commitment, 
willingness  to  engage  in  professional  self-regulation  and 
peer  review,  and  our  understanding  of  medicine  as  a 
social  good  with  its  emphasis  on  honor,  compassion, 
and  a humane  response  to  human  suffering. 

These  ideals  are  lofty,  but  they  are  also  intrinsic  to 
success  in  our  day-to-day  interactions  with  the  various 
publics  that  influence  policy  decisions.  We  must  be  seen 
as  consistently  taking  the  high  road,  even  in  an  envi- 
ronment in  which  entrepreneurial  trends  blur  the  dis- 
tinction between  business  and  profession. 

The  AMA  cannot  influence  the  policy  decisions  of 
a public  that  does  not  respect  it  or  have  confidence  in 
the  essential  fairness  of  its  decisions.  Every  policy  po- 
sition that  we  consider  should  be  tested  against  the 
standard  of  basic  fairness  and  an  historic  commitment 
to  social  good. 

We  can  certainly  successfully  defend  positions  that 
protect  the  legitimate  economic  interests  of  the  profes- 
sional as  long  as  they  are  fair.  And  we  must  be  suc- 
cessful in  doing  so  over  time.  But  we  cannot  win  on 
positions  that  are  seen  to  occupy  unacceptable  degrees 
of  conflict  of  interest  or  that  are  unfair  to  society  at 
large.  We  are  a noble  profession  with  a noble  history 
that  provides  guidance  for  our  values  in  the  future. 
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Report  of  the  Committee  on 
Governmental  Medical  Services 

EUGENE  W.  FOWINKLE,  M.D. 

Chairman 


The  Committee  on  Governmental  Medical  Services 
has  had  an  especially  active  year.  There  were  two 
meetings  with  the  entire  committee,  in  addition  to  the 
staff  dealing  with  many  Medicare  and  Medicaid  issues 
throughout  the  year. 

Last  April,  Equicor,  the  Medicare  fiscal  interme- 
diary for  Tennessee,  announced  that  local  carriers  were 
given  considerable  latitude  by  HCFA  in  determining 
reimbursement  policies.  Robert  M.  Zone,  M.D.,  the 
medical  director  for  Equicor,  has  afforded  the  com- 
mittee the  opportunity  to  provide  comments  on  pro- 
posed changes.  The  committee  has  served  as  a funnel 
for  information  by  contacting  affected  specialty  socie- 
ties for  their  input  as  well  as  reviewing  the  policies 
once  implemented.  Policies  considered  by  the  commit- 
tee include  electrophysiology  studies,  prosthetic  de- 
vices, seat  lift  chairs  and  three-wheeled  vehicles,  non- 
displaced  fractures,  clinical  pathology  consultations, 
brow  lifts,  vascular  testing,  right  heart  catherizations, 
endarterectomies,  rehabilitation,  EPO,  and  manage- 
ment of  postoperative  pain. 

The  committee  has  recently  suggested  to  the  Board 
of  Trustees  that  an  ad  hoc,  multispecialty  panel  be 
created  to  review  these  changes  in  order  to  provide 
comments  in  a more  efficient  and  timely  manner. 

The  Medicare  budget  remains  a primary  topic  for 

consideration  as  fiscal  year  1990-1991  will  bring  far- 
reaching  changes.  Despite  the  rejection  of  expenditure 
targets,  the  era  of  health  care  rationing  has  begun.  If 
the  volume  of  Part  B services  exceeds  targeted  levels, 
then  increases  in  Part  B reimbursement  for  the  follow- 
ing fiscal  year  will  be  reduced  accordingly. 

Further,  while  nationwide  mandatory  assignment  has 
been  avoided,  strict  limits  have  been  placed  on  bal- 
ance billing  so  that,  by  1993,  a nonparticipating  phy- 
sician may  charge  no  more  than  115%  of  what  Medi- 
care pays. 

Among  the  other  Medicare-related  agenda  items  con- 
sidered by  the  committee  are  HCFA’s  “Dear  Doctor” 
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letters  regarding  participation  status,  CPT-4  and  ICD-9- 
CM  coding  requirements,  claims  payment  cycle,  state 
Mandatory  Assignment  legislation,  and  articles  pub- 
lished in  the  TMA  Chart  regarding  Medicare  policies. 

The  committee  has  addressed  HCFA’s  decision  to 
drop  funding  for  toll-free  lines  to  the  Medicare  carrier. 
This  was  originally  intended  as  a “perk”  for  partici- 
pating physicians.  The  committee  has  expressed  its 
dissatisfaction  with  this  unilateral,  bad-faith  decision 
and  expressed  TMA’s  opposition  to  the  carrier  and  to 
members  of  the  Tennessee  congressional  delegation. 
The  carrier  reports  that  funding  for  toll-free  lines  for 
all  physicians  should  be  included  in  the  budget  for  the 
next  fiscal  year. 

The  committee  also  reviewed  the  6th  Circuit  U.S. 
Court  of  Appeals  decision  which  applied  a successful 
lawsuit  brought  by  the  Michigan  Academy  of  Family 
Physicians  to  all  states  within  its  jurisdiction.  The  re- 
sult will  be  to  end  the  Medicare  specialty  payment  dif- 
ferential in  Tennessee.  Committee  members  expressed 
strong  disapproval  of  this  decision  which  will  likely  re- 
sult in  lower  payments  to  all  MDs,  as  all  providers 
including  limited  practitioners  who  bill  for  the  same 
CPT  code  will  be  considered.  Further,  when  the 
RBRVS  is  instituted,  the  base  payment  levels  to  spe- 
cialists will  be  lower  before  adjustments  for  fees  are 
made. 

The  committee  has  maintained  an  ongoing  liaison 

with  Medicaid  officials  including  the  assistant  commis- 
sioner and  director  of  the  Medicaid  Bureau,  Manny 
Martins,  who,  like  Dr.  Zone,  meets  with  the  commit- 
tee on  a regular  basis. 

Medicaid’s  budgetary  woes  have  been  a recurring 
topic  of  discussion  as  providers  are  facing  a fee  freeze 
for  the  third  straight  year,  while  the  administration  grap- 
ples with  a 15%  to  20%  Medicaid  annual  growth  rate 
and  declining  sales  tax  revenues.  Hospitals  are  expected 
to  generate  an  additional  $50  million  state  dollars  through 
a license  fee  and  another  $20  million  in  donated  funds. 
Significant  cuts  have  been  implemented  in  the  phar- 
macy program  including  a decrease  in  the  pharmacists’ 
dispensing  fee  and  additional  drug  formulary  restric- 
tions including  prior  approval  requirements. 
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These  formulary  restrictions  have  led  to  a pharma- 
ceutical manufacturer-backed  bill  to  repeal  the  Medi- 
caid drug  formulary.  After  a careful  review  of  this  leg- 
islation and  possible  further  cuts  in  reimbursement,  the 
committee  voted  to  support  the  continuation  of  the 
formulary. 

Additional  Medicaid  issues  included  updated  pro- 
vider contracts  which  have  been  put  on  hold,  contin- 
gency plans  for  across-the-board  cuts  in  provider  reim- 
bursement, federally  mandated  eligibility  increases,  and 
the  primary  care  fee  schedule. 

Three  1989  resolutions  were  assigned  to  the  commit- 
tee. Resolution  16-89  directed  TMA  to  support  the 
elimination  of  geographical  differences  in  Medicare 
reimbursement  for  physicians,  except  for  those  based 
on  geographic  differences  in  medical  practices.  While 
no  geographic  payment  differentials  exist  within  Ten- 
nessee, wide  variations  exist  between  states.  TMA 
joined  with  32  other  states  to  form  the  Geographic 
Coalition  (for  a Fair  Medicare  Reimbursement  Sys- 
tem) with  this  purpose  in  mind.  In  addition,  the  TMA 
delegation  to  the  AMA  House  of  Delegates  supported 
a similar  resolution. 

With  the  RBRVS  scheduled  for  implementation,  the 
committee  will  be  reviewing  the  need  for  future  partic- 
ipation in  the  Geographic  Coalition. 

Resolution  25-89  expressed  TMA’s  opposition  to  the 
1987  OBRA  requirement  of  screening  for  mental  health 
prior  to  admission  to  a nursing  home  for  persons  not 
applying  for  or  receiving  Medicaid.  The  committee  en- 
gaged Medicaid  officials  on  this  subject  and  found  that 
the  state  was  faced  with  a loss  of  federal  matching  funds 
for  noncompliance.  The  TMA  delegation  to  the  AMA 
House  supported  a similar  resolution. 

Reimbursement  for  colleagues  covering  for  attend- 


ing physicians  was  the  subject  of  Resolution  26-89. 
TMA  was  directed  to  work  with  the  local  Medicare 
carrier  in  seeking  a solution  to  this  cross-coverage  pro- 
hibition, and  to  urge  support  of  TMA,  specialty  soci- 
eties, etc. 

The  committee  found  that  this  regulation  w’as  not 
being  enforced  in  Tennessee  and  that  no  special  plans 
to  do  so  were  being  considered,  despite  increased 
warnings  from  HCFA.  The  committee  further  discov- 
ered that  local  carriers’  efforts  to  rescind  this  prohibi- 
tion were  met  with  strong  opposition  from  the  Inspec- 
tor General. 

TMA  participated  in  a Medical  Association  of 
Georgia  survey  which  indicated  that,  in  the  vast  ma- 
jority of  states,  this  provision  was  not  being  enforced 
and  that  such  cross-coverage  arrangements  were  the 
norm.  Recently,  a narrow  exception  was  noted  for 
physicians  in  group  practices  who  share  an  identical 
Medicare  fee  profile. 

Senator  Howell  Heflin  of  Alabama  has  introduced 
legislation  to  permit  such  cross-coverage  billing  ar- 
rangements which  has  received  the  support  of  both  the 
TMA  and  the  AMA.  Both  directly,  and  through  its 
contact  doctor  system,  TMA  has  encouraged  the  en- 
tire Tennessee  congressional  delegation  to  cosponsor 
this  measure.  /~ 
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Report  of  the  Committee  on  Hospitals 


JOHN  R.  NELSON,  JR.,  M.D. 

Chairman 

The  Committee  on  Hospitals  met  three  times  with 
its  counterpart,  the  Tennessee  Hospital  Association 
Joint  Liaison  Committee,  during  the  course  of  1989- 
1990.  The  meetings  were  an  important  means  of  main- 
taining communications,  exchanging  information,  and 
discussing  differences  and  mutual  interests. 

Medicare  and  Medicaid  continue  to  be  a major  fo- 
cus. The  committee  maintains  an  ongoing  view  of  the 
federal  budgetary  process  from  the  initial  recommen- 
dations from  the  administration  through  the  sequestra- 
tion process,  if  necessary,  until  final  reconciliation.  Hos- 
pitals were  able  to  restore  much  of  the  intended  cuts  in 
Part  A,  while  AMA  was  able  to  avoid  expenditure  tar- 
gets as  well  as  assure  the  phase-in  of  the  RBRVS. 

Medicaid’s  budgetary  woes  compounded  by  feder- 
ally mandated  eligibility  increases  and  declining  sales 
tax  revenues  have  been  a major  concern.  Across-the- 
board  cuts  in  Medicaid  reimbursement  have,  thus  far, 
been  avoided  through  enactment  of  a hospital  license 
fee  which  is  expected  to  generate  some  $50  million  in 
state  funds.  Donated  funds  from  hospitals  should  bring 
in  another  $20  million  state  dollars.  These  programs 
will  be  used  to  fund  unlimited  hospital  days  and  the 
Medicaid  disproportionate  share  adjustment  program, 
respectively,  as  well  as  the  inclusion  of  pregnant  wom- 
en and  children  to  age  5,  at  up  to  150%  of  poverty. 
The  freeze  on  provider  reimbursement  rates  is  expect- 
ed to  continue. 

Other  Medicaid-related  topics  include  contingency 
plans  for  across-the-board  cuts  in  reimbursement,  pro- 
posed new  provider  contracts,  cuts  in  the  pharmacy  bud- 
get including  dispensing  fees,  prior  approval  programs, 
and  drug  formulary  restrictions  and  repeal  efforts. 

Throughout  the  past  year,  the  major  effort  of  the 
committee  has  been  directed  toward  the  problems 
posed  to  providers  by  utilization  review  (UR).  In  re- 
sponse to  legislation  filed  by  TMA  and  THA  seeking 
to  regulate  UR  activities,  the  insurance  industry 
approached  both  associations  seeking  a more  cooper- 
ative solution.  The  result  was  the  formation  of  the  in- 
formal Health  Relations  Group  including  representa- 
tives of  TMA,  THA,  and  the  insurance  and  UR 
industries.  This  committee  has  worked  to  develop  com- 
prehensive, standardized  guidelines,  which  will  be  ap- 
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plied  on  a voluntary  basis  by  the  180-plus  UR  agencies 
doing  business  in  Tennessee.  These  guidelines  address 
problems  caused  by  pre-admission  certification  and 
concurrent  review,  and  seek  to  bring  logic  and  order 
to  the  process.  They  address  the  UR  process  including 
information  requested,  notification  of  reviewer’s  de- 
termination, appeals  of  determination  (which  includes 
access  to  an  MD  reviewer  of  similar  specialty),  confi- 
dentiality, staff  qualifications,  and  availability. 

While  such  guidelines  will  initially  be  applied  on  a 
voluntary  basis,  TMA  and  THA  have  clearly  ex- 
pressed their  intention  to  proceed  with  legislation  to 
regulate  the  UR  industry  if  such  proves  inadequate. 

Importantly,  this  voluntary  effort  in  Tennessee  has 
been  nationally  recognized  in  publications  such  as 
Medical  Economics.  Our  15-page  UR  document  has 
become  the  basis  for  emerging  national  standards  for 
the  industry  and  has  been  praised  by  the  AMA  and 
AHA.  The  Committee  on  Hospitals  continues  its  role 
as  assigned  by  the  Board  of  Trustees  in  overseeing  the 
development  and  implementation  of  these  criteria. 

TMA  and  THA  were  able  to  avoid  burdensome 
regulatory  requirements  imposed  by  legislation  offered 
on  behalf  of  Tennessee  organ  procurement  agencies. 
As  an  alternative,  TMA  committed  to  coordinating  ed- 
ucation efforts  aimed  toward  MDs  on  this  subject.  THA 
made  a similar  commitment.  The  committee  met  most 
recently  with  Dr.  Bill  Frist  in  an  effort  to  coordinate 
transplant  awareness  among  hospital  medical  staffs. 

Hospital  medical  staff  privileges  for  chiropractors, 
civil  rights  regulations  for  hospitals,  involuntary  patient 
transfer  regulations,  trauma  center  designations,  and  the 
National  Practitioner  Data  Bank  remained  topics  of  dis- 
cussion. In  addition,  the  committee  received  regular  up- 
dates on  legislation  of  mutual  interest  including  HMO 
act  revisions,  the  Certificate-of-Need  program.  Nurse 
Practice  Act  rewrites,  multiple-copy  prescription  legisla- 
tion, and  Medicare  mandatory  assignment.  F' 
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When  Prowess  Outstrips  Prudence — 
Muddy  Water 

“Thou  shalt  not  kill.” — Exodus  20:13 

“I  will  give  no  deadly  medicine  to  anyone  if  asked,  nor  suggest  any  such 
counsel.” — Hippocrates  400  B.C. 

“The  hospital  had  just  bought  a Town  defibrillator.  It  was  lodged  in  the 
corner  of  room  8.” — A major  trauma  room  in  the  E.D.  “I  had  never  used 
it.  The  postmaster  at  Ripley,  Tennessee,  was  also  a farmer  and  an  aviator. 
He  had  flown  into  Memphis  on  Christmas  Eve.  He  had  the  typical  chest 
pain  and  the  ECG  showed  inferior  myocardial  infarction.  Then  suddenly  he 
was  gasping.  The  monitor  showed  V.  fib.  Squirt  the  jelly,  pull  the  trigger, 
ZAP!  He  came  back!” 

The  86-year-old  minister  was  retired,  but  active  all  over  the  place.  His 
wife  said  he  had  a sudden  headache  and  collapsed  and  stopped  breathing. 
By  the  time  I saw  him,  he  was  on  the  ventilator,  pink  and  decerebrate.  We 
waited  for  the  son  to  arrive.  The  EEG  was  flat.  We  all  met  and  decided  “he 
wouldn’t  want”  extraordinary  life-sustaining  care.  His  loving  family  was  his 
advocate  now  that  he  was  incompetent  and  had  an  unquestionably  lethal 
disease.  We  withdrew  the  ventilator  and  he  expired. 

Many  similar  vignettes  take  place  in  the  neonatology  nurseries  as  well  as 
in  the  intensive  care  units. 

A large  portion  of  the  health  care  dollar  is  spent  in  the  last  year  of  life. 
Some  are  looking  at  that  with  the  question,  “Could  those  dollars  be  better 
spent?” 

Increasingly  the  courts  are  sending  signals  to  families  and  physicians:  Roe 
V5.  Wade,  Quinlan,  Cruzan,  Doe  V5.  Wilson,  Gamble  V5.  Baptist  Hospital. 
Tennessee  General  Assembly  has  given  us  living  wills  (TCA  32-11-101)  and 
durable  power  of  attorney  for  health  care  (TCA  34-6-201).  Senator  John  C. 
Danforth  (R-MO)  now  proposes  federal  legislation  called  the  “Patient  Self- 
Determination  Act.” 

I hope  somehow  we  can  go  back  to  local  decisions  by  family  and  pastors 
and  physicians.  The  far-removed  chambers  of  government  seem  almost  as 
bad  as  extreme,  unwanted,  technologic  prolongation  of  suffering. 

What  should  we  do?  I would  suggest  some  careful  reading,  such  as: 

(1)  Annas  GJ:  Nancy  Cruzan  and  the  right  to  die.  N Engl  J Med  323:670- 
673,  1990. 

(2)  Fowler  DE:  Durable  powers  of  attorney  for  health  care  decisions: 
understanding  the  latest  malpractice  risk.  J Tenn  Med  Assoc  83:515- 
517,  1990. 

(3)  Clayton  HW:  The  “right  to  die”  in  Tennessee.  OYEZ!  (Newsletter 
of  the  Young  Lawyers  Division  of  the  Nashville  Bar  Association), 
vol  2,  no  2,  August  1990,  pp  1-2. 

Also  I hope  many  of  you  will  not  just  give  up  in  disgust  as  some  more  of 
your  autonomy  to  practice  medicine  disappears,  but  will  join  in  the  debate 
that  undoubtedly  will  follow  the  clumsy  work  of  governments  and  courts. 

Remembering  always  what  the  Lord  told  Job:  “Where  were  you  when  I 
laid  the  foundations  of  the  Earth?” 
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Pretentiousness 

The  cinematic  spectacular  Close  Encounters  of 
the  Third  Kind  had  almost  a surfeit  of  elaborate 
figments  of  human  imagination  and  ingenuity,  but 
despite  all  that,  I thought  the  most  awesome  was 
one  of  God’s  natural  formations.  Whoever  named 
Devil’s  Tower  must  have  had  a hangover,  because 
there  is  nothing  diabolical  about  it,  unless  it  would 
be  in  attempting  to  scale  it.  Or  maybe  it  is  just 
that  someone  had  a devil  of  a time  getting  to  it,  as 
I did. 


All  I can  say  is  that  there’s  a lot  of  empty  land 
in  the  neighborhood,  and  it’s  empty  for  good  rea- 
son. In  the  midst  of  some  of  it  downstate  from 
Devil’s  Tower  is  Laramie,  Wyoming,  only  a few 
miles  north  of  Colorado  and  not  far  from  Ne- 
braska. I felt  as  if  there  was  not  much  else  there 
than  the  gas  station  where  I bought  gas  once. 
Though  that  was  before  the  interstate  ran  through 
Laramie,  I doubt  the  interstate  made  it  grow  much. 

The  whole  of  Wyoming  is,  after  all,  back  coun- 
try. The  year  I was  president  of  the  TMA,  the 
president  of  the  Wyoming  Medical  Association 
was  seated  behind  me  on  stage  at  the  inauguration 
of  the  AMA  president,  which  for  the  participants 
is  a black-tie  affair.  I heard  him  mutter  to  his 
neighbor,  “This  is  the  first  time  I’ve  ever  had  one 
of  these  damn  things  on.  I had  to  rent  it.’’  I under- 
stood, therefore,  what  Becky  Klemt,  a partner  in 
a four-member  law  firm  in  Laramie,  meant  when 
she  allowed  to  a fellow  lawyer  in  Los  Angeles, 
“.  . . in  Laramie  . . . you’re  considered  preten- 
tious if  you  wear  socks  to  Court.’’ 

I shall  dwell  at  some  length  on  Ms.  Klemt’s 
story,  reported  that  other  day  in  the  Wall  Street 
Journal,  as  it  is  prefatory  to  the  real  subject  of  this 
editorial,  just  as  everything  up  to  now  has  been 
prefatory  to  this.  Briefly,  Ms.  Klemt  had  managed 
to  win  a $4,200  child  support  judgment  for  a client 
whose  husband  had  fled  to  Los  Angeles.  She  was 
getting  nowhere  in  her  attempts  at  finding  a lawyer 
in  Los  Angeles  who  would  collect  the  award  for 
her  client,  “a  tidy  sum  by  Laramie  standards  but 
a pittance  in  Los  Angeles,”  when  a letter  arrived 
that  left  her  stunned.  “Without  sounding  preten- 
tious,” wrote  a lawyer  in  Irvine,  California,  “my 
current  retainer  for  cases  is  a flat  $100,000,  with 
an  additional  charge  of  $1,000  an  hour  . . . and  I 
am  unable  to  accept  additional  work  at  this  time.” 
Ms.  Klemt  responded,  “Steve,  I’ve  got  news — you 
can’t  say  you  charge  [what  you  do  charge]  without 
sounding  pretentious  . . . Especially  when  you’re 
writing  to  someone  in  Laramie,  Wyoming,  where 
you’re  considered  pretentious  if  you  wear  socks  to 
Court.  Hell,  Steve,  all  the  lawyers  in  Laramie  put 
together  don’t  charge  $1,000  an  hour.”  After  fur- 
ther deflating  the  California  lawyer  down  to  about 
pea-size,  Ms.  Klemt  closed  with  a P.S.:  “Inciden- 
tally, we  have  advised  our  client  of  your  hourly 
rate.  She  is  willing  to  pay  you  $1,000  an  hour  to 
collect  this  judgment  provided  it  doesn’t  take  you 
more  than  four  seconds.”  Ms.  Klemt’s  charge  is 
$85  an  hour. 

There  are  certain  classes  of  folk  that  I find  my- 
self uncomfortable  being  caught  in  bed  with,  and 


580  JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


though  I have  individual  friends,  not  to  mention  a 
son-in-law,  who  are  lawyers,  as  you  have  doubt- 
less gathered  from  previous  things  I have  written 
I’m  not  much  of  a fan  of  lawyers  generally.  But  I 
have  just  made  another  exception  and  joined  with 
hoards  of  lawyers  and  judges  over  the  world,  to 
whom  copies  of  Ms.  Klemt’s  letter  have  been  faxed, 
in  becoming  a fan  of  hers.  The  need  for  brevity 
forbids  my  giving  you  further  evidence  of  her  ac- 
erbic wit,  and  I couldn’t  give  you  all  of  it  even  if  I 
wanted  to,  since  I don’t  have  a copy  of  her  letter. 
But  her  humor  is  not  the  sole  reason  for  my  ad- 
miration, nor,  I take  it,  for  that  of  her  colleagues; 
it  is  her  insight,  as  well.  The  nerve  she  touched  is 
not  exclusive  to  lawyers. 

According  to  the  WSJ  report,  Ms.  Klemt  has 
written  off  the  fees  owed  her  by  her  client.  “I 
figured,”  she  said,  “I’ve  gotten  enough  mileage 
out  of  this  case.”  Says  her  client,  “Sure,  sure,  it’s 
all  incredible.  Now  a thousand  lawyers  know  about 
my  plight,  and  not  one  of  them  can  be  bothered 
to  collect  my  money.”  Maybe  the  WSJ  article  will 
shame  somebody  into  it,  but  I think  I won’t  hold 
my  breath.  Though  I feel  sure  no  patient  would 
ever  find  himself  in  such  a situation,  I believe  self- 
righteousness  would  be  unbecoming,  if  not 
inappropriate. 

A colleague  of  ours,  a radiologist  in  Upper  East 
Tennessee  with  whom  I had  the  pleasure  of  work- 
ing rather  closely  in  the  American  Cancer  Society 
a good  many  years  ago  and  for  whom  I have  much 
respect  and  affection,  has  worried  for  a long  time 
about  where  medicine’s  response  to  the  economics 
of  health  care  is  taking  us.  I include  hospitals  in 
this,  partly  because  he  does,  and  partly  because  I 
would  anyway.  A personal  encounter  prompted 
him  to  write  once  before,  perhaps  when  I was 
TMA  president.  At  any  rate,  a replay  has  been 
prompted  by  another  personal  encounter,  which 
in  turn  prompted  this. 

Whether  Medicare  was  involved  in  our  col- 
league’s case  or  not  I wasn’t  told,  but  I suspect  it 
was,  since  he  had  passed  the  age  requirement  even 
before  his  previous  letter.  In  any  event,  he  thought 
the  pathologist’s  charge  high  and  the  hospital 
charge  outrageous.  So  did  I.  He  enclosed  copies 
of  recent  articles  by  two  individuals,  both  of  whom 
I know  to  be  careful  students  of  the  current  situ- 
ation, to  the  effect  that  we  are  strangling  our 
golden-egg-laying  goose,  and  that  it  is  up  to  or- 
ganized medicine  to  put  a stop  to  the  wholesale 
individual  tinkering  with  the  system.  And  isn’t  it, 
our  colleague  said,  too  bad  that  Medicare  has  to 
require  that  doctors  fill  out  their  forms  when  we 


should  have  been  doing  it  all  along.  Is  it  worth  an 
editorial?  he  asked. 

Not  really.  That’s  why  I’m  writing  this  editorial; 
just  to  say,  not  really.  For  instance,  I have  recently 
received  letters  from  a couple  of  our  colleagues, 
one  an  internist  and  the  other  a family  practi- 
tioner, who  are  infuriated  by  the  Medicare  form 
requirement.  A very  high  percentage  of  their  prac- 
tice is  Medicare  patients,  and  they  will  have  to 
take  on  another  clerk,  they  say,  just  to  process  the 
forms.  Medicare  does  not  pay  enough  for  them  to 
keep  their  offices  open.  So  why,  they  ask,  doesn’t 
organized  medicine  do  something  to  get  the  feds 
off  their  back?  The  AMA  doesn’t  even  try,  they 
say.  Others  think  the  AMA  has  given  away  the 
store.  So  they  leave  organized  medicine,  whose 
dues  are  too  high,  anyway,  they  say.  To  all  con- 
cerned, whose  name  is  Legion,  I say  the  AMA 
has  to  be  recognized  as  a political  animal  that 
reacts  on  each  issue  according  to  the  will  of  the 
majority  of  the  House  of  Delegates,  in  which  I 
serve,  and  which  I know  well.  There,  as  in  the 
Board  of  Trustees,  politics  can  become  very  vi- 
cious. There  is,  as  you  might  expect,  seldom  con- 
sensus on  anything.  So  don’t  bother  telling  me 
“organized  medicine”  should  do  anything;  it  will 
if  it  can,  though  I can  guarantee  a lot  of  you  will 
not  like  what  it  does  in  any  given  situation. 

I agree  with  our  colleague  that  the  charges  he 
mentions  seem  too  high.  But  greed,  like  beauty 
and  pornography,  is  in  the  eye  of  the  beholder. 
Ms.  Klemt  asserted,  and  with  devastating  witti- 
ness went  about  demonstrating,  that  Steve  was 
pretentious.  It  came  out  that  Steve  was  simply 
trying  to  frighten  her  away — that  his  fees  were 
actually  only  about  half  the  amount  he  quoted.  He 
said  he  subsequently  got  letters  from  New  York 
inquiring  how  he  pulled  it  off.  His  reply  was,  “Get 
lost.”  His  actual  fees,  though,  really  were  no  bet- 
ter at  getting  Ms.  Klemt’s  client  her  money,  nor. 
I’m  certain,  in  dissuading  Ms.  Klemt  that  he  is 
pretentious. 

There  is  a constant  tension  between  preten- 
tiousness and  propriety.  Whatever  one  believes 
about  it  in  a given  situation,  it  is  based  on,  prob- 
ably among  other  things,  geography,  age,  culture, 
and  in  medicine,  to  some  extent  specialty.  Our 
colleague  and  I and  one  of  the  essayists  he  referred 
to  are  of  a different  generation  from  those  driving 
the  system  today;  the  other  essayist  is  the  editor 
of  JAMA,  who  might  possibly,  as  a member  of 
the  AMA  staff,  have  a slightly  different  orienta- 
tion. With  few  exceptions,  today’s  generation  of 
doctors  believe  the  greed  lies  not  at  their  end  but 
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at  the  other;  the  government,  the  insurance  com- 
panies, and  big  business,  they  are  convinced  (as  I 
am,  too,  incidentally)  are  all  bent  on  gouging  and 
controlling  the  health  care  system,  and  with  it  the 
doctors.  I have  said  from  the  beginning  of  Medi- 
care that  doctors  are  at  least  as  smart  as  the  bu- 
reaucrats, and  that  the  doctors  would  continue  to 
find  ways  to  subvert  any  system  of  economic  con- 
trols the  bureaucrats  could  devise.  I have  watched 
it  happen,  only  a very  small  part  of  it  illegally. 
Whether  it  was  done  ethically  or  not  is,  again,  a 
matter  of  orientation,  and  hence  interpretation. 
Since  the  system  is  immoral,  the  reasoning  goes, 
any  legal  depredations  against  it  are  moral  and 
ethical.  It  is  considered  not  a matter  of  greed  but 
of  survival.  There  are  a great  many  doctors  who 
would  gladly  care  for  patients  without  any  com- 
pensation at  all  who  are  at  the  same  time  unwilling 
on  principle  to  take  Medicare  assignments. 

The  thesis  of  the  essayists  mentioned  above  is 
that  operating  from  any  such  premise  is  counter- 
productive, both  professionally  and  economically. 
But  professionalism  was  dealt  a blow  by  the  FTC 
that  may  prove  mortal;  try  as  it  might,  and  try 
mightily  it  did,  the  AMA  was  unsuccessful  in  re- 
moving the  stigma  of  medicine  as  a trade;  now  we 
are  being  considered  by  many  a public  utility,  which 
in  my  estimation  will  finish  the  job.  It  is  hard  for 
young  doctors  to  continue  seeing  themselves  as 
members  of  a learned  profession  when  they  are 
looked  upon  by  the  community  as  tradesmen,  and 
it  then  becomes  a vicious  cycle.  Another  assertion 
by  the  essayists  was  that  our  continual  tinkering 
with  the  system  by  titrating  charges  only  continues 
increasing  the  cost  of  medical  care,  and  thereby 
fuels  inflation,  to  the  detriment  of  the  economy 
generally. 

The  real  cost  to  the  public  in  all  this  is  what  it 
does  to  patient  care.  Doctors  are  no  longer  free 
to  take  care  of  their  patients  in  the  way  they  think 
they  should,  either  medically  or  economically, 
constrained  on  the  one  hand  by  economic  bur- 
dens, their  own  and  those  of  the  hospital,  and  on 
the  other  by  prescribed  treatment  protocols  from 
which  they  dare  not  stray  for  fear  of  federal  cen- 
sure or  the  ever-present  threat  of  litigation  for  any 
undesired  result,  or  both. 

The  tensions  between  pretentiousness  and  pro- 
priety persist,  and  are  likely  to  continue.  I have 
not  editorialized  on  this  previously  because  I see 
no  way  out.  I do  so  now  only  to  point  out  that  no 
one  else  does,  either.  There  are  about  as  many 
“answers”  as  there  are  people  willing  to  give  them. 
They  are  based  mostly  on  appeals  to  doctors  not 
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to  be  so  greedy,  though  greedy  is  always  what 
somebody  else  is.  You  might  as  well,  therefore, 
cling  to  your  own  answer,  if  you  have  one,  since, 
if  it  is  legal,  and  I would  hope  ethical,  it  is  likely 
no  worse  than  any  other. 

J.B.T. 


The  Girls  from  Ipanema 

“Tall  and  tan  and.  . . .”  So  goes  the  song 
about  the  girls  from  Ipanema.  That’s  all  very  well, 
but  if  you’re  tall  you’re  tall,  and  if  you’re  small 
you’re  small,  and  you’re  stuck  with  it;  right? 
’Fraid  so.  If  you’re  tanned  you’re  tanned,  and  if 
you’re  bland  you’re  bland,  and  you’re  stuck  with 
that,  too;  right?  Untold  wealth  and  countless 
man-hours  (actually,  a lot  more  woman-hours) 
have  been  squandered  to  make  that  one  a lie. 
And  anyway,  most  of  the  girls  of  Ipanema  have 
a head  start  on  most  Nordamericanos  in  that  de- 
partment. Furthermore,  taking  the  long  view,  it 
little  behooves  most  Nordamericanos,  at  least  if 
they  are  of  Northern  European  extraction,  to  try 
and  catch  up.  You  know  all  that  already,  though, 
so  why  am  I telling  you?  Well,  do  your  patients 
know  it?  And  do  you  tell  them  that?  I bet  not. 

Right  now  I’m  thinking  a lot  about  sunshine, 
what  with  the  outside  temperature  playing  around 
the  triple-digits.  You  probably  are  too,  and  like- 
wise your  patients,  though  your  patients,  partic- 
ularly if  they  are  young,  may  be  thinking  the 
wrong  things  about  it  {vide  supra).  On  the  other 
hand,  by  the  time  you  get  this,  things  will  have 
cooled  off  some,  or  at  least  they  are  due  to  have. 
But  will  your  patients  have  forgotten  sunshine? 
You  can  bet  your  sweet  bippy  they  won’t  have — 
unless  it’s  in  favor  of  tanning  parlors,  which,  in 
spite  of  a lot  of  adverse  publicity  and  vigorous 
regulatory  efforts,  still  do  a booming  business, 
not  to  mention  a lot  of  harm.  Then,  too,  Florida 
and  the  Caribbean  are  calling,  and  skiing  is  also 
a great  way  to  acquire  that  handsome,  healthy- 
looking  ol’  precancerous  glow. 

“Funny”  can  mean  several  different  things, 
depending.  There  is  funny  ridiculous,  funny  pre- 
posterous, and  funny  sick  (also  referred  to  as 
dark).  Somehow  the  sick  humor  seems  to  get  the 
most  laughs,  maybe  because  it  touches  the  deep- 
est nerve;  there  is  after  all  only  a very  small  dif- 
ference between  an  itch  and  a hurt.  Humorists 
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seldom  pay  more  than  scant  attention,  if  that,  to 
any  wounds  their  barbs  may  inflict,  or  any  ad- 
verse effects  of  their  jabs,  which  is  why  some  of 
the  more  sensitive  among  us,  especially  if  they 
tend  to  be  literal-minded  too,  sometimes  get  ac- 
cused of  having  no  sense  of  humor,  or,  as  Andy 
Capp  once  observed,  of  seeing  a serious  side 
when  there  is  no  serious  side,  when  in  fact  they 
may  be  being  just  kind  and  thoughtful. 

I have  to  confess  to  being  found  only  infre- 
quently in  that  camp.  My  sense  of  the  ridiculous 
has  on  occasion  prompted  an  inadequately  dis- 
guised snicker  or  poorly  stifled  guffaw  allegedly 
in  the  wrong  place,  and  this  tendency  has  not 
been  mitigated  much  by  watching  the  human 
scene  for  nigh  onto  70  years.  It  is  therefore  not 
very  often  that  I find  attempts  at  humor  any  more 
than  a little  much,  and  usually  not  even  that.  Be- 
fore I go  on  to  tell  you  about  something  that  re- 
cently I did  find  more  than  a little  much,  I have 
to  assure  you  that  though  the  comic  strip  I am 
about  to  refer  to  is  sometimes  gross,  and  some- 
times more  than  a little  far  fetched,  it  is  one  of 
my  favorites,  which  you  might  have  guessed  from 
what  I just  said.  But  it  is  one  that  anyone  who 
has  had  babies  around,  no  matter  how  far  to  the 
west  of  parenthood  he  might  be  by  now,  could 
not  help  finding  amusing — or  at  least  so  I think. 
If  you  think  otherwise,  check  out  the  above; 
there’s  at  least  an  even  chance  you  might  be  right. 

In  any  case.  I’ve  almost  always  gotten  at  least 
a chuckle  out  of  “Marvin”;  sometimes  he  has 
prompted  a chortle  or  a guffaw,  or  sometimes  a 
good,  old-fashioned  belly  laugh.  And  sometimes, 
if  I think  nobody  is  around  to  hear  me,  I might 
be  found  emitting  gales  of  raucous  laughter.  But 
none  of  that  this  time.  This  time  my  mirthful  in- 
stincts quickly  curdled.  Since  I think  Marvin  fun- 
ny, I felt  impelled  to  atone  for  his  creator’s  im- 
puted gaffe.  Hence  this  editorial. 

Like  Marvin,  the  girls  from  Ipanema  start  out 
as  babies,  but  unlike  Marvin  they  start  out  as  ba- 
bies from  Ipanema,  with  the  same  sort  of  pig- 
ment-bearing cells  that  their  older  sisters  have. 
The  girls,  large  and  small,  from  Ipanema  can 
therefore  for  practical  purposes  forget  all  this. 
Marvin  and  I,  though,  are  redheads,  and  we  for- 
get all  this  at  our  peril — or  at  least  our  skin’s 
peril,  and  potentially  our  peril  generally.  Mar- 
vin’s mother  knows  this,  and  before  going  to  the 
beach  she  dolls  him  up  in  sunscreen,  much  to 
Marvin’s  chagrin,  even  distaste.  What  was  dis- 
tasteful to  both  Marvin  and  me  was  that  his 
mother  made  a Roman  carnival  of  the  proce- 


dure. Since  I don’t  have  the  strip  before  me,  all 
I can  do  is  paraphrase,  but  her  musings  went 
something  like  this:  “Let’s  see.  We  have  a yellow 
lotion  for  your  shoulders  (dab,  dab)  and  a red 
one  for  your  back  (dab,  dab)  and  a pink  one  for 
your  face  (dab,  dab)  and  a white  one  for  your 
ears  (dab,  dab).  . . .”  That’s  enough  for  you  to 
get  the  picture.  And  there  sat  Marvin  on  the  floor 
a half-hour  later,  the  picture  of  a paper-hanger’s 
color  swatch. 

I’m  sure  Marvin’s  creator  has  a good  heart, 
and  thought  to  himself,  “I’ll  just  show  these  ir- 
responsible parents  that  they  need  to  put  sun- 
screen on  their  babies,  too,  while  they’re  decking 
themselves  out.”  (Maybe,  on  the  other  hand,  he 
doesn’t  have  a good  heart,  and  thought,  “I’ll  fix 
those  brats.”  But  let’s  give  him  the  benefit  of  the 
doubt.)  Regardless  of  his  motives,  my  consid- 
ered reaction  was  that  he  had  trivialized  some- 
thing that  is  already  trivial  in  the  minds  of  too 
many  young  people,  including  young  parents, 
thereby  reinforcing  their  preconceived  notion  that 
this  suncreen  business  is  all  a lot  of  hogwash. 

It  is  not  a lot  of  hogwash.  And  since  without 
adequate  protection  the  children  from  north  of 
Ipanema  grow  up  to  be  adults  with  skin  cancers, 
their  doctors  need  to  assure  them  that  it  is  not  a 
lot  of  hogwash,  but  very  serious  business.  Par- 
ents may  think  they  have  control  of  the  souls  they 
brought  into  the  world,  but  that  notion  often,  or 
even  oftener  than  that,  falls  into  the  category  of 
fever  dreams.  A survey  of  U.S.  school  children 
indicated  that  they  know  a tan  is  not  healthy,  but 
they  think  it  looks  good  anyway.  Do  you  think 
that  if  they  think  it  looks  good  they  will  not  have 
a hankering  for  it?  And  do  you  think  that  if  they 
have  a hankering  for  it,  they  will  not  go  for  it? 
Be  serious.  Education  aimed  at  children  about 
sunshine  and  its  effects  is  an  absolute  necessity, 
and  Marvin’s  method,  with  all  due  respect,  I think 
is  the  wrong  one. 

The  survey  results  indicated  that  while  chil- 
dren understand  the  necessity  for  using  a sun- 
screen with  an  SPF  of  15  or  higher,  they  need  to 
be  better  informed  as  to  the  importance  of  reap- 
plying the  sunscreen  every  90  minutes,  or  after 
swimming  or  perspiring  heavily,  though  the  stay- 
ing power  of  the  preparation  may  vary  with  the 
particular  formula.  They  also  need  to  be  better 
informed  as  to  the  importance  of  using  a sun- 
screen not  only  at  the  pool  or  beach,  but  also 
whenever  they  are  out  in  the  sun  for  whatever 
reason.  Despite  their  pigment,  the  girls  from 
Ipanema  are  not  impervious  if  they  are  in  the 
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sun  for  long  periods,  and  black  children  also  need 
to  understand  the  need  for  protection  under  such 
circumstances. 

It  is  highly  important  that  children  particularly 
be  well  informed  about  the  importance  of  sun- 
screens, because  childhood  is  the  time  when  they 
are  forming  the  health  care  habits  that  will  fol- 
low them  throughout  the  rest  of  their  lives.  Fur- 
thermore, says  the  survey,  between  50%  and  80% 
of  an  individual’s  lifetime  sun  exposure  will  oc- 
cur before  age  18.  While  that  may  be  true  of  a 
majority,  the  surveyors  need  to  observe  the  pop- 
ulation of  women,  I admit  a possibly  anomalous 
one,  around  country  club  swimming  pools. 
Though  they  may  in  fact  be  anomalous,  oppor- 
tunity is  the  only  limiting  factor  for  sun  expo- 
sure. Those  women  just  happen  to  have  a lot  of 
it — opportunity,  that  is.  Also  sun  exposure.  But 
as  the  word  has  gotten  around,  there  is  less 
leathery  skin  than  there  used  to  be.  (Incidental- 
ly, another  thing  the  sun’s  ultraviolet  does  well 
besides  cause  cancer  is  quickly  turn  young, 
smooth,  supple  skin  into  saggy,  wrinkled  old 
leather.  And  who  wants  that?  You’d  think  a lot 
of  people,  considering  how  avidly  they  pursue  it.) 

What  is  generally  not  appreciated  is  that  when 
a sunburn  has  gone  away,  its  effects  have  not 
gone  away.  As  with  other  sorts  of  radiation,  the 
results  of  actinic  radiation  are  cumulative  over  a 
lifetime.  The  net  effect  is  skin  so  damaged  that 
basal  cell  carcinomas,  squamous  cell  carcinomas, 
and  malignant  melanomas  crop  up  throughout  the 
later  years;  it  is  a time  bomb  a’fixin’  to  go  off. 
That’s  if  you  live  as  long  as  most  folks  hope  they 
will.  There  is  an  occasional  one  whose  skin  dam- 
age is  such  that,  when  he  gets  there,  he  is  sorry 
he  did,  though  the  will  to  survive  is  ever  strong. 

So  if  you  have  a hankering  to  emulate  the  girls 
from  Ipanema,  be  sure  you  are  born  with  their 
sort  of  skin  pigment.  Otherwise,  forget  it.  You 
need  to  tell  your  patients  that — particularly  the 
young  ones.  Since  they  likely  will  tune  you  out, 
you  need  to  tell  them  that  more  than  once,  or 
even  more  than  twice  or  three  times.  It  may  even 
take  the  proverbial  two-by-four. 

J.B.T. 


AIDS  Issue  Response 

To  the  Editor: 

The  AIDS  Program  of  the  Tennessee  Department 
of  Health  and  Environment  thanks  you  for  the  Jour- 
nal's July  1990  coverage  of  the  issues  surrounding  HIV 
infection  in  Tennessee.  HIV  infection  as  both  a dis- 
ease and  a social  issue  is  a growing  concern  for  Ten- 
nessee’s physicians,  and  it  is  good  to  see  the  Journal 
stepping  forward  to  emphasize  these  issues. 

We  feel  the  need  to  clarify  some  points,  however. 
We  are  concerned  that  the  commentary  made  in  the 
editorial,  “Responsibility  in  Government’’  (7  Tenn  Med 
Assoc  83:362-363,  1990),  might  lead  some  physicians 
to  believe  that  the  Tennessee  AIDS  Program  is  no 
longer  functioning  because  of  the  resignation  of  our 
former  director  of  surveillance  and  seroprevalence.  This 
position  has  been  ably  filled  by  Mr.  Herb  Stone, 
M.S.S.W.,  who  is  now  providing  leadership  for  the 
seroprevalence  studies  and  surveillance  activities  of  the 
AIDS  Program.  We  also  are  continuing  with  our 
counseling,  testing,  and  educational  efforts,  as  well  as 
the  provision  of  AZT  and  pentamidine  to  patients  who 
need  assistance  but  who  are  not  Medicaid  eligible. 

Secondly,  there  is  an  error  in  Mr.  Overlock’s  arti- 
cle, entitled  “AIDS:  The  Legal  Ramifications  of  Non- 
consensual.  Mandatory  Testing’’  (J  Tenn  Med  Assoc 
83:356-357,  1990).  In  the  second  paragraph,  the  state- 
ment is  made  that  “Once  an  HIV  test  is  performed 
. . . the  law  requires  that  positive  results  be  reported 
to  the  appropriate  health  authorities.”  The  legal  cita- 
tion attributed  is  TCA  68-5-102,  which  mandates  phy- 
sicians notify  health  authorities  upon  any  contact  with 
or  suspicion  of  communicable  disease,  “.  . . including 
AIDS.  ...”  A positive  test  for  HIV  does  not  consti- 
tute a diagnosis  of  AIDS,  and  infection  with  HIV  has 
not  been  declared  a reportable  communicable  disease 
by  the  Commissioner  of  the  Department  of  Health  and 
Environment  pursuant  to  TCA  68-10-109.  The  report- 
able  sexually  transmitted  diseases  are  listed  by  the  Com- 
missioner in  Section  1200-14-1-.41,  REPORTS  OF 
SEXUALLY  TRANSMITTED  DISEASES  of  the 
Communicable  Diseases  Rules  and  Regulations.  There- 
fore, a positive  HIV  test  is  not  per  se  reportable  in  Ten- 
nessee, although  a diagnosis  of  AIDS  is.  Otherwise, 
we  would  like  to  thank  Mr.  Overlock  for  drawing  at- 
tention to  an  important  aspect  of  AIDS  surveillance. 

Again,  we  applaud  your  efforts  to  shed  some  light 
on  the  HIV  situation  in  Tennessee.  We  look  forward 
to  continuing  to  work  with  physicians  to  prevent  and 
control  the  transmission  of  HIV  in  Tennessee. 

Kerry  W.  Gateley,  M.D.,  M.P.H. 

Medical  Consultant,  THDE  AIDS  Program 

Laurel  Wood,  M.P.A. 

Section  Chief,  TDHE  AIDS  Program 
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William  Russell  Bishop,  age  80.  Died  April  19,  1990. 
Graduate  of  Medical  College  of  Virginia.  Member  of 
Chattanooga-Hamilton  County  Medical  Society. 

Edward  Guy  Campbell,  age  95.  Died  March  26,  1990. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Memphis-Shelby  County  Medical 
Society. 

Dominic  J.  Cara,  Jr.,  age  69.  Died  May  26,  1990. 
Graduate  of  University  of  Tennesse  College  of  Medi- 
cine. Member  of  Memphis-Shelby  County  Medical 
Society. 

W.  Andrew  Dale,  age  70.  Died  September  22,  1990. 
Graduate  of  Vanderbilt  University  School  of  Medi- 
cine. Member  of  Nashville  Academy  of  Medicine. 

John  Lee  Farringer,  Jr.,  age  70.  Died  September  19, 
1990.  Graduate  of  University  of  Tennessee  College  of 
Medicine.  Member  of  Nashville  Academy  of  Medicine. 

Max  Hughes,  age  83.  Died  April  28,  1990.  Graduate 
of  University  of  Arkansas  School  of  Medicine.  Mem- 
ber of  Memphis-Shelby  County  Medical  Society. 

Paul  Alfred  Johnson,  age  37.  Died  August  28,  1990. 
Graduate  of  Meharry  Medical  College.  Member  of 
Nashville  Academy  of  Medicine. 

George  W.  Marten,  age  76.  Died  July,  17,  1990.  Grad- 
uate of  Charles  Univerzita  Fakulta  of  Ped-Gen  Medi- 
cine, Praha,  Czechoslovakia.  Member  of  Memphis- 
Shelby  County  Medical  Society. 

Irvin  S.  Miller,  age  88.  Died  March  1990.  Graduate  of 
Columbia  University  College  of  Physicians  and  Sur- 
geons, New  York.  Member  of  Chattanooga-Hamilton 
County  Medical  Society. 

Henry  D.  Murray,  age  80.  Died  September  19,  1990. 
Graduate  of  Jefferson  Medical  College.  Member  of 
Nashville  Academy  of  Medicine. 

Julian  L.  Rutschman,  age  57.  Died  June  18,  1990. 
Graduate  of  University  of  Tennessee  College  of  Med- 
icine. Member  of  Memphis-Shelby  County  Medical 
Society. 

Nathan  K.  Salky,  age  59.  Died  June  13,  1990.  Gradu- 
ate of  University  of  Tennessee  College  of  Medicine. 
Member  of  Memphis-Shelby  County  Medical  Society. 

Randolph  B.  Turnbull,  age  84.  Died  July  31,  1990. 
Graduate  of  University  of  Virginia  School  of  Medi- 
cine. Member  of  Memphis-Shelby  County  Medical 
Society. 


Edward  T.  West,  age  60.  Died  April  22,  1990.  Grad- 
uate of  University  of  Tennessee  College  of  Medicine. 
Member  of  Washington-Unicoi-Johnson  County  Med- 
ical Association. 

Shelburne  D.  Wilson,  Sr.,  age  78.  Died  August  31, 
1990.  Graduate  of  Vanderbilt  University  School  of 
Medicine.  Member  of  Washington-Unicoi-Johnson 
County  Medical  Association. 


TMA  Members  Receive 
AMA  Physician’s  Recognition  Award 

The  following  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during 
August  1990.  This  list,  supplied  by  the  AMA, 
does  not  include  members  who  reside  in  other 
states. 

Physicians  can  receive  the  PRA  certificate 
valid  for  one,  two,  or  three  years.  For  the  one- 
year  award,  physicians  report  50  hours  of  con- 
tinuing medical  education,  including  20  hours  of 
Category  1;  for  the  two-year  award,  physicians 
report  100  hours  of  CME,  including  40  hours  of 
Category  1;  for  the  three-year  award,  physicians 
report  150  hours  of  CME,  60  of  which  are  Cat- 
egory 1. 

Frederick  J.  Chapin,  M.  D. , Cookeville 
Jack  A.  Coleman,  M.D.,  Lebanon 
Marshall  H.  Crenshaw,  M.D.,  Cookeville 
Thomas  W.  Dodson,  M.D.,  Cookeville 
John  H.  Dougherty,  M D.,  Fairfield  Glade 
C.  Wesley  Emfinger,  M.D.,  Nashville 
Roy  C.  Ezell,  M.D.,  Nashville 
Howard  R.  Foreman,  M.D.,  Nashville 
Stephen  C.  Goodwin,  M.D.,  Milan 
Robert  L.  Harrington,  M.D.,  Dyersburg 
W.  Powell  Hutcherson,  M.D.,  Chattanooga 
Gilbert  L.  Hyde,  M.D.,  Knoxville 
Arthur  E.  Jacobs,  M.D.,  Memphis 
John  E.  Keyser,  HI,  M.D.,  Nashville 
Jay  F.  Lewis,  II,  M.D.,  Chattanooga 
Thomas  D.  Miale,  M.D.,  Knoxville 
James  O.  Miller,  M.D.,  Madison 
Vernon  T.  Morehead,  M.D.,  Nashville 
Winston  C.  V.  Parris,  M.D.,  Nashville 
Norman  S.  Propper,  M.D.,  Kingsport 
Warren  C.  Rarner,  M.D.,  Lexington 
John  M.  Royer,  M.D.,  Knoxville 
Richard  B.  Stewart,  M.D.,  Nashville 
Martha  N.  Taylor,  M.D.,  Memphis 
Michael  J.  Winsor,  M.D.,  Kingsport 
William  G.  Wood,  M.D.,  Johnson  City 
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ficul  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

CHATTANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Hilda  Alisago,  M.D.,  Chattanooga 
Jacob  Amrani,  M.D.,  Chattanooga 
Phillip  Anderson,  M.D.,  Chattanooga 
David  Baker,  M.D.,  Chattanooga 
Richard  W.  Brackett,  M.D.,  Chattanooga 
Frank  Calhoun,  M.D.,  Chattanooga 
Louis  L.  Carter,  Jr.,  M.D.,  Chattanooga 
James  H.  Durham,  M.D.,  Chattanooga 
Kevin  R.  Ferguson,  M.D.,  Chattanooga 
Antonio  Gonzalez,  M.D.,  Chattanooga 
Pavel  Klein,  M.D.,  Chattanooga 
Vijay  P.  Patel,  M.D.,  Chattanooga 
Jill  M.  Sumfest,  M.D.,  Chattanooga 

COCKE  COUNTY  MEDICAL  SOCIETY 

Daniel  Armistead,  M.D.,  Newport 

DICKSON  COUNTY  MEDICAL  SOCIETY 

Zachary  MeVey  Hutchens,  M.D.,  Centerville 
John  Thomas  Sexton,  M.D.,  Centerville 

KNOXVILLE  ACADEMY  OE  MEDICINE 

E.  Brantley  Burns,  Jr.,  M.D.,  Knoxville 
Jeffrey  R.  Roberts,  M.D.,  Knoxville 
T.  Darrell  Thomas,  M.D.,  Knoxville 
James  H.  Whitehurst,  M.D.,  Knoxville 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

Mark  C.  Dixon,  M.D.,  Memphis 
Mark  Tilden  Jobe,  M.D.,  Memphis 
Alva  B.  Weir,  HI,  M.D.,  Germantown 

NASHVILLE  ACADEMY  OE  MEDICINE 

C.  Travis  Brannon,  M.D.,  Nashville 
Roy  W.  Deal,  M.D.,  Nashville 
Madeline  Enide  Earmer,  M.D.,  Nashville 
Mark  Harvey,  M.D.,  Nashville 
Thomas  Beverly  Jones,  M.D.,  Nashville 
George  Phillip  Knox,  HI,  M.D.,  Nashville 
William  H.  Leyva,  M.D.,  Nashville 
Nancy  Lynn  Ware,  M.D.,  Nashville 

RUTHERFORD  COUNTY/STONES  RIVER 
ACADEMY  OF  MEDICINE 

Ann  B.  Owen,  M.D.,  Murfreesboro 

SUMNER  COUNTY  MEDICAL  SOCIETY 

Barry  E.  Linden,  M.D.,  Gallatin 


pcf/ofMil  neui/ 


James  K.  Champion,  M.D.,  Cleveland,  has  been 
elected  a Fellow  of  the  Southeastern  Surgical  Con- 
gress, the  largest  regional  surgical  society  in  America. 

Marcus  J.  Stewart,  M.D.,  Memphis,  has  received  the 
American  Orthopaedic  Society  for  Sports  Medicine’s 
“Mr.  Sports  Medicine”  award  for  1990,  recognizing  his 
“outstanding  and  meritorious  service  to  sports  medi- 
cine throughout  the  world.” 


onnouncemenl/ 


CALENDAR  OF  MEETINGS 

NATIONAL 


Dec. 

1-6 

American  Academy  of  Dermatology — Mar- 
riott Marquis,  Atlanta 

Dec. 

4-9 

American  Academy  of  Neurological  and 
Orthopaedic  Surgeons — Bally’s  Hotel,  Las 
Vegas 

Dec. 

6-9 

American  Academy  of  Psychoanalysis — San 
Antonio,  Tex. 

Dec. 

26-31 

Korean  Medical  Association  of  America — 
Doral  Beach,  Miami 

Jan. 

6-12 

American  Medical  Tennis  Association — Na- 
ples Bath  & Tennis  Club,  Naples,  Fla. 

Jan. 

16-19 

Contact  Lens  Association  of  Ophthalmolo- 
gists— Caesars  Palace,  Las  Vegas 

Jan. 

18-19 

American  Academy  of  Pain  Medicine- 
Clarion  Castle,  Miami  Beach 

Jan. 

18-20 

American  Laryngological,  Rhinological,  and 
Otologic  Society — Four  Season’s  Biltmore 
Hotel,  Santa  Barbara,  Calif. 

Jan. 

20-26 

Southern  Clinical  Neurological  Society — 
Camino  Real,  Cancun,  Mex. 

Jan. 

22-26 

American  College  of  Nuclear  Physicians — 
Sands  Hotel  & Casino,  San  Juan,  P.R. 

Jan. 

23-26 

Southern  Association  for  Vascular  Sur- 
gery— Marriott’s  Rancho  Las  Palmas  Re- 
sort, Rancho  Mirage,  Calif. 

Jan. 

24-26 

Neurosurgical  Society  of  the  Virginias — The 
Greenbrier,  White  Sulphur  Springs,  W.Va. 

Jan. 

26-30 

Rocky  Mountain  Conference  on  Emergency 
Medicine  and  Nursing  (sponsored  by  Colo- 
rado Chapter  ACEP) — Grand  Butte  Hotel, 
Crested  Butte,  Colo. 
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Infective  Endocarditis  Due  to  the 

CDC  Group  M6  Bacillus 

RICHARD  C.  ROSE,  III,  M.D.;  ALLAN  M.  GROSSMAN,  M.D.;  and 

JAMES  W.  GILES,  M.D. 


Introduction 

Thrombocytopenia  is  seldom  mentioned  as  a 
complication  of  infective  endocarditis*  but  scat- 
tered cases  of  thrombocytopenia  associated  with 
staphylococcal  endocarditis  are  reported.--^  One 
case  of  a thrombotic  thrombocytopenic  purpura 
(TTP)  -like  syndrome  associated  with  a fatal  case 
of  Bacteroides  endocarditis  also  appears  in  the 
literature.'* 

We  report  a case  of  a patient  with  infective 
endocarditis  due  to  an  unusual  gram-negative  rod, 
CDC  group  M6,  who  had  a TTP-like  syndrome. 

Case  Report 

The  patient,  a 65-year-old  woman,  gave  a history  of  one 
week  of  chills,  fever,  and  progressive  confusion;  she  stopped 
eating  and  became  too  weak  to  get  out  of  bed.  When  first 
seen  by  her  family  physician  (JWG),  she  was  febrile,  con- 
fused, had  right-sided  weakness,  multiple  petechiae  and  ec- 
chymoses,  and  a loud  systolic  heart  murmur.  White  blood 
cell  count  was  17,800/cu  mm  with  a platelet  count  of  11,000/ 
cu  mm.  A computerized  tomographic  scan  of  the  brain  and 
cerebrospinal  fluid  examination  were  normal.  Blood  cultures 
were  obtained  and  cefoperazone  and  gentamicin  were  admin- 


From  the  Department  of  Medicine,  Divisions  of  Infectious  Dis- 
eases (Dr.  Rose)  and  Hematology-Oncology  (Dr.  Grossman),  St. 
Mary’s  Medical  Center,  Knoxville,  and  the  LaFollette  Medical  Cen- 
ter, LaFollette. 

Reprint  requests  to  2001  Laurel  Ave.,  Suite  204,  Knoxville,  TN 
37916  (Dr.  Rose). 


istered.  Thrombotic  thrombocytopenic  purpura  was  suspect- 
ed, and  the  patient  was  transferred  for  evaluation  by  a hem- 
atologist (AMG). 

On  transfer  the  patient  was  acutely  ill,  and  complained  of 
pain  in  her  right  arm  and  shoulder.  Her  temperature  was 
101°F.  Her  neck  was  stiff,  but  the  sclerae  and  conjunctivae 
were  normal;  ecchymoses  were  noted  on  her  back  and  pete- 
chiae on  her  legs.  A grade  2 to  3/5  systolic  murmur  was  heard. 
She  had  watery  diarrhea.  Right  arm  weakness  was  present. 

Examination  of  the  peripheral  blood  smear  revealed 
marked  thrombocytopenia  but  normal  red  cell  morphology, 
which  was  inconsistent  with  TTP.  Bone  marrow  was  hyper- 
cellular  with  adequate  megakaryocytes  and  increased  myeloid 
activity. 

The  blood  cultures  drawn  at  the  time  of  her  initial  pre- 
sentation were  reported  growing  a gram-negative  rod.  Am- 
picillin,  erythromycin,  and  ceftazidime  were  begun.  After  48 
hours  the  organism  in  her  blood  had  not  yet  been  identified, 
but  was  believed  by  the  microbiologists  not  to  be  Salmonella, 
Shigella,  Campylobacter,  or  Pseudomonas;  her  antibiotic 
therapy  was  changed  to  ceftriaxone. 

The  patient  defervesced,  her  right  arm  weakness  re- 
solved, and  the  platelet  count  returned  to  normal.  She  did 
well  until  the  12th  hospital  day,  when  a diastolic  murmur  of 
aortic  regurgitation  was  heard  for  the  first  time.  An  echocar- 
diogram was  interpreted  as  compatible  with  aortic  and  mitral 
regurgitation  but  no  vegetations  were  seen.  Repeat  blood 
cultures  were  negative,  and  she  remained  hemodynamically 
stable. 

The  patient  was  thought  to  have  endocarditis  and  was 
treated  with  four  weeks  of  intravenous  antibiotics.  Her  course 
was  complicated  by  a case  of  localized  zoster,  w'hich  was 
treated  with  acyclovir. 

At  the  time  of  discharge  the  patient  was  afebrile,  had  no 
peripheral  stigmata  of  endocarditis,  and  had  normal  platelet 
count;  there  were  grade  3/4  systolic  and  2/4  diastolic  mur- 
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murs.  She  remained  stable  after  two  months  follow-up. 

The  organism  isolated  from  her  blood  was  ultimately 
identified  by  the  Tennessee  State  Health  Department  Labo- 
ratory as  CDC  group  M6  using  established  criteria.-*^ 

Discussion 

Significant  thrombocytopenia  associated  with 
endocarditis,  usually  due  to  Staphylococcus  au- 
reus,has  been  reported.  Circulating  immune 
complexes^-^'^  and  activation  of  complement^  have 
been  associated  with  this  phenomenon.  Throm- 
bocytopenia is  not  mentioned  in  a recent  review 
of  gram-negative  bacterial  endocarditis^  or  in  a 
more  general  review,^  although  it  may  occur  with 
gram-negative  sepsis, either  as  part  of  a dissem- 
inated intravascular  coagulopathy  (DIC)  syn- 
drome or  due  to  elevated  antiplatelet  antibod- 
ies." Our  patient  did  not  have  evidence  of  either 
DIC  or  septic  shock. 

The  CDC  group  M6  organism  is  similar  to  the 
Moraxella^;  it  is  gram-negative,  nonmotile,  oxi- 
dase-positive, and  catalase-negative.  At  least  one 
other  case  of  endocarditis  due  to  M6  has  been 
reported,"  although  a TTP-like  syndrome  did  not 
occur. 

Summary 

Although  staphylococcal  endocarditis  has  oc- 
casionally been  associated  with  a TTP-like  syn- 


drome, a similar  syndrome  has  not  been  report- 
ed with  endocarditis  due  to  aerobic  gram-negative 
rods.  We  report  a case  of  subacute  bacterial  en- 
docarditis with  a thrombocytopenic  syndrome  that 
at  first  resembled  TTP  which  was  due  to  an  un- 
usual gram-negative  rod.  This  case  emphasizes  the 
need  for  repeated  examination  of  the  bacteremic 
patient  to  detect  the  changing  murmurs  of  endo- 
carditis. r 
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Tuberculous  Epididymo- orchitis  and 

Granulomatous  Prostatitis 
Mimicking  Neoplasia 


ALI  JAFFAR,  M.D.;  JAY  B.  MEHTA,  M.D.;  and  JAMES  H.  GODFREY,  M.D. 


Introduction 

Tuberculosis  (TB)  of  the  genitourinary  tract  is 
such  a rare  diagnosis  that  it  has  a propensity  to 
be  missed.  An  inclusion  of  mycobacterial  infec- 
tion in  the  differential  diagnosis  of  testicular  mass 
or  chronic  genitourinary  diseases  will  minimize 
the  delay  in  the  diagnosis  of  tuberculous  epidid- 
ymo-orchitis.  Prompt  anti-TB  therapy  can  not 
only  improve  the  symptoms  and  the  disease 
process,  but  may  also  avoid  unnecessary  surgery 
and  undue  morbidity. 

This  report  describes  a patient  with  acute  ab- 
dominal and  scrotal  pain,  in  whom  cystourethros- 
copy  revealed  benign  prostatic  hypertrophy. 
Transperineal  biopsy  revealed  granulomatous 
prostatitis,  and  right  scrotal  exploration  revealed 
tuberculous  granuloma  on  histologic  examination. 

Case  Report 

The  patient,  a 61-year-old  white  man,  was  admitted  for 
evaluation  of  continued  pain  and  swelling  of  the  right  hemiscro- 
tum  for  approximately  two  and  one-half  months  before  admis- 
sion. He  had  previously  been  in  good  health.  The  pain  began 
in  the  suprapubic  region,  and  extended  into  the  right  lower  ab- 
domen. This  was  followed  by  pain  and  swelling  of  the  right 
scrotal  area,  which  was  treated  with  tetracycline  and  ibuprofen. 
Relief  was  short-lived,  and  pain  and  swelling  returned  with  ac- 
tivity. The  patient  was  then  sent  to  the  hospital. 

Physical  examination  revealed  normal  vital  signs,  a grade 
1 systolic  murmur  at  the  apex,  and  a healed  right  subcostal 
incision.  The  right  testis  and  epididymis  were  confluent,  with 
induration  and  tenderness,  and  rectal  examination  revealed 
an  enlarged  prostate,  the  right  side  being  larger  than  the  left. 

Initial  laboratory  findings  were  unremarkable  except  for 
an  alkaline  phosphatase  of  302  U/L.  Chest  x-rays  revealed  no 
acute  process.  Urinalysis  revealed  severe  pyuria  and  micro- 
hematuria, and  cultures  grew  enterococcus.  Prostatic  secre- 
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tions  were  packed  with  white  blood  cells.  Treatment  was 
started  with  norfloxacin  (Noroxin).  An  ultrasound  of  the  testes 
showed  a mass.  IVP  was  normal.  Cystourethroscopic  exami- 
nation showed  a moderately  enlarged  prostate,  and  a trans- 
perineal biopsy  revealed  granulomatous  prostatitis.  On  sur- 
gical exploration  a right  orchiectomy  was  performed,  disclosing 
purulent  epididymitis  on  pathologic  examination.  Smears  from 
the  epididymis  and  prostate  were  positive  for  acid-fast  bacilli 
and  later  grew  Mycobacterium  tuberculosis.  Microscopic  ex- 
amination of  the  prostate  showed  focal  granulomas  with  mul- 
tinucleated  giant  cells,  and  sections  of  the  testis  and  epidi- 
dymis revealed  acid-fast  bacilli.  The  patient  was  discharged 
home  on  anti-TB  therapy,  and  while  compliance  was  mini- 
mal, nine  months  of  therapy  and  an  additional  11  months  of 
outpatient  follow-up  indicate  that  the  patient  is  asymptomatic 
and  has  apparently  been  cured  of  TB. 

Discussion 

Tuberculous  epididymitis/epididymo-orchitis  is 
not  common,  but  is  a good  masquerader  and 
should  therefore  be  considered  in  the  differential 
diagnosis  of  a scrotal  swelling  which  could  also 
be  due  to  infection,  infarction,  tumor,  or  granu- 
lomatous orchitis.' 

Though  pulmonary  TB  in  the  United  States 
continues  to  decline  each  year,  the  number  of 
extrapulmonary  cases  remains  about  the  same. 
Thus,  not  only  does  the  percentage  of  extrapul- 
monary TB  appear  to  be  increasing,  but  20%  to 
25%  of  extrapulmonary  cases  are  genitourinary.^ 
With  the  epidemic  of  acquired  immunodeficiency 
syndrome  (AIDS),  the  U.S.  tuberculosis  case- 
load has  increased.  The  proportion  of  extrapul- 
monary TB  ranges  from  32%  to  76%  in  TB  pa- 
tients seropositive  for  human  immunodeficiency 
virus  (HIV)  or  with  AIDS,  whereas  only  11%  to 
20%  of  HIV  seronegative  TB  patients  have  ex- 
trapulmonary TB.^'^  Extrapulmonary  TB  in  AIDS 
patients  may  involve  rare  sites,  and  can  have  an 
unusual  clinical  picture.^ 

Tuberculosis  of  the  genitourinary  tract  seems 
most  commonly  to  involve  the  kidney,^  the  initial 
site  of  infection  usually  being  the  lung.  Within 
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the  lower  genitourinary  tract,  the  prostate  seems 
to  be  the  common  site  of  infection,  and  in  most 
cases  it  spreads  next  to  the  epididymis  via  intra- 
canicular  or  lymphogenous  routes.  The  infection 
may  spread  to  the  testes,  and  rarely  it  may  be  by 
hematogenous  routes. 

Clinical  features  may  range  from  those  of  an 
acute  infectious  process  to  those  of  chronic  in- 
flammation; they  may  also  mimic  malignancy.^ 
The  patient  may  have  epididymitis,  scrotal  skin 
involvement,  beaded  vas,  an  enlarged  hard  pros- 
tate, a hydrocele,  or  a sterile  pyuria. 

When  a patient  has  a prior  history  of  TB,  uri- 
nary tract  infection,  and  bacteriologic  evidence 
of  disease,  there  is  a high  index  of  suspicion,  and 
diagnosis  is  made  easier,  but  when  clinical  find- 
ings mimic  neoplasm,  as  in  this  patient,  the  di- 
agnosis of  TB  is  likely  to  be  missed.  Chronicity 
and  similarity  to  tumor  may  require  surgical  ex- 
ploration. 

Epididymitis  is  the  most  common  presentation 
of  male  genital  TB.  A painful  palpable  mass  is 
present  in  20%  to  40%  of  patients.^  In  the  pres- 
ence of  prostatitis,  TB  may  be  transmitted  by  se- 
men. Sole-Balcells  et  aB  classified  men  with  gen- 
ital TB  into  three  groups:  (1)  those  with  abnormal 
urograms  but  no  genital  lesions,  (2)  those  with 
abnormal  urograms  and  genital  lesions,  and  (3) 
those  with  normal  urograms  and  genital  lesions. 
In  the  group  with  abnormal  urograms  but  no 
genital  lesions,  there  was  normal  semen  in  25%, 
primary  sterility  in  25%,  and  secondary  sterility 
in  50%.  None  of  the  patients  with  genital  lesions 
had  normal  semen.  In  this  group  there  was  pri- 
mary sterility  in  60%  and  secondary  sterility  in 
40%,  indicating  a very  high  incidence  of  infertil- 
ity among  men  with  genitourinary  TB. 

Treatment  of  genital  TB  is  essentially  non- 
surgical,  and  mainly  consists  of  anti-TB  chemo- 
therapy, i.e.,  isoniazid  300  mg  and  rifampin  600 
mg  orally  daily  for  nine  months.  A recent  study 
shows  that  in  most  cases  of  extrapulmonary  TB, 
the  mycobacterial  load  is  low  and  two-drug  ther- 
apy is  adequate. In  cases  with  a strong  likeli- 


hood of  TB,  even  without  bacteriologic  confir- 
mation, anti-TB  therapy  warrants  a trial  first. 
Response  is  good,  with  prostatic  lesions  respond- 
ing rapidly,  though  prostatic  stones  may  form. 
The  testes  and  vas  respond  well,  though  75%  of 
the  patients  have  oligospermia  that  does  not  re- 
solve. When  there  is  no  response  to  therapy,  or 
there  is  suspicion  of  tumor,  orchiectomy  must  be 
performed. 

In  our  patient,  a transperineal  biopsy  of  the 
prostate  showed  granulomatous  prostatitis.  We 
believe  that  this  procedure  may  help  in  diagno- 
sis, and  possibly  avoid  surgery  when  the  results 
indicate  granulomatous  disease.  While  there  are 
very  few  scientific  studies  to  establish  the  safety 
and  sensitivity  of  transperineal  biopsy  as  a diag- 
nostic tool  in  tuberculous  epididy mo-orchitis,  this 
case  supports  its  usefulness  before  exploratory 
surgery  is  performed. 

Considering  the  high  incidence  of  extrapul- 
monary TB  in  AIDS  patients,  and  possible  trans- 
mission through  semen,  genitourinary  TB  should 
be  considered  in  the  differential  diagnosis  of  a 
painful  scrotal  mass.  An  awareness  of  tubercu- 
lous epididymo-orchitis  and  a high  index  of  sus- 
picion may  lead  to  prompt  diagnosis  of  this  rare 
disease.  Further  studies  are  recommended  to 
evaluate  the  efficacy  of  transperineal  biopsy  and 
its  usefulness  in  preventing  exploratory  surgery. 

CUP 
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Vanderbilt  Morning  Report 

Lung  Nodules  in  a Heart  Transplant  Patient 


Case  Report 

A 54-year-old  white  man  was  admitted  for  persistent  cough 
and  fever.  Four  months  earlier  he  had  an  uncomplicated  car- 
diac transplantation  for  refractory  congestive  heart  failure  and 
ventricular  tachycardia  due  to  ischemic  heart  disease.  He  was 
discharged  on  cyclosporine,  prednisone,  and  azathioprine. 

He  gave  a one-month  history  of  cough  productive  of  dark 
sputum,  anorexia  with  an  8-lb  weight  loss,  shaking  chills, 
nocturnal  sweats,  and  pleuritic  chest  pain.  Two  days  before 
admission,  he  noted  a fever  with  a temperature  of  100. 5°F 
and  a left  supraclavicular  nodule.  Examination  revealed  a 
1 X 1.5-cm  nodule  in  the  left  supraclavicular  region,  clear  lungs, 
and  a normal  cardiac  and  abdominal  examination.  Oral  tem- 
perature was  97.6°F.  Chest  x-rays  revealed  nodular  lesions  in 
the  left  upper  and  lower  lobes  without  cavitation.  Admission 
laboratory  data  included  a WBC  count  of  7,200/cu  mm  with 
a left  shift,  hematocrit  33%,  SCOT  35  lU/L,  SOFT  29  lU/L, 
alkaline  phosphatase  151  lU/L,  and  bilirubin  5.7  mg/dl. 

CT  scan  of  the  chest  revealed  an  ill-defined  lobulated  mass 
measuring  2x2  cm  in  the  posterior  left  upper  lobe  and  a 
3.8x5x6-cm  mass  in  the  medial  right  lower  lobe. 

Concern  about  a cyclosporine-induced  lymphoma  led  to  a 
biopsy  of  the  supraclavicular  node.  Gram  stain  of  the  speci- 
men revealed  branching,  filamentous,  beaded,  gram-positive 
organisms  which  were  also  seen  in  the  sputum,  and  cultures 
of  both  the  nodule  and  blood  grew  Nocardia  asteroides.  CT 
scan  of  the  head  was  normal.  The  etiology  of  his  elevated 
liver  enzymes  remained  unclear  despite  vigorous  investiga- 
tion. He  was  treated  with  minocycline  and  his  temperature 
fell  and  symptoms  improved  over  the  following  week. 

Discussion 

Nocardiosis  is  a well-recognized  complication  of  the 
immunosuppression  required  for  transplantation,  and 
is  often  mistaken  for  a serious  fungal  infection  or  ma- 
lignancy.' Nocardia  is  a ubiquitous  aerobic  soil-borne 
microorganism  of  the  actinomycete  class.  The  orga- 
nisms obtain  entry  via  the  lung,  and  hematogenous 
dissemination  follows.  Brain  and  skin  abscesses  are 
common  complications.  Direct  inoculation  due  to 
trauma  has  been  held  responsible  for  cases  of  osteo- 
myelitis and  for  lymphocutaneous  and  ocular  involve- 
ment. Cellular  immune  function  is  the  major  defense 
against  infection,  leaving  transplant  patients  at  high 
risk.' 

Patients  often  have  a subacute  illness,  with  weight 
loss,  fever,  and  cough;  pleuritic  chest  pain  and  dys- 
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pnea  may  also  be  present.  Chest  x-ray  findings  can  be 
quite  variable,  ranging  from  normal  to  effusion,  infil- 
trates, and  nodular  lesions  with  or  without  cavitation. 
Diagnostic  material  can  often  be  obtained  from  expec- 
torated sputum,  but  bronchial  washings,  open  or 
transthoracic  lung  biopsy,  brain  biopsy,  and  abscess 
aspiration  are  sometimes  required  for  diagnosis.'  - 
Gram  stain  shows  gram-positive  branching  filaments. 
Standard  biopsy  stains  (hematoxylin  and  eosin,  peri- 
odic-acid Schiff)  fail  to  reveal  the  organism,  but  No- 
cardia is  weakly  acid-fast.  Cultures  may  take  two  to 
four  weeks  to  grow  on  standard  culture  media  and 
growth  is  promoted  in  the  presence  of  10%  C02.  No 
reliable  serologic  testing  is  available  at  this  time.' 

Before  the  availability  of  antibiotics,  nocardiosis  was 
fatal.  The  development  of  sulfonamides  provided  a 
successful  treatment  of  Nocardia  infection  and  they  re- 
main the  mainstay  of  therapy.  Sulfadiazine,  sulfisoxa- 
zole,  and  triple  sulfa  are  believed  to  be  equally  effec- 
tive. Trimethoprim/sulfamethoxazole  is  believed  by 
many  to  be  the  drug  of  choice  but  debate  concerning 
the  need  for  trimethoprim  continues.  Alternative  drugs 
with  proven  clinical  effectiveness  include  amikacin, 
minocycline,  and  doxycycline.  Imipenem,  ceftriaxone, 
ciprofloxacin,  and  amoxicillin  are  also  thought  to  be 
useful  but  clinical  experience  is  sparse.  Prolonged 
therapy  for  at  least  two  to  three  months  is  recom- 
mended, and  some  advocate  one  year  of  therapy  for 
advanced  infections.  In  transplant  centers  using  pro- 
phylactic therapy  with  sulfa  regimens  for  pneumocys- 
tis,  the  rate  of  Nocardia  infections  has  fallen  as  well. 
The  benefit  of  prophylaxis  appears  especially  impor- 
tant, given  reported  mortality  rates  of  29%  for  isolat- 
ed pulmonary  disease,  and  42%  in  patients  with  no- 
cardial  cerebral  abscess.'  r ^ 


REFERENCES 

1.  Wilson  JP,  Turner  HR,  Kirchner  KA,  et  al:  Nocardial  infections  in  renal 
transplant  recipients.  Medicine  68:38-57,  1989. 

2.  Krick  JA,  Stinson  EB,  Remington  JS:  Nocardia  infection  in  heart  trans- 
plant patients.  Ann  Intern  Med  82:18-26,  1975. 

3.  Linder  J:  Infection  as  a complication  of  heart  transplantation.  J Heart 
Transplant  7:390-394,  1988. 

4.  Hoflin  JM,  Potasman  1,  Baldwin  JC,  et  al:  Infectious  complications  in 
heart  transplant  recipients  receiving  cyclosporine  and  corticosteroids.  Ann  Intern 
Med  106:209-216,  1987. 

5.  Hall  WA,  Martinez  AJ.  Dummer  JS,  et  al:  Central  nervous  system  infec- 
tions in  heart  and  heart-lung  transplant  recipients.  Arch  Neurol  46:173-177,  1989. 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


Health  and  Environment  Report 


The  Trauma  Care  System  in  Tennessee 

JOSEPH  B.  PHILLIPS 


Tennessee,  among  a minority  of  states,  has  put  into 
place  a system  of  trauma  care.  Comprising  now  11 
designated  hospital  trauma  centers,  this  system  is  de- 
signed to  provide  optimal  care  for  patients  suffering 
serious  injury.  Its  primary  goal  is  the  prevention  of 
deaths  that  will  occur  when  treatment  is  not  reliably 
prompt  and  comprehensive. 

Other  major  elements  of  this  system  include  trau- 
ma patient  destination  guidelines  for  ambulance  ser- 
vices, and  a trauma  registry  into  which  each  designat- 
ed center  reports  trauma  patient  data.  This  registry  is 
designed  to  serve  as  both  an  evaluation  tool  for  the 
system  and  a data  base  for  research. 

The  trauma  care  system  was  created  by  two  Boards 
within  the  Tennessee  Department  of  Health  and  En- 
vironment— the  Board  for  Licensing  Health  Care  Fa- 
cilities (Licensing  Board)  and  the  Emergency  Medical 
Services  (EMS)  Board.  Because  of  the  broad  authority 
granted  these  Boards  by  the  Legislature,  no  additional 
legislation  was  necessary  to  authorize  the  development 
of  this  system.  Trauma  center  regulations  [Rule  1200- 
8-12,  et  seq]  and  EMS  trauma  patient  destination 
guidelines  [Rule  1200-12-1-.11(7)]  were  promulgated  by 
the  two  Boards  after  the  establishment  of  special  com- 
mittees or  task  forces,  which  developed  recommenda- 
tions for  the  Boards.  Trauma  center  regulations  were 
approved  in  1985. 

The  regulations  initially  identified  two  levels  of 
trauma  centers.  Level  I centers  are  required  to  be 
staffed  in-house  with  a variety  of  surgical  specialists, 
and  are  teaching  hospitals.  Level  II  trauma  centers  of- 
fer most  of  the  same  services  as  do  Level  I centers  but 
may  have  surgeons  on  call.* * 

Trauma  centers  must  have  an  organized  trauma 
service.  Directed  by  a general  surgeon,  this  service  in- 
sures that  the  care  of  each  patient  is  managed  by  a 


From  the  Emergency  Medical  Services  Division,  Tennessee  De- 
partment of  Health  and  Environment,  Nashville. 

*The  current  Level  I trauma  centers  are  Regional  Medical  Center 
at  Memphis,  Vanderbilt  University  Medical  Center  in  Nashville,  Er- 
langer  Hospital  in  Chattanooga,  University  of  Tennessee  Hospital  in 
Knoxville,  and  Holston  Valley  Hospital  in  Kingsport.  Current  Level 
II  centers  are  Baptist,  Methodist  and  St.  Francis  Hospitals  in  Mem- 
phis, St.  Thomas  Hospital  in  Nashville,  St.  Mary’s  Hospital  in  Knox- 
ville, and  Bristol  Memorial  Hospital  in  Bristol.  Three  other  Level  II 
centers  have  voluntarily  relinquished  their  designations. 


trauma  team,  which  is  also  led  by  a general  surgeon. 
Rapid  and  appropriate  stabilization,  diagnosis,  and 
definitive  treatment  are  the  services  offered  the  in- 
jured patient. 

Another  requirement  is  a predesignation  site  visit 
to  determine  the  applicant  hospital’s  compliance  with 
the  regulations.  Each  site  visit  team  consists  of  two 
trauma  surgeons,  a hospital  administrator,  and  a trau- 
ma nurse.  The  site  team’s  report  is  submitted  to  the 
Licensing  Board,  which  designates  any  applicant  hos- 
pital that  meets  all  of  the  regulatory  requirements. 

The  first  site  visits  were  conducted  in  the  summer 
of  1987,  when  14  hospitals  were  inspected.  Soon  after 
these  inspections,  concerns  were  expressed  about  pos- 
sible public  misperception  of  trauma  centers,  the  des- 
ignation schedule,  and  the  lack  of  patient  destination 
guidelines.  These  issues  led  the  Licensing  Board  to  de- 
fer designation  of  any  trauma  centers  in  1987. 

An  ad  hoc  committee  on  trauma  care  was  convened 
by  the  Department  of  Health  and  Environment  to  ob- 
tain a consensus  on  these  issues.  This  effort  was  suc- 
cessful, and  a number  of  regulatory  and  policy  rec- 
ommendations were  made  to  both  Boards.  Subsequent 
rulemaking  cleared  the  way  for  trauma  center  desig- 
nation in  August  of  1988,  when  the  Licensing  Board 
designated  11  hospitals  as  trauma  centers. 

Since  then,  three  additional  hospitals  have  been 
designated  as  Level  II  trauma  centers  and  rules  have 
been  promulgated  for  Level  III  and  pediatric  trauma 
centers.  (As  of  this  writing,  designation  of  the  first 
Level  III  center  is  pending,  as  is  the  inspection  of  the 
first  pediatric  trauma  center  applicants.)  The  Licen- 
sing Board  also  stipulated  that  all  trauma  centers  be 
reevaluated  within  18  months  of  designation.  These 
revisits  were  conducted  in  early  1990. 

The  resulting  report  (Report  of  the  Trauma  Center 
Site  Visit  Team — Post-Designation  Site  Visits,  March 
9,  1990)  showed  that  13,566  trauma  patients  were  ad- 
mitted to  the  ten  centers  inspected  within  the  year  prior 
to  the  inspection.  These  and  subsequent  admissions 
form  the  trauma  registry  data  base. 

This  report,  which  focused  primarily  on  internal 
quality  assurance  activities,  also  made  several  recom- 
mendations to  improve  both  the  uniformity  of  internal 
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Loss  Prevention  Case  of  the  Month 


'Parameters’  in  the  Emergency  Room 

J.  KELLEY  AVERY,  M.D. 


Case  Report 

At  11:20  PM  on  Sept.  7,  a 54-year-old  man  was  brought  to 
the  emergency  room  (ER)  by  ambulance  following  an  auto- 
mobile accident.  The  ER  physician  smelled  alcohol  on  the 
patient’s  breath.  There  was  a small  laceration  on  the  left  side 
of  his  face,  and  he  had  lost  three  teeth,  but  had  not  lost  con- 
sciousness. There  were  some  abrasions  and  contusions  on  the 
chest,  and  it  was  apparent  that  the  patient’s  face  and  chest 
had  struck  the  steering  wheel. 

Further  examination  as  recorded  revealed:  BP  108/70  and 
P 94.  Heart:  Rate  and  rhythm  normal,  no  murmurs  were 
heard.  Chest:  No  tenderness  to  percussion.  Abdomen:  No 
muscle  guarding  of  rebound.  No  organomegaly. 

Treatment:  Suture  of  the  laceration  face. 

Head  and  wound  sheet  given. 

Return  5 days. 

The  patient  died  at  home  about  36  hours  later. 

Autopsy  revealed  blunt  trauma  to  the  chest  and  abdomen, 
multiple  fractures  of  the  ribs  on  the  left,  and  transection  of  the 
duodenum  with  marked  pneumoperitoneum  and  free  gastric 
contents  (800  cc),  with  fulminant  peritonitis.  Cause  of  death 
was  listed  as  septic  shock  due  to  fulminant  peritonitis. 

On  the  day  of  the  patient’s  death  the  physician’s  office 
record  showed,  “While  in  hospital  ER,  I asked  the  driver 
what  caused  the  accident.  He  said  he  didn’t  know.  The  driver 
was  treated  and  released  the  am  of  9/8’’  (the  day  before 
death). 

The  details  of  the  accident  were  recorded  in  the  patrol- 
man’s report,  which  indicated  that  the  car  skidded  42  feet 
and  was  airborne  for  about  100  feet  before  coming  to  rest  on 
a hillside.  It  was  not  clear  from  the  record  whether  the  phy- 
sician was  aware  of  the  details  of  the  accident  or  not. 

A lawsuit  was  filed  demanding  $2  million  and  charging 
wrongful  death.  Settlement  was  reached  for  a large  amount. 

Loss  Prevention  Comments 

Whatever  the  reason,  the  physician  who  saw  the 
patient  in  the  ER  did  not  take  into  account  the  details 
of  the  accident  itself.  He  mentioned  in  his  office  rec- 
ord his  questioning  of  the  patient  about  the  cause,  and 
apparently  left  the  subject  with  the  patient’s  answer 
that  he  did  not  know.  This  clearly  points  to  at  least 
two  possible  conclusions:  although  the  patient  gave  no 
history  of  unconsciousness,  there  might  well  have  been 
some  amnesia  for  the  events  of  the  accident  itself,  or 


Dr.  Avery  is  chairman  of  the  Loss  Prevention  Committee.  State 
Volunteer  Mutual  Insurance  Company,  Brentwood,  and  medical  di- 
rector for  Ambulatory/Outpatient  Services.  St.  Thomas  Hospital. 
Nashville. 
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that  the  physician  did  not  inquire  of  anyone  who  knew 
the  details. 

When  confronted  with  the  victim  of  a m.otor  vehicle 
accident  (MVA)  in  the  ER,  the  physician  must  take 
into  account  details  about  the  wreck  that  are  known 
or  suspected  by  those  who  observed  the  scene,  i.e., 
the  emergency  medical  services  (EMS)  technicians,  the 
law  enforcement  officers,  witnesses,  etc.  Skid  marks, 
seat  belt  restraints,  air  bags,  roll  overs,  being  air- 
borne, and  the  like  are  all  vital  to  the  assessment  of 
possible  injuries  to  the  victim.  The  odor  of  alcohol  on 
the  breath  is  another  important  consideration.  How 
much  alcohol?  The  usual  “couple  ’a  beers”  or  a liter 
of  whiskey?  Again,  witnesses  or  those  accompanying 
the  victim  may  have  vital  information. 

The  autopsy  findings  indicating  the  extent  of  blunt 
trauma  to  the  upper  abdomen  certainly  suggest  that 
the  patient’s  ER  assessment  and  treatment  might  have 
been  below  an  acceptable  standard.  Transection  of  the 
duodenum  is  not  uncommon  in  victims  of  MV  As  who 
have  undergone  sudden  deceleration,  causing  the  driv- 
er to  be  thrown  against  the  steering  column  with  such 
force  that  the  portion  of  the  duodenum  fixed  against 
the  spine  is  divided.  What  was  recorded  about  the  ac- 
cident suggested  that  the  damage  to  the  face  and  the 
contusions  and  laceration  of  the  chest  wall  had  been 
produced  by  contact  with  the  steering  wheel.  “Multi- 
ple rib  fractures,  left  chest,”  when  viewed  against  the 
physical  examination  in  the  ER,  “Chest — No  tender- 
ness to  percussion,”  suggest  inadequate  evaluation  or 
a patient  unable  to  respond  appropriately  because  of 
alcohol  anesthesia,  concussion,  or  something  else  re- 
lated to  the  accident. 

In  recent  years  there  has  been  an  evolution  in  the 
management  of  trauma  throughout  the  country.  Ten- 
nessee is  no  exception.  The  trauma  center  develop- 
ment which  has  seen  the  hospital  emergency  rooms 
designated  and  licensed  as  Level  I,  II,  or  III  trauma 
centers  has  established,  if  you  will,  a “standard  of  care” 
for  the  evaluation  and  management  of  patients  who 
are  victims  of  trauma.  The  EMS  technicians  all  across 
the  state  are  under  guidelines  as  to  where  to  transport 
these  patients  based  on  the  on-site  evaluation  of  the 
extent  of  injury.  The  most  seriously  injured  are  trans- 
ported initially  to  the  Level  I centers  unless  they  re- 
quire stabilization  in  another  facility  before  transport 
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is  deemed  to  be  in  the  patient’s  best  interest.  This 
would  certainly  imply  that  such  a clinical  judgment 
could  be  made  by  a physician  in  an  ER  with  a desig- 
nation other  than  Level  I,  or  no  designation  as  a trau- 
ma center. 

This  trauma  center  movement  was  developed  from 
the  experience  of  trauma  surgeons  through  the  impe- 
tus of  the  American  College  of  Surgeons.  It  could  be 
called  one  of  the  earliest  developments  of  “parame- 
ters” of  appropriate  care  about  which  we  will  be  hear- 
ing more  and  more  as  various  specialty  societies,  the 
AMA,  and  even  the  physician-owned  medical  liability 


insurance  carriers  become  involved.  Whether  we  like 
it  or  not,  this  is  the  reality  with  which  we  as  practicing 
physicians  are  faced. 

In  this  case,  is  it  proper  to  infer  that  this  patient, 
probably  a victim  of  his  own  excesses,  would  not  have 
died  if  he  had  been  initially  transported  to  a Level  I 
trauma  center?  Certainly  not!  But,  judged  against  the 
current  standards  (parameters),  which  are  in  great 
measure  the  result  of  the  trauma  center  development, 
the  inference  of  a deviation  from  an  acceptable  stan- 
dard of  care  was  so  strong  that  this  case  had  to  be 
settled  out  of  court.  C'  ^ 
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data  reporting  and  state  level  system  evaluation.  Im- 
plementation of  these  changes  should  insure  appropri- 
ate oversight  of  trauma  at  each  trauma  care  institution 
and  of  the  entire  system. 

Trauma  is  the  leading  cause  of  death  in  Tennessee 
for  those  between  the  ages  of  1 and  44.  This  major 
health  problem  justifies  the  development  of  the  trau- 
ma care  system  and  the  work  remaining  to  insure 
quality  of  care  and  effective  system  oversight. 

This  system  can  also  serve  another  equally  valid 


purpose.  The  resources  devoted  to  trauma  care  can  be 
utilized  as  components  of  trauma  prevention  pro- 
grams. The  trauma  registry  can  provide  detailed 
knowledge  about  the  causes  and  consequences  of  trau- 
ma that  has  heretofore  been  unavailable.  The  physi- 
cians, nurses,  and  trauma  coordinators  can  be  effec- 
tive advocates  for  trauma  prevention  programs.  There 
is,  therefore,  an  opportunity  for  public  health  policy- 
makers to  utilize  the  trauma  care  system  as  a part  of 
productive  trauma  prevention  initiatives. 


HELP  FOR  IMPAIRED  PHYSICIANS 


Through  its  Committee  on  Impaired  Physicians,  TMA  helps  doctors  who  are  suffer- 
ing from  alcoholism  and  drug  addiction.  The  thrust  of  the  program  is  rehabilitative, 
not  punitive.  The  Committee  is  composed  of  physicians  who  have  special  expertise 
in  these  areas,  some  from  personal  experience.  Effective  treatment  for  these  illnesses 
is  achieved  most  easily  when  the  disease  is  detected  early  and  family,  friends,  and 
associates  are  urged  to  avoid  misguided  sympathy  which  enables  the  condition  to 
deteriorate. 

HELP  US  TO  HELP 

Call  the  TMA  Impaired  Physician  Program  (615)  327-2711;  outside  Nashville  call 
collect.  Phone  service  available  around  the  clock. 
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The  Tennessee  Medical  Association 
approves  the  same  collection 
program  recommended  by 
medical  associations  in 
44  other  states. 

I.C.  System 


Why  these  votes  of  confidence? 


I.C.  System  is  endorsed  as  a respe:)nsible  alternative  for  physicians  who  need 
help  keeping  their  receivables  under  control.  All  collection  practices  are  legal, 
ethical  and  professional.  The  objective  is  to  collect  without  harming  the 
doctor  patient  relationship.  That’s  important. 

In  these  economic  times  you  need  a collection  program  you  can  turn  to  in 
confidence.  Consider  I.C.  System.  'WTite  or  phone  for  information.  The 
system  is  endorsed  by  your  association.  The  System  Works! 


The  System 
Works^^ 

W 


I.C.  SYSTEM,  INC. 

P.O.  Box  64639 
St.  Paul,  MN  55164-0639 
WATS  800  328-9595 


612 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


Minutes  of  the  Tennessee  State 
Board  of  Medical  Examiners  Meeting 

September  18-19, 1990 


Members  Present:  William  W.  Cloud,  M.D.,  President 
Oscar  M.  McCallum,  M.D.,  Secretary 
Edgar  Scott,  M.D. 

Chris  Blevins,  M.D. 

Elizabeth  Pierce,  M.D. 

Applicant  Interviews 

The  following  applicants  were  awarded  licenses:  Drs. 
David  R.  Seaton,  Gabrial  Ojeda,  Agnes  G.  Krozser. 

Dr.  David  R.  Longmire  was  required  to  take  SPEX 
exam;  if  he  passes,  he  will  be  awarded  his  license. 

Agreed  Orders 

Name:  Dr.  Robert  J.  Barnett  (Jackson) 

Violation:  Overprescribing;  poor  office  records. 
Action:  Dr.  Barnett  shall  not  prescribe  Schedule  II 
drugs  for  a period  of  one  year.  He  shall  enroll  with 
the  TMA  continuing  medical  education  course  admin- 
istered by  Dr.  David  Dodd,  with  particular  emphasis 
upon  continuing  medical  education,  concentrating  on 
the  physician/patient  relationship  and  identification  of 
patients  who  may  be  drug  abusers;  keep  a log  in  his 
office  for  inspection  of  all  Schedule  III  and  IV  drugs 
prescribed  for  a period  of  one  year;  have  his  charts 
reviewed  in  six  months  for  compliance  with  this  Order; 
and  reappear  before  the  Board  at  the  end  of  one  year 
to  show  compliance  of  this  Order. 

Name:  Dr.  Byron  W.  Frizzell  (Johnson  City) 

Violation:  Overprescribing. 

Action:  Dr.  Frizzell  shall  maintain  office  copies  of 
all  Scheduled  drugs  prescribed  for  his  patients  and  give 
the  Board  access  to  these  records;  complete  a contin- 
uing medical  education  program  of  150  hours  of  pre- 
scribed credit;  refrain  from  prescribing  controlled  sub- 
stances in  a manner  inconsistent  with  accepted 
guidelines  or  such  prescribing;  and  present  evidence  of 
his  action  to  the  Board  in  one  year. 

Name:  Dr.  Kenneth  Dickson  (Brownsville) 

Violation:  Overprescribing;  substance  abuse. 

Action:  Dr.  Dickson  shall  be  on  probation  for  five 
years  beginning  immediately;  give  up  DEA  privileges. 
Class  II  and  III;  appear  before  the  Board  in  three 
months  to  indicate  he  has  hospital  privileges  and  is  be- 
ginning his  reentry;  attend  the  continuing  medical  ed- 
ucation courses  in  prescription  writing  recommended 
by  Dr.  Dodd  of  the  TMA  Impaired  Physician  Pro- 
gram; show  completion  of  halfway  house  program;  and 
continue  an  aftercare  contract  with  TMA  Impaired 
Physician  Program. 


Name:  Dr.  Dale  Norris  (Memphis) 

Violation:  Substance  abuse;  conviction  of  a felony. 
Action:  Dr.  Norris’  license  is  placed  on  probation 
for  a period  of  five  years.  He  shall  maintain  and  abide 
by  a contract  with  the  TMA  Impaired  Physician  Pro- 
gram; continue  the  aftercare  contract  as  recommended 
by  the  TMA  Impaired  Physician  Program;  furnish 
monthly  reports  of  his  condition  to  the  Board  Secre- 
tary, with  the  first  being  due  30  days  after  this  Order. 
If  at  any  time  the  respondent  is  convicted  of  a felony 
or  misdemeanor  involving  moral  turpitude  or  violation 
of  drug  or  alcohol  laws,  his  license  will  be  summarily 
suspended.  The  respondent  shall  reappear  before  the 
Board  at  the  end  of  three  years’  probation. 

Name:  Dr.  Karen  Smiley  (Nashville) 

Violation:  Unprofessional  conduct;  failure  to  have 
hospital  privileges  while  serving  as  medical  director  of 
the  Family  Planning  Clinic  for  Reproductive  Health  as 
required  by  regulation  TCA  63-6-214. 

Action:  Dr.  Smiley  shall  have  restoration  of  license 
subject  to  the  following  restrictions:  shall  not  perform, 
assist,  or  prepare  any  pregnancy  termination  proce- 
dure without  prior  authorization  from  the  Tennessee 
Board  of  Medical  Examiners.  This  authorization  is  to 
be  obtained  by  personal  appearance  before  the  Board. 
Respondent’s  license  should  be  probationary  for  a pe- 
riod of  two  years.  In  6 to  12  months  from  the  resto- 
ration of  her  license.  Dr.  Smiley  will  present  to  the 
Board  an  affidavit  by  a licensed  physician  from  the 
state  of  Tennessee  who  is  familiar  with  her  work,  at- 
testing her  competence  as  a medical  practitioner.  She 
must  obtain  hospital  privileges  within  30  days  and 
maintain  them. 

Name:  Dr.  Ralph  Robinson  (Chattanooga  and  Kentucky) 
Violation:  Overprescribing. 

Action:  Voluntary  retirement  of  license  in  the  state 
of  Tennessee. 

Name:  Dr.  Mohammad  Ali  (Johnson  City) 

Violation:  Patient  rape;  bribery  of  patient  and  hus- 
band not  to  testify  regarding  rape;  overprescribing;  and 
inappropriate  prescribing. 

Action:  Revocation  of  license.  (Note:  This  physi- 
cian was  not  present  at  his  hearing;  apparently  he  has 
fled  the  country.) 

Name:  Dr.  Chin  Lin  Cheng  (Bristol,  VA) 

Violation:  Overprescribing. 

Action:  While  awaiting  the  issuance  of  this  Notice 
of  Charges,  the  Tennessee  Board  received  communi- 
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cation  from  the  Virginia  Board  that  this  matter  had 
been  cleared.  With  this  being  true,  the  Tennessee 
Board  agreed  to  drop  the  charges. 

Licensure  Requests 

Name:  Dr.  Otis  Strong  (Memphis) 

(Application  for  Licensure  Reinstatement) 
Charge:  Violation  of  previous  Agreed  Order. 
Action;  Physician  was  instructed  to  take  SPEX 
exam;  if  he  passes,  he  may  reapply  for  his  licensure. 

Name:  Dr.  Raymond  McFadden  (North  Dakota) 
(Licensure  Denial  Hearing) 

Charge;  Not  licensed  because  of  lack  of  recommen- 
dation from  his  residency  director. 

Action:  Applicant  failed  to  produee  evidence  to 
satisfy  the  Board  that  he  needed  licensure  in  Tennes- 
see. He  is  presently  employed  in  North  Dakota  and 
since  we  are  not  depriving  him  of  a livelihood,  no  li- 
cense was  granted  for  Tennessee. 

Name:  Dr.  David  Livingston  (Kingsport) 

(Request  for  Licensure  Examination) 

Charge:  Application  denied  because  of  incomple- 
tion of  training  program. 

Action:  Since  he  has  been  accepted  by  his  residency 
director  and  dean,  he  was  granted  licensure  exemption 
for  his  training  period. 

Name:  Dr.  Jose  Montalvo  (Memphis) 

(Request  for  Licensure) 

Charge:  He  has  had  revocation  of  his  license  in 
Mississippi  and  has  not  received  his  license  from  the 
state  of  Mississippi  at  this  time. 

Action:  Since  he  has  not  cleared  his  previous  prob- 
lem in  the  state  of  Mississippi,  the  Board  declined  to 
grant  a license  privilege  to  this  man  in  Tennessee. 

Summary  Suspension 

Name:  Dr.  John  C.  Turley  (Memphis) 

Charge:  Conviction  of  a felony;  distribution  of  con- 
trolled substances  for  unlawful  purpose. 

Action:  He  had  been  previously  convicted  in  fed- 
eral court,  and  the  Board  of  Medical  Examiners  felt 
this  demonstrated  that  this  man  was  not  of  sound 
character  and  conduct.  His  license  were  Summarily 
Suspended.  m ^ 
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YOHIMBINE  HCI 


DesGiiption:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

ActifMi:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  ^y,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage, 
indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient’s  sensitive  to  the  drug,  in 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.k2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  i -3.4  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  Va  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100’s  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 
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Oh,  No,  Fm  on  Call  This  Christmas 


Short  days.  Alarm  goes  off  in  darkness.  Supper-time  is  dark-time,  too. 
Frost  has  fallen.  The  Bermuda  grass  is  blotchy  green  and  brown — soon  it 
will  be  all  brown.  Blackbirds  have  passed  through.  Ducks  and  geese  fly  high. 
Golf  must  start  early  to  beat  the  dark.  A sweater  feels  good.  You  come  in 
and  see  the  five  o’clock  news.  Almost  without  perception,  the  season  has 
changed.  With  all  these  clues,  we  still  hardly  notice.  Suddenly,  though,  it  is 
clear  and  we  rejoice  or  moan  according  to  our  personal  perspective.  Some 
are  glad  to  see  the  grass  cutting  and  humid  heat  gone.  Football  is  in  high 
gear  and  basketball  is  cranking  up.  It  is  a good  time!  For  others,  golf  is 
over.  Cold  rain  brings  achy  joints.  Exercise  is  impossible.  What  am  I going 
to  do?  It  is  not  so  exciting.  Florida  becomes  a consideration. 

In  spite  of  our  slowness  to  perceive  the  change  and  the  spectrum  of  our 
perspective  on  the  new  season,  we  all  look  forward  to  The  Holidays — 
Christmas. 

Sam  Tickle  is  a pulmonologist — a good  one.  His  impact  on  quality  of  care 
at  my  hospital  was  instant  and  apparent  when  he  arrived.  Sam's  wife,  Phyllis, 
is  an  editor-writer.  In  her  area  she  is  just  as  good  as  Sam  is  in  his.  A few 
Christmases  ago  Sam  sent  me  a copy  of  Phyllis’  book.  What  the  Heart  Al- 
ready Knows — Stories  of  Advent,  Christmas  and  Epiphany  (The  Upper  Room, 
Nashville,  Tenn).  In  the  glare  and  bustle  of  secular  Christmas,  it  is  a most 
wonderful  blessing  to  review  the  liturgy  of  these  holy  days  and  to  live  with 
Phyllis  some  simple  family  events  tied  to  the  four  Sundays  of  Advent  and 
the  twelve  days  of  Christmas.  A review  of  her  book  here  is  not  appropriate, 
but  I encourage  you  to  search  out  the  time  to  enjoy  the  real  message  of  the 
Feast  of  the  Nativity.  God  bless  you  in  this  special  time. 

Bill  Gothard  in  one  of  his  “institutes”  made  me  aware  of  life’s  priorities 
in  this  day  of  stress.  In  this  day  of  ever-broadening  physician  impairment. 
In  this  day  of  the  “Menninger  Model”  of  the  medical  marriage.  Work  comes 
first.  After  all,  “I  am  a doctor.”  Let  me  tell  you  there  is  a more  valid,  better 
way.  First  comes  your  own  spirituality,  your  own  relationship  with  your  Cre- 
ator— your  God.  When  He  is  first,  it  will  be  apparent  to  all  your  fellowmen. 
Your  inner  peace,  sensitivity,  and  compassion  will  shine  through.  Second 
comes  your  family — wife,  children,  parents.  Their  nurture  is  your  job.  Third 
is  your  work.  You  know  what  it  is — hard,  long,  engrossing,  necessary.  Put 
it  third!  This  is  successful  living.  What  you  are  will  be  just  as  great  as  you 
could  be. 

Have  a blessed  Christmas. 


Joumol  of  (he 
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Those  Xmas  Catalogs 

I have  remarked  before  on  the  sudden  appear- 
ance of  catalogs  harking  toward  Christmas  just 
as  soon  as  Labor  Day  is  behind  us,  and  predicted 
that  soon  there  would  be  only  two  seasons,  di- 
vided by  Christmas  and  the  Fourth  of  July.  That 
hasn’t  happened  yet,  but  I still  hold  out  hope 
(though  hope  may  not  be  the  proper  word).  Ac- 
tually, the  current  system  works  rather  well  for 
me.  It  once  was  that  gift-oriented  companies  had 
the  grace  to  wait  until  after  Thanksgiving  to  start 


hawking  their  Christmas  wares,  but  on  the  other 
hand  that  was  too  late  for  my  purposes.  You  see, 
my  deadline  for  getting  a Christmas  editorial  to 
the  Journal  is  October  15,  give  or  take  a few  days, 
and  even  though  I can  stretch  it  a tad,  the  De- 
cember issue  appears  only  a few  days  after 
Thanksgiving.  It  is  only  once  I start  seeing  cata- 
logs with  gifts  and  wreaths  and  snow  scenes  and 
Santa  Claus  and  so  on  that  I can  shift,  even 
though  with  some  difficulty,  and  even  though  only 
ever  so  slightly,  into  the  holiday  mode,  and  start 
thinking  about  this  editorial. 

My  father  had  a conniption  whenever  he  saw 
“Xmas”  used  in  place  of  Christmas,  because,  he 
said,  it  showed  a lack  of  proper  respect  for  Christ. 
Actually,  X has  been  used  from  the  earliest  times 
of  the  Christian  era  as  a symbol  for  Christ,  yet  I 
confess  to  a certain  feeling  of  sloppiness,  possi- 
bly fallout  from  my  heritage,  when  I see  it  used. 
Which  is  why  I used  it  in  the  title  of  this  piece. 
So  as  to  head  you  off,  it  is  not  because  I think 
this  editorial  sloppy,  though  you  might;  it  is  be- 
cause I think  the  whole  season  has  become  sort 
of  sloppy.  Maybe  unfocused  is  a better  word,  or 
at  least  a more  genteel  one;  the  two  words  carry 
the  same  connotation  in  this  context. 

Sloppiness  (that  is  better  than  unfocusedness, 
which  doesn’t  sound  like  much;  it  may  not  even 
be  a word)  is  not  a new  thing  as  far  as  Christmas 
is  concerned,  since  Christmas  as  we  know  it  is  a 
hodgepodge  of  every  pagan  custom  of  every  land 
and  culture  ever  absorbed  into  Christianity,  which 
was  a lot.  Maybe  it  is  better  as  presently  con- 
structed to  simply  refer  to  it  instead  as  the 
Christmas  season,  as  some  do  already,  or  just  as 
the  Holidays,  so  we  can  include  Chanukah  or 
nothing  at  all  except  a vacation.  Some  already  do 
that,  too.  Santa  Claus  and  wreaths  and  snow 
scenes  and  decorated  trees  and  so  on  are  all  pret- 
ty nonspecific — and  meaningless;  in  short,  Amassy. 

Christmas  and  Chanukah  mean — or  at  least 
once  meant,  and  I hope  still  do  mean — some- 
thing very  important  in  the  life  of  their  respec- 
tive religious  communities.  Each  has  its  own 
trappings.  They  are  simple  ones.  Those  of 
Christmas  remind  the  worshipper  that  God  came 
to  man  and  suffered  with  him  in  low  estate,  and 
not  between  two  candles  on  a cathedral  altar.  The 
trappings  that  surround  us  at  Christmas,  even  to 
those  in  most  of  our  churches,  are  those  of 
Christmastime,  sure  enough,  but  not  many  of 
them  belong  to  Christmas.  The  Puritans  refused 
even  to  recognize  Christmas  at  all,  maintaining 
that  the  day  chosen  for  the  celebration  was  the 
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Roman  Saturnalia,  and  not  the  birth  date  of  Je- 
sus, which  was  unknown,  and  that  all  in  all, 
Christmas  was  no  more  than  a pagan  fling. 

Well,  to  each  his  own;  de  gustibus,  and  all  that. 
Christmas — Christ’s  mass — is  cause  for  celebra- 
tion if  there  ever  was  one,  and  celebrations  gen- 
erally call  for  trappings  of  their  own.  Christmas 
is  a time  for  gift  giving,  in  remembrance  of  God’s 
gift  to  man.  Ever  since  the  angels  brought  the 
glad  tidings  of  great  joy  to  all  people,  Christmas 
has  been,  or  at  least  was  meant  to  be,  a joyous 
time.  So  enjoy  it. 

The  worst  things  about  the  catalogs — Xmas,  not 
Christmas — are  that  they  clutter  up  the  place,  un- 
less you  are  one  of  those  fortunate  few  who  are 
able  to  toss  them  out  as  they  come  in,  and  that 
they  might  sometimes  generate  inappropriate 
yearnings,  a lot  of  them,  mercifully,  for  one  reason 
or  another  unfulfillable.  One  of  their  advantages 
for  me  is  to  remind  me  that  it  is  once  again  time 
for  me  to  wish  you  a Merry  Christmas. 

And  so  I do.  Not  Happy  Holidays,  or  Merry 
Xmas,  or  anything  else.  Just  Merry  Christmas  (or 
Happy  Chanukah,  if  that  is  appropriate).  Along 
with  that  wish  goes  another  one:  that  you  will  be 
able  to — will  wish  to — keep  the  things  that  are 
of  Christmas  and  those  that  are  of  Xmas  in  per- 
spective. 

J.B.T. 


Scene  and  Be  Seen 

I copped  my  title  (slightly  modified  from 
“Scene  and  Heard’’)  from  a local  gossip  column 
whose  perpetrator  (sic)  is  in  gross  evidence  at  all 
the  local  scenes.  Sometimes  I see  her  there,  but 
much  more  often  it  is  only  her  paper  tracks  I see, 
since  I have  no  newspaper  to  foot  the  bill,  and 
even  if  I did,  I have  neither  the  time  nor  the  in- 
clination to  cop  her  beat — only  her  column’s  ti- 
tle, and  that  not  in  a pristine  state.  Scarcely  a 
day  goes  by  that  our  mail  at  home  doesn’t  dis- 
gorge at  least  one  invitation  that  “you  just  can’t 
afford  to  pass  up,’’  but  which  1 can  afford  even 
less  to  accept;  not  infrequently  an  identical  one 
shows  up  at  my  office.  Not  so  long  ago  a C-note 
would  get  a couple  into  almost  any  gala  (a  ge- 
neric term  applied  to  expensive  fund-raisers);  not 
anymore.  The  toll  for  many  is  passing  $500  and 
climbing.  In  fact,  the  number  of  the  needy  groups 
who  wish  to  settle  for  less  than  a grand  is  dwin- 
dling rapidly.  Fund-raisers  are  successful  only  if 


they  can  instill  in  their  victims  the  conviction  that 
nobody  but  the  tightest-fisted  would  even  try  to 
resist  their  blandishments. 

Not  to  worry,  though.  Help  is  on  the  way,  and 
our  savior  is  to  be  none  other  than — guess  who — 
the  Hero  of  Chappaquiddick.  He  is  just  before 
persuading  the  Congress  that  the  answer  to  its 
budgetary  woes  is  to  squeeze  the  greenery  out  of 
all  those  rich  bastards  out  there,  and  the  way  to 
do  that  is  cut  off  their  exemptions.  That  those 
exemptions  are  a pittance  that  would  be  swal- 
lowed up  in  a few  days  by  our  profligate  Con- 
gress is  of  no  moment;  just  advocating  it  makes 
him  look  good.  Congress  thinks  just  doing  it  will 
make  them  look  good,  too. 

There  are,  of  course,  a number  of  reasons  that 
the  various  eleemosynary  organizations  are 
grasping  for  the  K-bucks.  For  one  thing,  prices 
are  rising  for  them  just  as  they  are  for  everyone 
else.  More  than  that,  though,  back  when  a lot  of 
them  were  being  formed  (they  proliferate  like 
bunny  rabbits,  don’t  they?)  the  folks  willing  and 
able  to  fund  them  were  subject  to  a 50%  income 
tax,  and  such  giving  was  a good  way  to  thwart 
the  IRS  and  at  the  same  time  feel  good  about 
something  else.  Lowering  the  maximum  tax 
eliminated  some  of  that  joyous  incentive,  and 
with  it  some  of  the  funds  the  “charities”  had  to 
play  around  with. 

That  is  another  reason,  of  course,  those  char- 
ities find  themselves  in  deep  water,  because  play 
with  the  funds  is  precisely  what  some  of  them 
did.  Any  time  you  get  into  the  playpen  with  PR 
people  and  fund-raisers  and  high-priced  man- 
agers, you  are  in  big  trouble,  because  they  can 
skim  a bundle  off  the  top  before  you  can  say  jack 
rabbit — and  they  do.  And  they  did,  from,  for  ex- 
ample, the  Nashville  Symphony,  which,  along 
with  a lot  of  other  symphonies,  found  themselves 
unable  any  longer  to  tread  water  in  the  deep 
water  where  they  found  themselves,  and  so  they 
sank.  What  emerged,  after  emergency  resuscita- 
tion, was  a leaner,  meaner — and  also  much  bet- 
ter— orchestra.  Congress  could  learn  a thing  or 
two  there,  but  of  course  they  wouldn’t  think  of 
doing  any  such  thing! 

If  you  think  the  aforementioned  eleemosynary 
groups  were  in  trouble  before,  just  wait  until  our 
Hero  gets  done  and  the  IRS  no  longer  has  to 
foot  any  of  the  bill.  Now,  I’m  going  to  make  you 
a proposition:  I propose  that  is  precisely  what  our 
Washington  friends  have  in  mind.  In  the  first 
place,  elimination  of  tax  exemptions  would  all  but 
wipe  out  all  religious  activities.  Billy  Graham,  for 
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example,  would  doubtless  not  be  able  to  clutter 
the  airways,  charity  would  founder,  and  mission- 
aries would  have  to  come  home.  All  this  would 
suit  Washington  just  fine.  Symphony  orchestras 
and  art  museums  will  crash  all  over  the  place, 
since  they  all  depend  on  private  funding,  some 
more  than  others,  of  course.  All  of  the  medical 
support  groups,  such  as  the  American  Cancer 
Society,  the  American  Heart  Association,  and  the 
like,  will  all  get  a bad  case  of  the  dwindles,  and 
many  will  disappear.  The  only  answer  to  the 
prayers  of  anybody  will  be  available  from  neither 
God  nor  man,  but  from  Mammon  only. 

Sound  familiar?  That  Mammon  has  failed 
every  time  it  has  been  trusted  has  become  appar- 
ent— is  becoming  increasingly  apparent — all  over 
the  Eastern  block,  as  all  struggle  toward  a free, 
market-driven  economy.  They  have,  of  course,  a 
long  way  to  go  to  get  out  of  the  mire,  and  not 
everyone  wants  out.  Even  half  fulfilled,  the 
promise  is  more  comfortable  than  the  unknown. 
The  quality  of  medical  care  is  low,  but  it  is  free. 
(By  free  I — and  they — mean  they  pay  nothing  for 
it.  It  is  actually  very  costly,  a fact  they  are  either 
unaware  of,  or  ignore.  It  is  a fact  that  many  in 
our  Congress  also  ignore,  and  hope  their  constit- 
uents are  gullible  enough  to,  as  well.) 

Only  sports  and  the  arts  flourished;  they  were 
the  showpieces,  to  seduce  the  world  outside,  and 
even  their  own  people.  They  will  doubtless  fare 
less  well  now,  or  will  at  least  until  the  private 
sector  is  firmly  established.  But  that  may  come 
sooner  than  one  might  think.  In  the  dead  of  the 
very  cold  winter  of  1946  I attended  a glorious 
production  of  Mozart’s  The  Magic  Flute  in  the 
unheated  high  school  auditorium  of  the  little  town 
of  Schwabmuenchen,  Germany,  a town  between 
Augsburg  and  Landsburg  in  Bavaria  that  is  still 
too  small  to  be  found  on  the  map.  The  talent  was 
all  local,  the  orchestra  and  singers  were  marvel- 
ous, and  the  production  was  directed  by  the 
school’s  music  teacher.  Of  course  we  might  get 
nothing  more  than  hard  rock  here,  but  hope 
springs  eternal! 

The  late  Ayn  Rand,  who  was  born  in  Leningrad 
in  1905,  had  had  enough  of  Bolshevism  when  at 
the  age  of  21  she  emigrated  to  the  United  States, 
to  become  one  of  our  foremost  screen  writers  and 
novelists.  We  the  Living,  her  first  novel,  published 
in  the  1930s,  is  a story  of  the  aftermath  of  the  Rus- 
sian Revolution,  but  in  the  foreword  for  a new  edi- 
tion in  1958,  she  wrote,  “We  the  Living  is  not  a 
story  about  Soviet  Russia  in  1925.  It  is  a story  about 
Dictatorship,  any  dictatorship,  anywhere,  any  time, 
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whether  it  be  Soviet  Russia,  Nazi  Germany,  or — 
which  this  novel  might  do  its  share  to  prevent — a 
socialist  America.” 

“To  those  who  might  wonder  whether  the  con- 
ditions of  existence  in  Soviet  Russia  have  changed 
. . . take  a look  through  the  files  of  newspapers. 

. . . You  will  observe  the  following  pattern;  first, 
you  will  read  glowing  reports  about  the  happiness, 
the  prosperity,  the  industrial  development,  the 
progress  and  the  power  of  the  Soviet  Union.  . . . 
About  five  years  later  you  will  read  admissions  that 
things  were  pretty  miserable  in  the  Soviet  Union 
five  years  ago.”  This  recurred  with  every  five-year 
plan  under  Stalin,  and  such  was  also  the  case,  she 
said,  under  Khrushchev,  premier  when  she  wrote 
the  foreword.  It  could  be  applied  to  every  succeed- 
ing regime,  as  well. 

Repeal  of  tax  exemptions  is  being  sold  to  the 
gullible  by  enemies  of  the  free  market  system  as 
soaking  the  rich  to  feed  the  poor,  so  to  speak. 
Who  will  feed  the  poor  is  the  United  States  gov- 
ernment; there  will  be  no  one  else.  That  we  feel 
called  upon  to  retry  a system  that  vast  portions 
of  the  world  have  found  not  only  not  to  work, 
but  to  enslave  those  it  has  professed  to  be  help- 
ing, defies  reason.  The  system  has  proved  itself 
many  times  over  to  spawn  human  suffering  by 
promising  the  poor  what  it  cannot  produce;  in 
addition,  by  promoting  class  warfare  it  fills  the 
people  with  a malignant  envy. 

Is  that  what  we  want?  It  had  better  be,  be- 
cause unfettered,  that  is  the  direction  Washing- 
ton is  hell  bent  on  taking  us.  If  that  is  not  what 
we  want,  we  had  better  pay  attention  to  Ayn 
Rand  and  the  myriads  of  others  who  have  tried 
the  system  and  found  it  wanting. 

J.B.T. 


fieui  member/ 


The  Journal  takes  this  opportunity  to  welcome  these 
new  members  to  the  Tennessee  Medical  Association. 

KNOXVILLE  ACADEMY  OF  MEDICINE 

Ross  E.  Kerns,  M.D.,  Knoxville 
Charles  M.  O’Connor,  Jr.,  M.D.,  Knoxville 

RUTHERFORD  COUNTY/STONES  RIVER 
ACADEMY  OF  MEDICINE 

Fred  Warren  Hauser,  M.D.,  Murfreesboro 
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William  Kirk  Swann,  Jr.,  age  77.  Died  October  8,  1990. 
Graduate  of  Harvard  Medical  School.  Member  of 
Knoxville  Academy  of  Medicine. 


William  Lloyd  Taylor,  age  74.  Died  September  26,  1990. 
Graduate  of  University  of  Louisville  School  of  Medi- 
cine. Member  of  Marshall  County  Medical  Society. 


pef/OAol  ncui/ 


J.  W.  Colinger,  M.D.,  Erwin,  has  received  the  Tennes- 
see Health  Care  Association’s  1990  Distinguished 
Professional  Service  Award. 

William  E.  Gibbons,  M.D.,  has  received  the  Rotary 
Club  of  Rogersville’s  Paul  Harris  Fellow  Award. 

Elgin  P.  Kintner,  M.D.,  Maryville,  has  received  the 
annual  Family  Advocacy  Award  from  the  Tennessee 
Alliance  for  the  Mentally  111. 

Tony  N.  Phillips,  M.D.,  Jackson,  has  been  elected  to 
Fellowship  in  the  American  College  of  Cardiology. 

The  following  TMA  members  have  been  elected  to  Fel- 
lowship in  the  American  College  of  Radiology:  Stanley 
M.  Anderson,  M.D.,  Dickson;  John  S.  Buchignani, 
M.D.,  Memphis',  Richard  P.  Ownbey,  M.D.,  Nashville; 
Michael  B.  Seshul,  M.D.,  Nashville. 


TMA  Members  Receive 
AMA  Physician's  Recognition  Award 

The  following  TMA  members  qualified  for  the 
AMA  Physician’s  Recognition  Award  during 
September  1990.  This  list,  supplied  by  the  AMA, 
does  not  include  members  who  reside  in  other 
states. 

Physicians  can  receive  the  PRA  certificate 
valid  for  one,  two,  or  three  years.  For  the  one- 
year  award,  physicians  report  50  hours  of  con- 
tinuing medical  education,  including  20  hours  of 
Category  1;  for  the  two-year  award,  physicians 
report  100  hours  of  CME,  including  40  hours  of 
Category  1;  for  the  three-year  award,  physicians 
report  150  hours  of  CME,  60  of  which  are  Cat- 
egory 1. 

Harry  Baer,  M.D.,  Nashville 
James  B.  Bell,  M.D.,  Seymour 
Benjamin  F.  Byrd,  Jr.,  M.D.,  Nashville 
Horace  B.  Cupp,  Jr.,  M.D.,  Johnson  City 
Mary  A.  Duffy,  M.D.,  Chattanooga 
Laura  L.  Dunbar,  M.D.,  Nashville 
James  T.  Farrar,  M.D.,  Clarksville 
Michael  E.  Glasscock,  M.D.,  Nashville 
George  J.  Heard,  M.D.,  Columbia 
W.  Jan  Kazmier,  M.D.,  Kingsport 
Kent  Kyger,  M.D.,  Nashville 
Thomas  D.  Miale,  M.D.,  Knoxville 
David  N.  Orth,  M.D.,  Nashville 
Sam  P.  Patterson,  M.D.,  Memphis 
Eric  L.  Raefsky,  M.D.,  Nashville 
Samuel  S.  Riven,  M.D.,  Nashville 
William  L.  Russo,  M.D.,  Memphis 
Chi  Y.  Ryu,  M.D.,  Madison 
Brent  A.  Soper,  M.D.,  Nashville 
Daphine  Sprouse,  M.D.,  Nashville 
Steven  L.  Watkins,  M.D.,  Lebanon 


Jan. 

26-30 

QAnouncemcnl/ 

Feb. 

8-10 

CALENDAR  OF  MEETINGS 

Feb. 

14-16 

NATIONAL 

Jan. 

16-19 

Contact  Lens  Association  of  Ophthalmolo- 
gists— Caesars  Palace,  Las  Vegas 

Feb. 

16-18 

Jan. 

18-19 

American  Academy  of  Pain  Medicine — 
Clarion  Castle,  Miami  Beach 

Feb. 

20-22 

Jan. 

18-20 

American  Laryngological,  Rhinological,  and 

Otologic  Society — Four  Season’s  Biltmore 
Hotel,  Santa  Barbara,  Calif. 

Feb. 

20-24 

Jan. 

20-26 

Southern  Clinical  Neurological  Society — 
Camino  Real,  Cancun,  Mex. 

Feb. 

21-24 

Jan.  22-26 

American  College  of  Nuclear  Physicians — 

Sands  Hotel  & Casino,  San  Juan,  P.R. 

Feb. 

24-27 

Jan. 

23-26 

Southern  Association  for  Vascular  Sur- 
gery— Marriott’s  Rancho  Las  Palmas  Re- 
sort, Rancho  Mirage,  Calif. 

Jan. 

24-26 

Neurosurgical  Society  of  the  Virginias — The 
Greenbrier,  White  Sulphur  Springs,  W.Va. 

Feb. 

22-24 

Rocky  Mountain  Conference  on  Emergency 
Medicine  and  Nursing  (sponsored  by  Colo- 
rado Chapter  ACEP) — Grand  Butte  Hotel, 
Crested  Butte.  Colo. 

American  Society  for  Gastrointestinal  En- 
doscopy National  Interim  Postgraduate 
Course — Hotel  Del  Coronado.  San  Diego 
Controversies  in  the  Care  of  Dying  Patients 
(sponsored  by  Univ  of  Florida  College  of 
Med.  Society  for  Health  and  Human  Val- 
ues. and  the  AMA) — Orlando 
American  Association  for  Geriatric  Psychia- 
try— Marriott  Marina  Hotel.  Ft.  Lauderdale 
American  Venous  Forum — Marriott  Marina 
Hotel,  Ft.  Lauderdale 

Medical  Society  of  the  Pan-American  Doc- 
tors’ Club — Hotel  Fiesta  Mexicana.  Man- 
zanillo, Mex. 

American  Society  of  Addiction  Medicine — 
Stanford  Court  Hotel,  San  Francisco 
American  Institute  of  Ultrasound  in  Medi- 
cine— Marriott  Marquis,  Atlanta 

STATE 

Tennessee  Society  of  Anesthesiologists.  An- 
nual Meeting — Stouffer  Hotel.  Nashville 
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coAliAuino  Aicdkol 
CCPuCAtiOA  OflpOfhlAHiC/ 


The  continuing  medical  education  accreditation  program  of 
the  TMA  has  full  approval  by  the  Accreditation  Council  for 
Continuing  Medical  Education.  An  accredited  institution  or 
organization  may  designate  for  Category  I credit  toward  the 
AM  A Physician’s  Recognition  Award  those  CME  activities  that 
meet  appropriate  guidelines.  If  you  wish  information  as  to  how 
your  hospital  may  receive  accreditation,  write:  Director  of 
Continuing  Medical  Education,  Tennessee  Medical  Associa- 
tion, 112  Louise  Ave.,  Nashville,  TN  37203. 


Fee:  $75  per  day  or  $275  per  five-day  week  of  educational 
experience  including  lunch  and  parking  at  Meharry  Medical 
College.  Credit:  AMA  Category  1 of  the  Physician’s  Recog- 
nition Award,  AAFP,  and  Continuing  Education  Units  from 
Meharry  Medical  College.  Application:  For  information  con- 
tact Henry  A.  Moses,  Ph.D.,  Director  of  Continuing  Educa- 
tion, Meharry  Medical  College,  1005  D.B.  Todd  Blvd., 
Nashville,  TN  37208,  Tel.  (615)  327-6235. 


IMPORTANT  NOTICE 

Published  in  this  section  many  educational  opportunities  which  come  to 
our  attention  which  might  be  of  interest  to  our  membership.  As  some  of 
these  are  very  long,  full  year  schedules,  and  others  are  detailed  descrip- 
tions of  courses,  in  order  to  conserve  space,  most  of  them  will  be  pub- 
lished in  only  one  issue  of  the  Journal. 


IN  TENNESSEE 


VANDERBILT  UNIVERSITY  MEDICAL  CENTER 

Clinical  Training  Program 

The  doctor  and  faculty  plan  an  individualized  program  to 
meet  the  physician’s  practice  needs.  This  may  include  contact 
with  patients,  participation  in  clinical  rounds  and  diagnostic 
procedures,  interaction  with  faculty  and  housestaff,  access  to 
the  Medical  Center  Library  and  other  learning  resources,  and 
other  benefits  of  a preceptorship.  AMA  Category  1 or  AAFP 
prescribed  credit  is  possible.  Physicians  must  be  licensed  and 
be  in  active  practice  with  evidence  of  liability  coverage. 

Ongoing  Rounds  and  Conference 

Arrangements  can  be  made  for  licensed  practicing  physi- 
cians to  attend  for  credit. 

Special  Conferences/Seminars 

Detailed  brochures  for  the  following  courses  are  avail- 
able. In  some  cases,  registration  numbers  are  limited. 

Feb.  2-16  The  Co^  Laser  in  Gynecologic  Surgery — Tu- 

torial and  Workshop 

Feb.  2-8  Practical  Aspects  of  Diagnostic  Radiology/ 

Medical  Imaging  IV — Snowmass  Village, 
Colo. 

For  information  contact  Division  of  CME,  Vanderbilt  Uni- 
versity School  of  Medicine,  CCC-5326  MCN,  Nashville,  TN 
37232,  Tel.  (615)  322-4030. 


MEHARRY  MEDICAL  COLLEGE 
Extended  Continuing  Education  Program 

Arrangements  have  been  made  with  many  services  and 
departments  in  the  medical  school  to  allow  practicing  physi- 
cians to  participate  in  the  service’s  activities  for  a period  of 
one  day  to  one  week.  This  program  provides  an  opportunity 
for  physicians  to  study  in  depth  for  a specified  period.  The 
schedule  of  activities  is  individualized  in  response  to  the  phy- 
sician’s request  by  the  participating  department.  The  experi- 
ence includes  conferences,  ward  rounds,  audiovisual  mate- 
rials and  contact  with  patients,  residents  and  faculty. 


UNIVERSITY  OF  TENNESSEE 
Continuing  Education  Schedule 


Memphis 


Jan.  26-Feb.  2 

Medicine  Review  ’91 — Colorado 

Feb.  21-23 

Seating  the  Disabled 

Feb.  23-24 

Radiology  Conference 

March  16-22 

24th  Annual  Review  Course  for  the  Family 
Physician 

May  2-3 

Update  ’91 

May  9-10 

General  Surgery  Conference 

May  15-17 

Information  Technology  in  Health  Sciences 

Chattanooga 

Feb.  16-23 

Clinical  Medicine — Kona,  Hawaii 

March  2-3 

Medical  Themes  in  Literature — Monteagle 

March  7-8 

Trauma 

April  2-6 

Infectious  Diseases — Bermuda 

April  18-19 

Emergency  Medicine 

June  3-5 

Ob-Gyn  Summer  Seminar 

June  26-30 

Family  Medicine  Review 

For  information  contact  Mrs.  Jean  Taylor  Bryan,  Office  of 
CME,  University  of  Tennessee,  800  Madison  Ave.,  Mem- 
phis, TN  38163,  Tel.  (901)  528-5547. 


EAST  TENNESSEE  STATE  UNIVERSITY 

Jan.  4-12  Medical  Updates  XII — Park  City,  Utah 

For  information  contact  Ramona  Lainhart,  Ph.D.,  Office 
of  CME,  James  H.  Ouillen  College  of  Medicine,  P.O.  Box 
19660A,  Johnson  City,  TN  37614,  Tel.  (615)  929-6204. 


IN  SURROUNDING  STATES 


WASHINGTON  UNIVERSITY— MISSOURI 


Jan.  5-10 

Feb.  21-24 
March  8-9 
April  11-13 
April  25-26 

April  30-May  2 

May  1-3 
June  28-30 


Rheumatology  for  the  Practicing  Physi- 
cian— Colorado 
Rhinoplasty 

4th  Annual  Contact  Lens  Course 
Treatment  of  Surgical  Spine  Disease 
18th  Annual  Obstetrics  and  Gynecology 
Symposium 

Molecular  Basis  of  Bone  Cell  Physiology: 

Transcellular  Signaling 

Protection  for  Research  Risk 

Frontiers  in  Endosurgery  (for  urologists  only) 


For  information  contact  Cathy  Caruso,  Office  of  CME, 
Washington  University  School  of  Medicine,  Box  8063,  St. 
Louis,  MO  63110,  Tel.  (800)  325-9862. 
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1990  MEMBERSHIP  ROSTER 
TENNESSEE  MEDICAL  ASSOCIATION 

An  alphabetical  listing  of  members  of  the  Tennessee  Medical  Association  by  county  medical  society 
is  published  as  a service  to  the  membership.  An  asterisk  (*)  denotes  physicians  exempt  from  dues. 

A dash  ( — ) denotes  a student  member. 


BEDFORD  COUNTY  MEDICAL  SOCIETY 

Barnes,  Donald  D,  Shelbyville 
Beavers,  Lana  Sharon,  Shelbyville 
Bribe,  Chas  Richard,  Murfreesboro 
‘Chambers,  Wallace  Lee,  Shelbyville 
‘Cooper,  Albert  Lee,  Shelbyville 
Derryberry,  John  S,  Shelbyville 
‘Farrar,  Taylor,  Shelbyville 
Jayakody,  Frank  Lorenz,  Shelbyville 
Johnson,  Sue  Paine  Welch,  Shelbyville 
Magnuson,  Carol  Lent,  Shelbyville 
Melson,  Danny  Lee,  Shelbyville 
‘Moulder,  Grace  E,  Shelbyville 
Ownby,  Fred  Dillard,  Bell  Buckle 
Rich,  Earl  Freeman,  Shelbyville 
Richards,  Aubrey  Thos,  Shelbyville 
‘Rogers,  Benj  Carl,  Shelbyville 
Sells  Jr,  Samuel  P,  Shelbyville 
Standard,  Pamela  G,  Shelbyville 
Stimpson,  Charles  L,  Shelbyville 
Stubblefield,  Carl  Thos,  Shelbyville 
Womack,  Sara,  Shelbyville 


BENTON-HUMPHREYS  COUNTY 
MEDICAL  SOCIETY 

Ali,  Maysoon  Shocair,  Waverly 
Ali,  Subhi  Dawud  Suboh,  Waverly 
Anderson,  Mark  Warren,  Waverly 
Blackburn,  Wm  H,  Camden 
Bourne  Jr,  Robert  I,  Camden 
Butterworth,  Joe  S,  Camden 
Curtis,  T Randall,  Waverly 
Dominguez,  Noel  R,  Waverly 
Hartley,  Mark  F,  Waverly 
Hollingsworth,  Jason  L,  Camden 
Horton,  Robt  Leslie,  Camden 
Lozier,  Cynthia,  Camden 
McClure,  Wallace  Joe,  Waverly 
Skelton,  M Angela,  Waverly 
Stephens,  Joseph  W,  Waverly 
Vitualla,  Agustin  V,  Camden 
Walker,  Arthur  Winfrey,  Waverly 


BLOUNT  COUNTY  MEDICAL  SOCIETY 


‘Agee,  Oliver  King,  Maryville 
Beard,  Marvin  Robison,  Maryville 
Bell,  W Ken,  Maryville 
Blanks,  Billy  Harrell,  Maryville 
Booher,  Robert  W,  Maryville 
Bowen,  John  H,  Maryville 
Brewer,  Daniel  Eugene,  Maryville 
Brown,  Edward  Francis,  Maryville 
Burkhart,  Patrick  H,  Maryville 
Callaway  Jr,  Henry  A,  Maryville 
Callaway,  James  Miller,  Maryville 
Calvert,  David,  Maryville 
‘Christof ferson,  James  W,  Maryville 
Cline,  Kim,  Maryville 
Cline,  Richard,  Maryville 
Coleman,  Cheryl  E,  Maryville 
Cowan,  John  David,  Maryville 
Crowder,  Clay  G,  Maryville 
‘Dorr,  David,  Maryville 
Ellington,  Eric  Patrick,  Maryville 
Elliott,  Wm  Earl,  Maryville 
Ellis,  E Stephen,  Alcoa 
Elmore,  Dale  B,  Maryville 
Evans,  Samuel  D,  Maryville 
Finney  Jr,  Raymond  A,  Maryville 
Flickinger,  Ted  Lawrence,  Maryville 
Gallagher,  Michael  P,  Maryville 
Gibson,  Ernest  Russell,  Maryville 
Green,  Bruce  Quinton,  Louisville 
Green,  Mark  E,  Maryville 
Grimes,  Alan  Jackson,  Maryville 
Hammett  Jr,  Jay,  Maryville 
Haralson  III,  Robt  Hatton,  Maryville 
‘Haralson  Jr,  Robt  H,  Maryville 
Hatfield,  Chas  Newman,  Maryville 
Haun  Jr,  Louis  Eugene,  Maryville 
Heiny,  Jerome  James,  Maryville 
‘Henry,  James  Spencer,  Alcoa 
Hoffmann,  Paul  Wilfried,  Maryville 
Holder,  James  Thos,  Maryville 
Holmes,  Gregory  M,  Maryville 
Howard,  Cecil  B,  Maryville 
Huffman,  John  Raymond,  Maryville 
Ingram  III,  John  Jackson,  Maryville 
‘Isbell  Jr,  Homer  L,  Maryville 
Jackson,  Richard  Evan,  Maryville 
Jarvis,  S Craig,  Maryville 
Kiefer,  Stephen  K,  Maryville 
‘Kintner,  Elgin  P,  Maryville 
‘Lambeth,  Sami  S,  Maryville 
Lapenas,  Don  J,  Maryville 
Laughmiller,  Roy  W,  Maryville 
‘Lentz,  Julian  C,  Fayetteville,  NC 


Leyen,  Robt  F,  Maryville 
Mandrell,  Joe  Thos,  Alcoa 
Marmon,  Kenneth  Waldo,  Maryville 
McAmis,  John  Carl,  Maryville 
McCroskey,  David  L,  Maryville 
McCroskey,  Marye  Lois,  Maryville 
Metelka,  Richard  C,  Maryville 
Millard,  James  Henry,  Maryville 
Moore,  William  R,  Maryville 
‘Nelson,  Henry  Sperry,  Maryville 
Peterson,  Marvin  Dean,  Maryville 
Petty,  Cathy  Ellen,  Maryville 
‘Phelan,  Jack  Stanislaus,  Maryville 
Pittenger,  John,  Maryville 
Potter,  Robert  M,  Maryville 
Powers,  William  P,  Maryville 
‘Proffitt,  James  Nicholas,  Maryville 
Proffitt,  Robt  David,  Maryville 
Raper,  Chas  Allen,  Maryville 
Ray,  Jonathan  H,  Maryville 
Ricciardi,  James  Edward,  Maryville 
Seaton,  Robert  W,  Maryville 
Shivers,  Selby  Britt,  Maryville 
Simpson  Jr,  Oscar  L,  Maryville 
Smalley  Jr,  J Bryan,  Maryville 
Smuckler,  Alan  Lee,  Maryville 
Sommerville  Jr,  Lewis  C,  Maryville 
Thompson,  Bryan  Brooks,  Maryville 
Thurston,  Timothy  Wm,  Alcoa 
Tolhurst,  George  F,  Maryville 
Towne,  Randall  D,  Maryville 
Trekell,  Melissa  E,  Maryville 
‘Vandergriff , Harris  T,  Maryville 
Weatherbee,  Taylor  Carson,  Maryville 
Webb,  John  V,  Maryville 
‘Yarborough,  John  A,  Maryville 

BRADLEY  COUNTY  MEDICAL  SOCIETY 

‘Aldrich,  Wm  T,  Cleveland 
Anderson,  David,  Cleveland 
Appling,  John  Morgan,  Cleveland 
Arnold  Jr,  Chas  Wm,  Cleveland 
‘Batchelor,  Marvin  R,  Cleveland 
Beasley,  Robert  Alan,  Cleveland 
Besing,  John  Wm,  Cleveland 
‘Biggs,  Thomas  Harold,  McDonald 
Blank,  Nancy,  Cleveland 
Bowers,  William  D,  Cleveland 
Brewer,  Randall  J,  Cleveland 
Bryan,  John  Milton,  Cleveland 
Buchner  Jr,  William  Francis,  Cleveland 
Byers,  Glen  Marsh,  Cleveland 
Byrd,  Jack,  Cleveland 
Chaffin,  David  C,  Cleveland 
Chambers,  John  Wallace,  Cleveland 
Champion,  James  K,  Cleveland 
Chastain  Jr,  Chalmer,  Cleveland 
Chastain,  Allan  Chalmer,  Cleveland 
Chastain,  Kent,  Cleveland 
Chhajwani,  Balram  L,  Cleveland 
Clark,  Marc  Lewis,  Cleveland 
Cofer,  Robt  Harrison,  Cleveland 
Coleman,  Ronald  S,  Cleveland 
Collins,  Larry  C,  Cleveland 
Connolly,  John  W,  Cleveland 
Culpepper,  Donnie,  Cleveland 
Daubner,  Elizabeth  Allen,  Cleveland 
Daubner,  Michael  Alan,  Cleveland 
DeVane,  Jerry,  Cleveland 
DeVane,  Jo  Lee,  Cleveland 
Duncan,  Eddie  Norris,  Cleveland 
Ford,  Dennis  Clifford,  Cleveland 
Gibson,  Donald  Baker,  Cleveland 
Goldman,  Maurice  Sami,  Cleveland 
Grafton  Jr,  Edwin  G,  Cleveland 
Hamilton,  Howard  Ken,  Cleveland 
Harting,  Don  C,  Cleveland 
Held,  Gordon  R,  Copperhill 
Hendrick,  John  P,  Cleveland 
Horton,  Craig  M,  Winchester 
Huebschman,  Jon  C,  Cleveland 
Hughes,  Chas  Richard,  Cleveland 
Jackson,  Stephen  W,  Cleveland 
daggers,  John  S,  Cleveland 
Johnson  Jr,  Wm  Frank,  Cleveland 
Johnson,  Daniel  V,  Cleveland 
‘Johnson,  Wm  W,  Cleveland 
‘Jones  Jr,  Frank  Kelley,  Cleveland 
Killen,  Gary  Wilmar,  Cleveland 
Killen,  Larry  R,  Cleveland 
Kim,  Steven,  Cleveland 
‘Kimball,  Cecil  Harry,  Cleveland 
Knabb,  James,  Cleveland 
Knight,  C Dewayne,  Cleveland 
Kyle  Jr,  Clyde  A,  Cleveland 
Lee,  William  R,  Ducktown 
‘Lowe,  James  Cecil,  Cleveland 
Mazzolini,  J Michael,  Cleveland 
McIntyre,  Stephen  R,  Benton 


McKinney  Jr,  Edward  D,  Cleveland 
McNulty,  John  Stephen,  Cleveland 
Mitchell,  Hays,  McDonald 
Monnig,  Jack  Anthony,  Cleveland 
Murphy,  Bill  H,  Cleveland 
Murphy,  John  Allen,  Cleveland 
Muths,  Frederick  A,  Cleveland 
Newton,  Nicholas,  Cleveland 
Ozawa,  T Ted,  Cleveland 
Parker,  Barry,  Cleveland 
Pierce,  E Harris,  Cleveland 
Powell,  John  Manley,  Cleveland 
Proffitt,  Wm  I,  Cleveland 
Robinson,  Donald  Edwin,  Cleveland 
Rogness,  John  A,  Cleveland 
Scruggs,  Fenton  Lee,  Cleveland 
Shoemaker,  Kenneth  E,  Cleveland 
‘Smith,  Wm  R,  Hilton  Head  Isl,  SC 
Snoddy,  Janet  Elizabeth,  Cleveland 
Stanbery  II,  William  Cecil,  Cleveland 
Standridge,  John  B,  Cleveland 
Stone,  James  Patterson,  Cleveland 
Swan,  Lawrence  Carl,  Cleveland 
Swart  Jr,  Edwin  Gifford,  Cleveland 
Taylor,  Owen  C,  Cleveland 
Thurman,  James  Robt,  Cleveland 
Tilson,  Forrest  Blain,  Cleveland 
Vance,  Daniel  B,  Cleveland 
Younger,  Clyde  P,  Cleveland 

BUFFALO  RIVER  VALLEY  MEDICAL  SOCIETY 

Alderson,  Chas  Malcolm,  Parsons 
Anand,  Veena,  Hohenwald 
Anand,  Virender,  Hohenwald 
Averett,  Stephen  L,  Linden 
Barden,  Leroy  F,  Linden 
‘Blender,  William,  Linden 
‘Coleman,  Robt  M,  Murfreesboro 
‘Cook,  William  N,  Primm  Springs 
‘Elrod,  Parker  David,  Centerville 
‘Holladay,  Bertie  L,  Centerville 
McGinley,  James  Henry,  Franklin 

CAMPBELL  COUNTY  MEDICAL  SOCIETY 

Burrell,  John  S,  Lake  City 
Cline  Jr,  Elijah  Grady,  LaFollette 
Cohen,  Thos  Leonard,  LaFollette 
Crutchfield,  James  Donald,  LaFollette 
Day,  George  Louis,  Harrogate 
Farris,  James  Clarence,  LaFollette 
Giles,  James  W,  LaFollette 
Hall  III,  Ronald  Daker,  LaFollette 
Hartman,  Ronald  D,  Jellico 
Hwang,  Li-Min,  LaFollette 
Isham,  Charles  Aubrey,  LaFollette 
Jones,  John  R,  Corbin,  KY 
McRay,  David  E,  Jellico 
‘Prater,  Chas  Alvin,  Jellico 
Schleifer,  Kieth  R,  Jellico 
‘Seargeant  Jr,  Lee  Jess,  LaFollette 
Shih,  Yiu-Fel,  LaFollette 
Stafford,  William  Lewis,  Jellico 
Vongkasemsiri , Sunan,  Tazewell 
‘Walker,  Jesse  Lee,  Jellico 
Wilkens,  Chas  Henry,  Jellico 
Willis,  Randall  M,  Cumberland  Gap 
Wood,  Burgin  Henry,  LaFollette 

CARTER  COUNTY  MEDICAL  SOCIETY 

‘Bronson,  S Martin,  Elizabethton 
Burik,  Nicholas  P,  Elizabethton 
Chambers,  Gary  R,  Elizabethton 
Craig,  James  P,  Elizabethton 
Crowder,  Brenda  Jane,  Elizabethton 
Cruz  Jr,  Teodorico  P,  Elizabethton 
Gallaher,  Richard  Grant,  Elizabethton 
Galloway,  Richard  Eugene,  Elizabethton 
Gastineau,  Jerry  Lee,  Elizabethton 
Hopland,  Arnold  O,  Elizabethton 
Laing,  Brent  D,  Elizabethton 
Martin  Jr,  Ricardo  S,  Elizabethton 
May,  Floyd  E,  Elizabethton 
May,  W Joyce,  Elizabethton 
‘Pearson,  Elmer  Tyler,  Elizabethton 
Perry,  Edgar  Eugene,  Elizabethton 
Reece,  Richard  R,  Johnson  City 
Slagle,  David  J,  Elizabethton 
Taylor,  Tedford  Steve,  Elizabethton 
Walter,  Robert  E,  Elizabethton 
Wells,  Charles  J,  Elizabethton 

CHAHANOOGA-HAMILTON  COUNTY 
MEDICAL  SOCIETY 

Abell,  James  E,  Hixson 
Abramson,  Jerome  H,  Chattanooga 
Ackell,  Adele  B,  Chattanooga 
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*Adams  Jr,  John  W,  Chattanooga 
Adams,  Carol  J,  Chattanooga 
Adams,  Charles  C,  Chattanooga 
Adcock,  Charles  R,  South  Pittsburg 
Aiken,  Michael  M,  Chattanooga 
Aiken,  Wm  Prigmore,  Chattanooga 
Akin,  Edgar  Danl,  Chattanooga 
Albritton,  John  Thos,  Chattanooga 
Alisago,  Hilda,  Chattanooga 
Allen,  Billy  Jason,  Ooltewah 
Allen,  George  E,  Chattanooga 
Allen,  L Dianne,  Ooltewah 
*Alper,  Chas  H,  Chattanooga 
Alvarez,  Richard  G,  Chattanooga 
Amrani,  Jacob,  Chattanooga 
*Anderson,  Harry  S,  Chattanooga 
Anderson,  Phillip,  Chattanooga 
Anderson,  Steven  R,  Signal  Mountain 
Apyan,  Paul  M,  Hixson 
Armstrong,  Richard  P,  Chattanooga 
Arnold,  Coleman  Lee,  Chattanooga 
*Arnold,  Ira  L,  Chattanooga 
Atkinson,  Jos  Sprott,  Chattanooga 
Avery,  Joel  Eugene,  Chattanooga 
Bacon,  Stuart  Peter,  Dayton 
Baker,  David,  Chattanooga 
Banks  Jr,  Woodruff  A,  Chattanooga 
Banks,  Sami  Louis,  Chattanooga 
Bareddy,  Swarna  K,  Hixson 
Bareddy,  Venkata  R R,  Chattanooga 
Barnes,  David  R,  Chattanooga 
Barnett  III,  Robert  M,  Chattanooga 
Barnett,  Frances  H,  Jasper 
Barton,  Deborah  D,  Chattanooga 
Bautista,  Juancho  C,  Hixson 
Beahm,  Thomas  M,  Chattanooga 
Bechard,  Douglas  L,  Chattanooga 
Benton  III,  Oliver,  Chattanooga 
Berglund,  Robert  K,  Chattanooga 
*Besemann,  E F,  Signal  Mountain 
Bhatia,  Anil,  Chattanooga 
Binder,  Sami  S,  Chattanooga 
Bishop,  Frank  E,  Chattanooga 
Blake,  Chas  Alan,  Harrison 
Blount  Jr,  Henry  C,  Chattanooga 
♦Boatwright,  Catherine  A,  Chattanooga 
Boatwright,  Robt  W,  Hixson 
Boaz  III,  Lonnie  R,  Chattanooga 
Boaz,  Valerie  A,  Chattanooga 
Boehm,  Peter  Eric,  Chattanooga 
♦Boehm,  Walter  Edward,  Chattanooga 
Boehm,  Walter  Michael,  Chattanooga 
Boiser,  Anita  Madria,  Hixson 
Boiser,  Aristides  L,  Hixson 
Bolinger,  John  McCallie,  Chattanooga 
Bonder,  Michael  Ian,  Chattanooga 
Bookout,  Mark  William,  East  Ridge 
Bowers  Jr,  Jemison  O,  Chattanooga 
Bowers,  Robt  Eugene,  Chattanooga 
Bownds,  Charles  P,  Pikeville 
Boxell,  John  Frederick,  Chattanooga 
Brackett,  Richard  W,  Chattanooga 
Brackett,  Wm  David,  Chattanooga 
♦Brannen,  Frank  S,  Chattanooga 
Bremer  Jr,  Joel  Lewis,  Chattanooga 
Brice,  Charles  Terry,  Chattanooga 
Bright  III,  Thomas  C,  Chattanooga 
Brimi,  John  Benj , Hixson 
Broadstone,  Paul  A,  Chattanooga 
Brooksbank,  Ronald  C,  Chattanooga 
Brown  Jr,  Teddy  W,  Chattanooga 
Brown,  Howard  A,  Chattanooga 
Brown,  Hugh  P,  Chattanooga 
Brown,  Neil  Chas,  Chattanooga 
Brown,  Thomas  W,  Chattanooga 
Bryant,  John  Frank,  Chattanooga 
Bryant,  Max  Vincent,  Chattanooga 
Buchanan  Jr,  Thos  F,  Chattanooga 
Buchner,  Wm  Francis,  Chattanooga 
♦Burke,  John  Arthur,  Hilton  Head  Isl,  SC 
Burns,  Randel  Phillip,  Chattanooga 
♦Buttram  Jr,  Wm  R,  Chattanooga 
Buttram,  Thos  Latham,  Chattanooga 
Buttram,  W Rees,  Chattanooga 
Caine  Jr,  Winston  P,  Chattanooga 
Caldwell,  Gary  Blaine,  Chattanooga 
Calhoun  Jr,  Calvin  Lee,  Chattanooga 
Calhoun,  Frank,  Chattanooga 
Campbell,  Donald  Ross,  Chattanooga 
Campbell,  William  O'Neal,  Chattanooga 
Cannon,  Don  Allen,  Chattanooga 
♦Cannon,  Geo  Marshall,  Signal  Mountain 
♦Canon,  Maurice  A,  Nashville 
Carr,  Michael  Grady,  Chattanooga 
Carter  Jr,  Louis  L,  Chattanooga 
Caughran,  Bennett  W,  Chattanooga 
Caughran,  Donald  G,  Chattanooga 
Ch'Ien,  Lawrence  Tien-Tso,  Chattanooga 
Chadwick,  David  Airey,  Chattanooga 
Chamberlain  II,  Morrow,  Chattanooga 
Chambless,  Kurt  Miller,  Chattanooga 
Chandra,  Channappa,  Hixson 
♦Chastain,  Cleo,  San  Antonio,  TX 
Cheng,  Tien  H,  Chattanooga 
Cherry,  Collin  G,  Chattanooga 
Clark,  Murrell  O,  Chattanooga 
Cleaveland,  Clifton  Ranee,  Chattanooga 
Clements,  Joel  Benj,  Chattanooga 
Coddington,  Robt  Chas,  Chattanooga 
Cofer,  Joseph  B,  Dallas,  TX 
Cohen,  Jonathan  Stuart,  Chattanooga 
Collins,  David  Newton,  Chattanooga 
Conn,  Eric  Hadley,  Chattanooga 


Cook,  Thomas  Andrew,  Chattanooga 
Cooper,  Floyd  C,  Chattanooga 
Corey  Jr,  James  Hicks,  Chattanooga 
Cox,  John  Michael,  Chattanooga 
Cox,  Sue  Clarke,  Chattanooga 
Craft,  Phil  Douglas,  Chattanooga 
Cranwell,  John  D,  Chattanooga 
Crawley  Jr,  James  F,  Chattanooga 
Crawley  Jr,  William  D,  Ft  Oglethorpe,  GA 
Creech,  Robert  H,  Chattanooga 
Creel  Jr,  James  Heaton,  Chattanooga 
♦Crowell,  John  M,  Chattanooga 
♦Currey,  Joe  T,  Chattanooga 
Currey,  Thos  Woodruff,  Chattanooga 
Curtis,  Thos  H,  Ft  Oglethorpe,  GA 
Daghlian,  Bedros  D,  Chattanooga 
Daniell,  Malcolm  Butler,  Chattanooga 
Davidson,  Deanna  Starr,  Chattanooga 
Davis  Jr,  James  Phillip,  Chattanooga 
♦Davis,  James  Wilson,  Signal  Mountain 
Davis,  Jimmy  B,  Chattanooga 
Davis,  Larry  W,  Chattanooga 
DeRuiter,  Peter  Louis,  Chattanooga 
♦Demos,  Robt  G,  Chattanooga 
Dickinson,  Elizabeth  B,  Chattanooga 
Dodds,  Jos  James,  Chattanooga 
Dodson,  David  Bryan,  Chattanooga 
Dolan,  Patrick,  Chattanooga 
♦Donaldson,  Richard  B,  Chattanooga 
Donaldson,  Richard  Wm,  Chattanooga 
Douglas,  Michael,  Chattanooga 
Dowell,  Wm  Curtis,  Hixson 
Dowlen,  Steven  H,  Chattanooga 
Drake,  James  Robt,  Chattanooga 
Drake,  Robert  A,  Chattanooga 
Dressier,  Stanley  Jay,  Chattanooga 
Duckett,  William  D,  Chattanooga 
Duffy,  Mary  A,  Chattanooga 
Dugan,  Philip  Jerald,  Chattanooga 
Duncan,  Victor  A,  Chattanooga 
Durham,  James  H,  Chattanooga 
Duvoisin,  Peter  Marc,  Chattanooga 
Dwyer,  Wm  Knowles,  Hixson 
Dyer  Jr,  Wm  Carl,  Chattanooga 
Eberle,  David  E,  Chattanooga 
Ellis,  Eric  R,  Chattanooga 
Ellis,  John  Clyde,  Chattanooga 
Elrod,  Bruce  A,  Ft  Oglethorpe,  GA 
Enjeti,  Suresh,  Chattanooga 
Epley,  John  M,  Chattanooga 
Estep,  Dennis  Paul,  Ft  Oglethorpe,  GA 
♦Evans  Jr,  Henry  C,  Signal  Mountain 
Evans,  John  Thos,  Chattanooga 
Eyssen,  James  Edward,  Chattanooga 
Fain  III,  Guy  F,  Chattanooga 
Farber,  Sharon  Nancy,  Chattanooga 
Farr,  John  F,  Chattanooga 
Feinberg,  Edward  B,  Chattanooga 
Feintuch,  Theodore  Ard,  Chattanooga 
Feist,  William  E,  Chattanooga 
Fennewald,  Clarence  L,  Hixson 
Ferguson,  Kevin  R,  Chattanooga 
Fernandez-Cruz , Paz  A,  Chattanooga 
Fesmire,  Francis  M,  Chattanooga 
Fisher,  Daniel  Franklin,  Chattanooga 
♦Foley,  James  Mitchell,  Chattanooga 
♦Ford,  Augustus  C,  Chattanooga 
Forsythe,  Phillip  Wesley,  Signal  Mountain 
♦Fowler,  Wm  Robt,  Chattanooga 
Frank,  Stuart  Ames,  Chattanooga 
Franklin  III,  Selmon  T,  Chattanooga 
Franklin,  John  David,  Chattanooga 
♦Frye  Jr,  Augustus  H,  Chattanooga 
Galbraith,  John  Neil,  Chattanooga 
Gazaleh,  Shawn,  Chattanooga 
Geer,  Michael  R,  Chattanooga 
Gefter,  Jeffrey  W,  Chattanooga 
Gefter,  Monica  Aviva  Leher,  Hixson 
♦Gibson  Jr,  Geo  Clive,  Chattanooga 
♦Giles  Jr,  Robt  H,  Signal  Mountain 
Gilley,  Edwin  Wayne,  Hixson 
Ginsberg,  Joel  Fine,  Chattanooga 
Glass,  Brian  A,  Chattanooga 
♦Golley,  Dean  W,  Sarasota,  FL 
Gonzalez,  Antonio,  Chattanooga 
♦Goodlad,  James  K,  Chattanooga 
Goodman,  Michael  Wm,  Signal  Mountain 
Gothard,  A1  Walton,  Chattanooga 
♦Graham  III,  Frank  B,  Chattanooga 
Graves,  Chas  G,  Dunlap 
♦Graves,  Jos  Wilburn,  Chattanooga 
Greer,  Michael  Spencer,  Chattanooga 
Greer,  Wm  C,  Chattanooga 
Grimsley,  Mark  S,  Hixson 
Grissom,  Wallace  Doyle,  Chattanooga 
Hackworth  Jr,  John  Bible,  South  Pittsburg 
♦Hagood  Jr,  Robt  B,  Chattanooga 
Halfen,  Aron,  Hixson 
♦Hall,  David  Parks,  Chattanooga 
Hamilton,  Dwight  A,  Chattanooga 
Hamm,  Emile  V,  Jasper 
Hammock,  Mary  Cannon,  Chattanooga 
Haren,  Vincent  James,  Chattanooga 
Harless,  Renee  R,  Chattanooga 
Harnsberger,  Benj  Danl,  Chattanooga 
Harris,  Walter  D,  Chattanooga 
♦Harrison,  Elliott  F,  Venice,  FL 
Harvey,  Hathaway  K,  Chattanooga 
Haskins,  Drewry  Edgar,  Ringgold,  GA 
Haskins,  Joseph  M,  Chattanooga 
Havron  Jr,  William  S,  Chattanooga 
♦Havron,  James  Blackman,  South  Pittsburg 
Hawkins,  Chas  W,  Chattanooga 


Hawkins,  J Henry,  Chattanooga 
Hawkins,  Paul  Edison,  Hixson 
Hawkins,  Stephen  S,  Chattanooga 
Hayes  Jr,  Cauley  Wilbur,  Chattanooga 
♦Hayes,  James  Martin,  Air  Force 
Hayes,  Thomas  E,  Ft  Oglethorpe,  GA 
Hayman  Jr,  Kenneth  H,  Ft  Oglethorpe,  GA 
Headrick,  James  R,  Chattanooga 
Hedden,  James  W,  Chattanooga 
♦Hellmann  Sr,  Robert  S,  Chattanooga 
♦Henning,  Harold  Berger,  Chattanooga 
♦Henriksen,  Jens  David,  Collegedale 
Henry,  Warren  B,  Chattanooga 
Herrick,  C Neil,  Chattanooga 
Hertzog,  Michael  Scott,  Chattanooga 
Herzog,  John  L,  Chattanooga 
Heywood  III,  Humphrey  B,  Chattanooga 
Hicks,  Biram  C,  Chattanooga 
Hixson,  Jack  Doak,  Chattanooga 
Hoback  Jr,  James  William,  Chattanooga 
Hobgood,  Donna  K,  Chattanooga 
Hodnett,  Cary  G,  Chattanooga 
♦Hofmeister,  Richard  G,  Chattanooga 
♦Holliday  Jr,  Pope  B,  Chattanooga 
Hong,  Moon  Wha,  Chattanooga 
♦Hooper,  Chas  McDowell,  Chattanooga 
Hopper,  Richard  E,  Chattanooga 
Horton,  Marshall,  Chattanooga 
Howick  Jr,  John  R,  Chattanooga 
Hua,  Vin-Paul,  Palmer 
Huffman,  David  M,  Chattanooga 
Huffstutter,  Joseph  E,  Chattanooga 
Hughes,  Alan  D,  Chattanooga 
Hughes,  Charles  P,  Chattanooga 
Hunt,  Noel  Clarence,  Chattanooga 
♦Hutcherson,  W Powell,  Chattanooga 
Iskander,  Karim  Naguib,  Rossville,  GA 
James,  Dabney,  Chattanooga 
James,  Dewitt  B,  Chattanooga 
Jemison,  David  Marshall,  Chattanooga 
Jennings  III,  R Hunter,  Ft  Oglethorpe,  GA 
Jensen,  Robt  Lloyd,  Collegedale 
Jeong,  Yune-Gill,  Chattanooga 
Jezewski,  Don  Jule,  Ft  Oglethorpe,  GA 
Johnson  Jr,  J Paul,  Chattanooga 
Johnson,  Edward  Downey,  Sale  Creek 
Johnston,  John  T,  Chattanooga 
Jones,  Gerald  Isom,  Chattanooga 
♦Jones,  Harry  E,  Hilton  Head,  SC 
Jones,  Roger  C,  Chattanooga 
Jones,  Russell  A,  Chattanooga 
Jordan,  Cassell  Amanda,  Chattanooga 
Kadrie,  Hytham  Ali,  Chattanooga 
Kaplan,  Hyman  M,  Chattanooga 
Kato,  Yutaka,  Chattanooga 
Kennedy,  Charles  David,  Chattanooga 
Kennedy,  John  Henry,  Hixson 
♦Killeffer,  John  Jacob,  Signal  Mountain 
Kim,  Wayne  Y,  Chattanooga 
Kimsey,  Chas  W,  Chattanooga 
King  Jr,  Walter  Hughey,  Chattanooga 
Kirby,  Charles  A,  Chattanooga 
♦Kirk,  Durwood  L,  Chattanooga 
♦Kistler,  Gene  Haviland,  Signal  Mountain 
Klein,  Pavel,  Chattanooga 
Knight,  Frank  H,  Chattanooga 
Kocacitak,  Sahin  Sban,  Ft  Oglethorpe,  GA  f 
Kosanovich,  Michael,  Chattanooga  | 

Krause,  Richard  Alan,  Chattanooga  | 

Krueger,  Sylvia  Lynne,  Cleveland  ;* 

Kunda,  Prabha  A,  Chattanooga 
Kunda,  Sarma  R,  Chattanooga  Ij 

Kutzner,  Waldemar,  Collegedale  1 

Kuzucu,  Ethem  Y,  Eustis,  FL  N 

Labrador  Jr,  Daniel  P,  Chattanooga  i 

Labrador,  Irene  J,  Chattanooga 
Lanham,  Gary  R,  Chattanooga 
Lansford  Jr,  Frederick  D,  Chattanooga 
Laramore,  John  Wade,  Chattanooga 
Lasky,  Richard  Sami,  Chattanooga 
Lassiter,  Lawrence  H,  Chattanooga 
♦Lavecchia  Jr,  Jos  V,  Chattanooga 
Lawrence  Jr,  Harry  M,  Chattanooga 
Lawwill  Jr,  Stewart,  Chattanooga 
Leagus  Jr,  Charles  J,  Chattanooga 
Lechler,  Donald  R,  Chattanooga 
Lewis  II,  Jay  Frederick,  Chattanooga 
Lewis,  Allen  David,  Signal  Mountain 
Lilly,  Mari  Lynn,  Chattanooga 
Littell  III,  Lester  F,  Chattanooga  J 

♦Littell  Jr,  Lester  F,  Dayton  J 

Little,  James  P,  Signal  Mountain 
Little,  Thomas,  Chattanooga  ; 

Liu,  Chung-Yuen,  Chattanooga 
♦Livingston,  Philip  H,  Chattanooga 
Long,  Ira  Morris,  Chattanooga 
Love,  Michael  Allan,  Chattanooga 
Loyd,  James  Alan,  Signal  Mountain 
Mabe,  Robt  E,  Chattanooga  ! 

MacBeth,  Ronald  A,  Chattanooga  > 

♦MacGuire  Jr,  Wm  B,  Chattanooga  i 

MacNaughton  Jr,  David  V,  Chattanooga  ! “ 

Mackler,  Donald  F,  Chattanooga  '5:  ' 

Majeed,  Shahul  J,  Chattanooga 
Maldonado,  Luis  Gonzalo,  Signal  Mountain  -JJ 
Mance,  Cornelius  J,  Hixson 

Mangan,  Aloysius  T,  Chattanooga  ■ 

Marsh,  Clarence  Bruce,  Chattanooga 
♦Marsh,  Wm  Hollister,  Chattanooga  jr 

Mashchak,  C Ann,  Chattanooga 
Massoud,  Hossein,  Chattanooga  lA 

Matthews,  William  Edwin,  Chattanooga  G 

♦McCall,  Cooper  H,  Chattanooga 
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McCallie,  David  P,  Chattanooga 
McCallie,  Jack  B,  Chattanooga 
McCravey,  John  Wells,  Chattanooga 
McDonald  Jr,  Charles  D,  Chattanooga 
McCauley  Jr,  John  R,  Chattanooga 
McGraw  Jr,  Ralph,  Chattanooga 
McGuire,  Susan  Kay,  Chattanooga 
McKinney,  James  E,  Chattanooga 
McKoy,  Robert  C,  Chattanooga 
McLean,  George  Wallace,  Chattanooga 
*McMillan,  James  Gordon,  Jasper 
McNeill,  Thomas  Pinckney,  Chattanooga 
Megison,  Donald  P,  Chattanooga 
Mena,  Michael  C,  Chattanooga 
Mercado,  Avelino  Velasco,  Chattanooga 
Meredith,  Gary  Eugene,  Chattanooga 
Meyer,  Melissa  Lewis,  Chattanooga 
Michelson,  Marie  Louise,  Chattanooga 
Miller,  Frank  J,  Chattanooga 
Miller,  Phyllis  A Edwards,  Hixson 
*Miller,  Robt  T,  Chattanooga 
Miller,  Thomas  P,  Chattanooga 
Mills,  Don  Gilbert,  Chattanooga 
Mills,  Gary  E,  Hixson 

Mitchell  Jr,  Jerry  Wayne,  Chattanooga 
Mitchell,  Allen  M,  Chattanooga 
Molloy,  Ronald  Lynn,  Chattanooga 
*Moore,  Hiram  Beene,  South  Pittsburg 
Morgan,  John  Ronald,  Chattanooga 
Morrison,  Richard  Clarke,  Chattanooga 
Morrow  III,  Sanford  H,  Chattanooga 
Moses,  Thomas  Edward,  Hixson 
Moss,  Wm  Joel,  Chattanooga 
Motto,  Joseph  A,  Chattanooga 
Mullady  III,  Thomas  F,  Chattanooga 
*Murphey  Jr,  Fay  B,  Chattanooga 
Murray,  R Smith,  Chattanooga 
Myers  Sr,  Robert  W,  Chattanooga 
Nagel,  Lawrence  S,  Chattanooga 
*Nathan,  Marvin  Myer,  Chattanooga 
Neall,  David  Lawrence,  Chattanooga 
Nehlawi,  Mohammed  M,  Chattanooga 
*Nelson,  Roger  T,  Wildwood,  GA 
*Newell  Jr,  Edward  Thos,  Chattanooga 
Nipp,  Ralph  Elgin,  Chattanooga 
Norton,  Barry  Parker,  Chattanooga 
O'Connell,  Fred  H,  Chattanooga 
O'Neal,  David  Medford,  Chattanooga 
Odom,  Alan  C,  Chattanooga 
Oh,  Sai,  Chattanooga 
Ordonez,  J Enrique,  Chattanooga 
*Osmundsen,  Robt  N,  Signal  Mountain 
Oxenhandler,  Ronald  W,  Signal  Mountain 
Pancake,  Bruce  D,  Chattanooga 
Park,  Ih  Koo,  Ft  Oglethorpe,  GA 
Park,  Jung  Tae,  Whitwell 
Parker  II,  Samuel  B,  Chattanooga 
Parker,  Christine  W,  Chattanooga 
Parkhurst,  Walter  D,  Chattanooga 
Patel,  Vi jay  P,  Chattanooga 
Patil,  Vinit  D,  Chattanooga 
*Patterson,  Robt  L,  Chattanooga 
Paty  Jr,  John  Garland,  Chattanooga 
Payne,  Doyce  Gene,  Chattanooga 
Payne,  Stanley  Ross,  Chattanooga 
Pearce,  Richard  G,  Chattanooga 
Perez,  Martin  Allen,  Chattanooga 
Perkins,  Thornton  Delos,  Chattanooga 
Perrin,  Millard  Foy,  Chattanooga 
Peterson  Jr,  Walter  A,  Chattanooga 
Petty,  Wesley  Glenn,  Chattanooga 
Phillips  Jr,  Robert  A,  Chattanooga 
Phlegar,  Robert  F,  Chattanooga 
Pitts,  David  B,  Chattanooga 
Poehlein,  Richard  E,  Hixson 
Pollock,  Phillip  Gary,  Chattanooga 
Pomerance,  Glenn  Noel,  Chattanooga 
Portera,  Charles  Anthony,  Chattanooga 
Potdar,  Anilkumar  S,  Chattanooga 
Puckett  III,  Walter,  Chattanooga 
Quillian,  Jesse  O,  Chattanooga 
Quillian,  Joe  Anne,  Chattanooga 
Quinn,  James  Gilbert,  Chattanooga 
Ragan,  Kenneth  D,  Chattanooga 
Ramsay,  George  Craig,  Gadsden,  AL 
Ramsey,  Millard  Wray,  Chattanooga 
Rawlings  Jr,  Maurice  S,  Chattanooga 
*Rawlings  Sr,  Maurice  S,  Chattanooga 
*Ray,  Chas  Jackson,  Chattanooga 
Reddy,  Sudhakar  K,  Chattanooga 
Redish,  Martin,  Chattanooga 
Reeves,  Michael  L,  Chattanooga 
*Reynolds,  James  Eugene,  Signal  Mountain 
Reynolds,  John  Robt,  Chattanooga 
Reynolds,  Thomas  M,  Chattanooga 
Rich,  John  Stephen,  Chattanooga 
Richmond  Jr,  James  P,  Chattanooga 
Rissling,  Deloris  E,  Chattanooga 
Rittenberry  Jr,  Andrew  B,  Chattanooga 
Robinson,  Neal  Adams,  Chattanooga 
Rogers,  Alfred  Perkins,  Chattanooga 
Rohrer,  Jane  L,  Chattanooga 
Rose,  Walter  B,  Signal  Mountain 
Rowe,  Wm  Edward,  Chattanooga 
Rowell,  Esperanza  A,  Chattanooga 
Royal,  James  Richard,  Chattanooga 
Russell,  Don  Jere,  Chattanooga 
Russell,  Wm  Lee,  Chattanooga 
*Ryan,  Eugene  Montford,  South  Pittsburg 
Rybolt,  Ann  Harris,  Chattanooga 
Santos,  Benj  G,  Chattanooga 
Sargent,  Larry  A,  Chattanooga 
Sauceman,  Stephen  P,  Chattanooga 


Scheinberg,  Marty,  Chattanooga 
Schmits,  G Michael,  Chattanooga 
Schuster,  Larry  D,  Chattanooga 
*Schwartz,  Harold  Alan,  Chattanooga 
Scott  Jr,  Edgar  Leonard,  Chattanooga 
Scott,  Wayne,  Chattanooga 
Seal,  Molly  Elaine  Roger,  Chattanooga 
Setters  Jr,  George  Z,  Chattanooga 
Selzer,  Jerrold  Lee,  Hixson 
Seman,  Charles  Frederick,  Chattanooga 
Sendele,  Deborah  D,  Chattanooga 
Sendele,  Robert  L,  Chattanooga 
*Sheldon,  John  P,  Signal  Mountain 
♦Shelton,  Geo  Washington,  Chattanooga 
Shenouda,  Adel  Nemr,  Chattanooga 
Sherrell,  James  Wm,  Chattanooga 
Sherrill,  Leroy,  Chattanooga 
Shuck  III,  Edwin  H,  Chattanooga 
Shuck  Jr,  Edwin  H,  Chattanooga 
Shull,  John  A,  Chattanooga 
Sienknecht,  Chas  Wilson,  Chattanooga 
Sisko,  Frank  E,  Signal  Mountain 
♦Sivils,  Geo  Lete,  Chattanooga 
Smiley,  Francis  J,  Chattanooga 
Smith  III,  Archibald  Y,  Signal  Mountain 
Smith  III,  Earl  E,  Chattanooga 
♦Smith  Jr,  Moore  Jackson,  Chattanooga 
Smith,  Gary  D,  Chattanooga 
♦Smith,  Stewart  Phillip,  Chattanooga 
Snyder  Jr,  Paul  Edgar,  Chattanooga 
Solomon,  A Lee,  Chattanooga 
Soteres,  Pete  Spiros,  Signal  Mountain 
♦Sottong,  Philipp  Curtis,  Signal  Mountain 
Spalding,  Robt  Tucker,  Chattanooga 
Spaulding  Jr,  James  H,  Signal  Mountain 
Spitalny,  Neil  Howard,  Chattanooga 
♦Stafford,  Florence  E,  Chattanooga 
Stanko,  James  A,  Chattanooga 
♦Stappenbeck,  Richard  F,  Chattanooga 
♦Starr,  Harold  Jones,  Chattanooga 
Steele,  Mark  Alan,  Chattanooga 
♦Stem,  Wm  Allison,  Chattanooga 
Sternbergh  Jr,  W Chas  A,  Chattanooga 
Stickley,  Jos  Hardin,  Chattanooga 
Stohler,  Dennis  L,  Chattanooga 
Stone,  Harry  Alfred,  Chattanooga 
Stone,  Larry  Dumas,  Chattanooga 
♦Stoneburner , Wesley  H,  Lookout  Mtn 
Strait,  Timothy  A,  Chattanooga 
Strickland  Jr,  John  E,  Chattanooga 
Stroud,  Mary  E Thompson,  Chattanooga 
Stubblefield,  Steven  B,  Chattanooga 
Suggs  III,  Charles  L,  Chattanooga 
♦Suggs  Jr,  Chas  L,  Chattanooga 
Sumfest,  Jill  M,  Chattanooga 
Susong,  Charles  Rodney,  Hixson 
Swann  Jr,  Nat  H,  Chattanooga 
Swift,  Chas  Ray,  Chattanooga 
Szczukowski,  Myron  J,  Chattanooga 
Talley,  Mark  A,  Chattanooga 
Tantihachai,  Sithipol,  Dayton 
Taslimi,  Mark,  Chattanooga 
♦Taylor  Jr,  Viston,  South  Pittsburg 
♦Taylor,  Geo  N,  Chattanooga 
Taylor,  Robt  Creston,  Signal  Mountain 
Taylor,  Thomas  Edward,  Chattanooga 
Tejani,  Sushila  N,  Chattanooga 
Temlock,  Arthur  A,  Chattanooga 
Templeton,  Thomas  S,  Chattanooga 
Tepley,  Lynn  B,  Chattanooga 
Tepper,  Bernard,  Chattanooga 
Thomas,  Anita  J,  Chattanooga 
Thomas,  Steven  Michael,  Chattanooga 
Thompson,  Paul  C,  Chattanooga 
Thorner,  Donald  R,  Chattanooga 
Thow,  George  Bruce,  Chattanooga 
Tin,  Pe  Than,  Chattanooga 

Tiongson,  Rodrigo  Verzosa,  Ft  Oglethorpe,  GA 
Turner,  David  Herschel , Chattanooga 
Turner,  Sharlinda  B,  Chattanooga 
♦Ulin,  A Steven,  Chattanooga 
Ulin,  David  M,  Chattanooga 
♦Ulin,  Louis,  Chattanooga 
♦VanOrder,  Wm  Edgar,  Signal  Mountain 
Vance,  Minnie  Ratliff,  Chattanooga 
Vanderbilt,  Douglas  L,  Chattanooga 
Varner,  James  W,  Chattanooga 
Vechinski,  Thomas  O,  Chattanooga 
Vieth,  Roger  Gordon,  Chattanooga 
Viscomi,  Vincent  A,  Chattanooga 
Vivo,  Jose  A,  Port  St  Lucie,  FL 
♦Vlasis,  Gus  John,  Chattanooga 
VonWerssowetz , A J,  Chattanooga 
♦Walton,  Harry  Lee,  Lookout  Mtn 
Waters  Jr,  Clyde  C,  Chattanooga 
Watlington,  Joseph  T,  Chattanooga 
Weathers  Jr,  Wm,  Chattanooga 
Weldon,  Thomas  Darrell,  Ringgold,  GA 
Weng,  Jen-Tsoh,  Chattanooga 
Werchowski,  Jeffrey  L,  Chattanooga 
♦Westermeyer , Marion  W,  Loma  Linda,  CA 
Wharton,  David  R,  Chattanooga 
Wheelock,  Argil  Jerry,  Chattanooga 
♦Whitaker  Jr,  L Spires,  Chattanooga 
White,  J Johnny,  Chattanooga 
White,  Judith  L,  Chattanooga 
♦White,  Phil  Joe,  Hixson 
White,  William  Otis,  Chattanooga 
Whitelaw  Jr,  Robert  S,  Chattanooga 
Williams  III,  Sam  Jones,  Chattanooga 
Williams,  Robert  Henry,  Chattanooga 
Woods,  Essie  J,  Chattanooga 
Wright  Jr,  Kinsman  E,  Chattanooga 


Yates,  Carl  D,  Chattanooga 
Yetter,  Christopher  R,  Chattanooga 
Yium,  Jackson  Joe,  Chattanooga 
Yood,  Stephen  H,  Chattanooga 
♦Young,  Geo  G,  Chattanooga 
Young,  Lawrence  I,  Chattanooga 
♦Young,  Marion  Marshall,  Chattanooga 
Younger  III,  Robert  E,  Chattanooga 
Zuckerman,  Jos  I,  Chattanooga 

COCKE  COUNTY  MEOICAL  SOCIETY 

♦Armistead,  Daniel,  Newport 
Brock,  Karen  Reno,  Newport 
Conway,  Thomas  W,  Newport 
Eastridge,  Wesley  V,  Newport 
Garbarino  Jr,  A J,  Newport 
Gray,  McDonald,  Newport 
Hood,  Michael  T,  Newport 
Johnson  II,  H Kenneth,  Newport 
Kickliter,  David  J,  Newport 
McConnell,  David  H,  Newport 
Valentine  Jr,  Fred  M,  Newport 

COFFEE  COUNTY  MEDICAL  SOCIETY 

Bard,  Ralph  M,  Tullahoma 
Bard,  Shirley  A,  Tullahoma 
Birdwell,  Joel  Stanley,  Tullahoma 
Brickell  Jr,  Ralph  L,  Tullahoma 
♦Canon,  Robt  Maurice,  Tullahoma 
Craig,  Allen  R,  Tullahoma 
♦Craig,  Caren,  Tullahoma 
Davis,  Glenn  Alan,  Manchester 
♦Farrar,  Clarence  H,  Manchester 
Fishbein,  Richard,  Tullahoma 
Freeman,  William  J,  Tullahoma 
Galbraith,  Bruce  E,  Tullahoma 
♦Gray  Jr,  Edwin  E,  Winchester 
Harris,  George  A,  Manchester 
Harvey,  Chas  Ben,  Tullahoma 
Kennedy,  Jerry  Ledford,  Tullahoma 
Kim,  Ho  Kyun,  Tullahoma 
♦King,  James  Manning,  Tullahoma 
Krick,  Joseph  G,  Tullahoma 
Krishna,  Gulla  Bala,  Tullahoma 
Lindsay,  James,  Tullahoma 
Lovejoy,  Morris,  Tullahoma 
Mahan,  Ben  Bob,  Tullahoma 
Milam,  William  M,  Tullahoma 
Ramprasad,  Mittur  N,  Tullahoma 
Ridley,  Robert  Wendell,  Tullahoma 
Robison,  B Keith,  Tullahoma 
Sanders  IV,  William  J,  Tullahoma 
Sethi,  Brahm  D,  Manchester 
Sethi,  Chander  M,  Manchester 
Simon,  Keith  J,  Tullahoma 
Snoddy,  Claude  Collins,  Tullahoma 
Vallejo,  Francisco  C,  Tullahoma 
Vallejo,  Luz  A,  Tullahoma 
Webb,  Chas  Harry,  Tullahoma 
Woodfin  Jr,  Mose  Clarke,  Tullahoma 
Yang,  Harrison  Y,  Manchester 
Young,  Coulter  Smartt,  Manchester 
Yu,  Ja  Nan,  Manchester 

CONSOLIDATED  MEDICAL  ASSEMBLY  OF 
WEST  TENNESSEE 

Alexander,  Clyde  Vinson,  Jackson 
Anderson,  Charles  B,  Jackson 
Appleton  Jr,  James  Roy,  Jackson 
Atkins,  Jerry  Franklin,  Huntingdon 
♦Baker,  Lt  Cl  John  Q,  Scottsville,  AZ 
♦Ballard,  Thos  K,  Jackson 
Barham,  Harvey  Haywood,  Bolivar 
Barker,  Edward  C,  Trenton 
Barker,  James  Harris,  Jackson 
Barnes  Jr,  James  Walter,  Jackson 
Barnett  II,  Hugh  Glenn,  Jackson 
Barnett,  Robt  J,  Jackson 
Bhat,  Narayana  B,  Huntingdon 
Bicknell,  Sidney  Lane,  Jackson 
Bingham,  Ron  Craig,  Jackson 
Bishop,  John  Myron,  Somerville 
Bond  Jr,  Elias  King,  Jackson 
♦Booth,  Jack  H,  Jackson 
Boyer,  Jay  A,  Jackson 
Bratton,  Chris  H,  Lexington 
Brueggeman,  Michael,  Jackson 
Bryan,  David,  Jackson 
Burnett,  William  Franklin,  Jackson 
Burrus  Jr,  Swan,  Jackson 
Carruth,  Cynthia,  Jackson 
Carruth,  Larry,  Jackson 
♦Chandler,  John  H,  Jackson 
Chary,  Kandala  Ram,  Jackson 
Clark,  Curtis  B,  Jackson 
Cobb,  R Michael,  Jackson 
Couch,  Billy  Lanier,  Humboldt 
Cox,  Chas  Wm,  Jackson 
Craig  Jr,  James  Thomas,  Jackson 
Craig,  Carol  Shannon,  Jackson 
Craig,  Sterling  Ruffin,  Jackson 
Crenshaw,  James  Harris,  Humboldt 
Crenshaw,  Thos  Malcolm,  Humboldt 
Crocker,  Edward  F,  Jackson 
♦Crook,  Wm  Grant,  Jackson 
Curlin,  John  Paschal,  Jackson 
Davis,  Maxie  Le  Roy,  Jackson 
DeJarnatt,  Alan  Carter,  Jackson 
DeSouza,  Wm  Celestino,  Rutherford 
Deming,  Wood  M,  Jackson 
Diffee,  James,  Jackson 
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Dinkins,  Ruth  Eleanor,  Medina 
♦Dodson  Jr,  Geo  Day,  Jackson 
Donnell,  James  Harold,  Jackson 
Douglass  Jr,  Roy  A,  Jackson 
♦Douglass,  Jack  E,  Jackson 
Dowling,  Clarey  R,  Brownsville 
Driver,  Clarence,  Jackson 
Dunavant,  Robt  Wayne,  Bolivar 
Dunnebacke,  Robert  H,  Jackson 
Duval  Jr,  J William,  Jackson 
♦Edwards,  Edwin  Wiltz,  Jackson 
Edwards,  George  T,  Jackson 
Edwards,  Nicholas  Henry,  Grand  Junction 
♦Ellis,  John  W,  Trenton 
Ellis,  Thomas  W,  Jackson 
Epps,  John  Michael,  Jackson 
Erb,  Blair  D,  Jackson 
Everett,  John  E,  Jackson 
Fenley  Jr,  James  L,  Jackson 
♦Fields,  James  O,  Milan 
Fly,  Randy,  Jackson 
Foster,  Chas  Stephen,  Jackson 
Friedman,  Fred  M,  Jackson 
Frost,  Chas  Lester,  Bolivar 
Garrard  Jr,  Clifford  L,  Jackson 
Goodwin,  Stephen,  Milan 
Grant,  William  M,  McKenzie 
♦Graves,  Oliver  Haltom,  Jackson 
♦Gray,  Alden  Harrelson,  Kenton 
Guyton,  Jos  L,  Jackson 
Hale,  Bobby  Dee,  Brownsville 
♦Hall,  James  Wilson,  Trenton 
Hall,  Robt  Crombie,  Jackson 
Hammond,  Jere  D,  Jackson 
Hammond,  Stephen,  Jackson 
Harmon,  Harvey,  Jackson 
Harrison,  Walton  W,  Jackson 
Hawkins  Jr,  Raymond,  Somerville 
Hazlehurst  Jr,  George  E,  Jackson 
Henderson,  Reggie  A,  Lexington 
Herron,  Bruce  Emerson,  Jackson 
Herron,  Chas  Burkhead,  Jackson 
Hertz  Jr,  Charles  S,  Jackson 
♦Hicks,  Alvin  Thornton,  Camden 
Higgs,  Bobby  Clark,  Jackson 
Hill,  Robt  S,  Jackson 
Holancin,  John  R,  McKenzie 
♦Holmes,  Chester  L,  Ellison  Bay,  WI 
Homra,  Ronald,  Jackson 
Honeycutt,  Daniel  Lee,  Jackson 
Hornsby,  Jerry,  Jackson 
House,  Ben  Fred,  Jackson 
♦Hubbard,  Geo  Baker,  Jackson 
♦Humphrey,  Tom  Neal,  Selmer 
Humphreys,  T James,  Jackson 
Jenkins,  John  M,  Jackson 
Jenkins,  Ronald  Armand,  Jackson 
♦Johnston,  Leland  Mann,  Jackson 
Jones,  Kent  L,  Jackson 
♦Jones,  Paul  David,  Milan 
Jordan,  Frank  E,  Jackson 
Josovitz,  Mark,  Middleton 
Kee,  Jimmy  W,  Jackson 
Kendall,  John  Allen,  Jackson 
King,  Darrel  Chambers,  Henderson 
King,  James  D,  Selmer 
Kirkland,  Ronald  H,  Jackson 
♦Koonce,  Duval  Holtzclaw,  Jackson 
Koonce,  Edward  D,  Jackson 
LaFont,  Donald  Sharp,  Jackson 
Lane,  James  Davidson,  Jackson 
Langdon  Jr,  James  A,  Jackson 
Larsen,  David  Malcolm,  Jackson 
Lents,  Russell  S,  Jackson 
Levernier,  James  E,  Jackson 
Lewis,  Donald  Ray,  Jackson 
Lewis,  Marvin,  Jackson 
Linder,  Tim,  Lexington 
Livermon  Jr,  Jefferson  F,  Jackson 
Looper,  Fred  B,  Jackson 
♦Lowry,  Maurice  N,  Lexington 
Maley,  Bruce  B,  Jackson 
Handle,  Robt  Bennie,  Jackson 
Matthews,  John  T,  Jackson 
Mayfield,  Russell  W,  Bells 
McAdoo,  Michael  A,  Milan 
McAfee,  William  Cleveland,  Jackson 
McCall,  Charles,  Jackson 
McCallum,  Oscar  M,  Henderson 
McCauley,  Jimmy  Dale,  Jackson 
McCrudden,  Brian  F,  Jackson 
Mclver,  Harold  Thomas,  Jackson 
McKnight,  Frank  S,  Somerville 
McLemore,  Molly,  Jackson 
Middleton,  Augustus  L,  Jackson 
Miller  Jr,  Jesse  A,  Jackson 
♦Morris,  Robert  H,  Medina 
Mueller,  Alfred  J,  Jackson 
Muir,  Eric,  Jackson 
♦Myhr,  Lamb  Bolton,  Jackson 
Oberg,  Richard  A,  Jackson 
Pakis  Jr,  George,  Jackson 
Palmer  Jr,  Edmund  T,  Jackson 
Patel,  Hasmukh  Dahyabhai,  Trenton 
Patel,  Pravin,  Bolivar 
Paulson,  William  Dean,  Jackson 
Peeler,  Harry  Lee,  Selmer 
Pennington,  Frank  R,  Jackson 
Permenter,  William  D,  Jackson 
Peters,  Jerry  D,  Jackson 
Phillips,  John,  Parsons 
Phillips,  Tony  N,  Jackson 
Portis,  Bill  Scott,  Huntingdon 


Price  Jr,  James  Alfred,  Jackson 
Pritchard,  Frances  E,  Jackson 
Ramer  Jr,  Warren  Carlton,  Lexington 
♦Ramer  Sr,  Warren  C,  Lexington 
Reese,  Eugene  P,  Jackson 
Rhea,  Karl  Byington,  Somerville 
Rhear,  R Wayne,  Alamo 
♦Richards,  Aubrey,  Whiteville 
♦Riddler,  John  Garth,  Jackson 
Robbins,  Russell  Hugh,  Jackson 
Roberts,  Wm  H,  Jackson 
Routon,  William  Robert,  Humboldt 
Rowland,  Jos  Perry,  Jackson 
Satterfield  Jr,  Wm  T,  Jackson 
Schlamp,  Allen  Lee,  Jackson 
Schwartz,  Paul  E,  Jackson 
Scott,  Augustus  Barnett,  Jackson 
Sharpe  Jr,  Benj  Weeks,  Jackson 
Shaw  Jr,  John  L,  Jackson 
Sheppard  Jr,  Lee  C,  Jackson 
Smelser,  Michael  Harding,  Adamsville 
Smith  Jr,  Montie  E,  Selmer 
Smith,  Clyde  E,  Jackson 
Smith,  Harris  L,  Jackson 
Smith,  James  Hagy,  Selmer 
Smith,  Ricky  Allen,  Jackson 
Smith,  Robt  Jos,  Jackson 
Souder,  Bob  Tyler,  Jackson 
Spalding,  Alanson  R,  Jackson 
Spencer,  Donald  R,  Brownsville 
Spruill  Jr,  James  Henry,  Jackson 
♦Stauffer,  Chas  C,  Jackson 
Stepp  Jr,  William  P,  Jackson 
♦Stewart,  David  Earl,  Brownsville 
Stonecipher,  Lowell  F,  Jackson 
Story,  William  Charles,  Jackson 
Stripling,  Jack  Clements,  Lexington 
Suramar,  Alvin  Jonah,  Trenton 
Swindle,  James  Tyler,  Jackson 
Taylor,  Ronald  F,  Jackson 
Thomas,  Geo  Emanuel,  Jackson 
Thomas,  James  Louis,  Jackson 
♦Thompson  Jr,  John  Robt,  Jackson 
♦Thornton  Jr,  John  C,  Brownsville 
Tillman,  Ronald  C,  Jackson 
Torstrick,  Robert  F,  Jackson 
Tozer,  Kenneth,  Milan 
♦Truex,  S Allen,  Jackson 
Tucker  Jr,  Robt  Taylor,  Jackson 
Twilla,  Ronald  G,  Milan 
Underwood,  David  W,  Jackson 
Vegors,  Robert  A,  Jackson 
Verheeck,  Kenneth,  Jackson 
Vinson,  Harold  Wallace,  Selmer 
Wainscott,  Wm  Keith,  Jackson 
Warmbrod  Jr,  James  G,  Jackson 
Warner,  Barton  Wayne,  Jackson 
Webb,  Jimmy  Franklin,  Jackson 
Welles  III,  Edward  Hunter,  Jackson 
Wheatley  Jr,  Kenneth,  Jackson 
White,  Charles  Wesley,  Lexington 
White,  Jerald  Wayne,  Brownsville 
White,  Lamar  Arthur,  Friendship 
♦Williams  Jr,  Allen  N,  Jackson 
♦Williams,  James  Henry,  Milan 
Williams,  James  Larry,  Trenton 
Williams,  Philip  Gray,  Milan 
Williams,  Richard  Larry,  Jackson 
Williams,  William  Keith,  Jackson 
Williamson  III,  F E,  Jackson 
♦Williamson  Jr,  Felix  E,  Jackson 
Williamson,  James  Stephen,  Huntingdon 
Wilson,  R L,  Henderson 
♦Wilson,  Robt  Burton,  Huntingdon 
Winkler,  Volker  Gert,  McKenzie 
Wolfe,  Wayne  Harvey,  Jackson 
Woods  Jr,  William  H,  Jackson 
Woods,  Arthur  M,  Jackson 
Wright  III,  Lucius  F,  Jackson 
♦Wyatt,  Geo  Breckenridge , Jackson 
♦Wylie,  Paul  Eve,  Jackson 
Yarbro,  George,  Jackson 
♦Yarbro,  Harold  R,  Jackson 
Yarbrough,  Scott,  Jackson 

CUMBERLAND  COUNTY  MEDICAL  SOCIETY 

Barnawell,  James  Ross,  Crossville 
Baylosis,  Roberto  B,  Crossville 
Bell,  Christopher  M,  Crossville 
Bilbrey,  Richard  Lee,  Crossville 
Bise,  Stanley  L,  Crossville 
Braun,  Richard  C,  Crossville 
Callis,  James  Taylor,  Crossville 
Campbell  Jr,  James  T,  Crossville 
Campbell,  David  Edward,  Crossville 
Clark,  Jack  Crowley,  Crossville 
Clayton,  Thomas  Edward,  Crossville 
Cravens,  R Gene,  Crossville 
Crick,  James  M,  Crossville 
♦Deatherage,  Philip  M,  Crossville 
♦Dougherty,  John  H,  Fairfield  Glade 
Duer,  Carl  Thos,  Crossville 
Durham,  Beatrice  L,  Crossville 
♦Ervin  Jr,  Paul  A,  Crossville 
♦Evans,  Wm  Elkinton,  Crossville 
Grummon,  Robert  A,  Crossville 
Guthrie,  Fred  A,  Crossville 
Hall,  Danny,  Crossville 
Ivey,  Donathan  Miles,  Crossville 
Ivey,  R Donathan,  Crossville 
Larson,  Charles  Adrian,  Crossville 
Lindsay,  Jack  Wasson,  Rockwood 


Litchford,  David  Williams,  Crossville 
Mayfield,  Robert  D,  Crossville 
♦Munson,  Frederick  Wm,  Crossville 
Nichols,  Robert,  Crossville 
Olaechea,  Reinaldo  A,  Crossville 
Patterson,  Larry  E,  Crossville 
Perrigan,  Dale,  Crossville 
Reed,  Larry  Dewayne,  Crossville 
Robertson,  Jos  D,  Crossville 
♦Seaton,  Stuart  P,  Johnson  City 
Sentef,  Mary  Bean,  Crossville 
Sherrill,  John  Branson,  Crossville 
♦Wallace,  Joe  Kenneth,  Crossville 
Wood  Jr,  Robt  Hancock,  Crossville 

DeKALB  COUNTY  MEDICAL  SOCIETY 

Blevins,  Melvin  Lee,  Smithville 
Cripps,  Hugh  Don,  Smithville 
Darrah,  David  Edward,  Alexandria 
Hooper,  Doug  G,  Smithville 
Puckett,  Jerry  E,  Smithville 
Rhody,  Jack  R,  Smithville 
Young,  William  D,  Smithville 

DICKSON  COUNTY  MEDICAL  SOCIETY 

Anderson,  Stanley  Martin,  Dickson 
Bell  Jr,  Walter  A,  Dickson 
Bell,  Walter  A,  Dickson 
Blevins,  Jerry  C,  Dickson 
Brantly,  Edmund  Brook,  Dickson 
Close,  Louis  Ward,  Dickson 
Collins,  Clyde  E,  Dickson 
♦Cook,  Mary  Baxter,  Nashville 
Drinnen,  Danl  Brooks,  Dickson 
♦Elliott  Jr,  James  C,  Charlotte 
Gordon,  Jeffrey,  Dickson 
Gorzny,  Jan  M,  Dickson 
Hayes,  Phillip  Walton,  Dickson 
Hutchens,  Zachary  McVey,  Centerville 
♦Jackson,  James  T,  Dickson 
Jackson,  James  W,  Dickson 
Koomen,  John  C,  Dickson 
Luplow,  Rolland,  Dickson 
Mahan,  Marcelle,  Dickson 
Mani,  Venk,  Dickson 
Mills,  Van  F,  Dickson 
Orgain,  Robert  W,  Dickson 
Pham  Ngoc  Thuan,  Robert,  Dickson 
Plant,  Richard  Franklin,  Dickson 
Salyer,  John  R,  Dickson 
Sexton,  John  Thomas,  Centerville 
Smith,  Bobby  Joel,  Dickson 
Wiser,  Eldred  Houck,  Dickson 

FENTRESS  COUNTY  MEDICAL  SOCIETY 

Allred,  Baley  Fred,  Jamestown 
Carroll,  Leonard,  Jamestown 
Hensel,  Albert  Earl,  Jamestown 
Joshi,  Dilip  N,  Jamestown 
Kimbrell,  Keith  M,  Crossville 
Smith,  Jack  Calvin,  Jamestown 
Smith,  Richard  D,  Jamestown 
Turner,  Shelby  Oscar,  Clarkrange 

FRANKLIN  COUNTY  MEDICAL  SOCIETY 

Bagby  Jr,  Richard  A,  Winchester 
Boyanton,  Lia  Cecilia,  Cowan 
Boyanton,  Walter  J,  Estill  Springs 
Bryan,  James  Alfred,  Sewanee 
Fort  Jr,  Dudley  Clark,  St  Andrews 
Greer,  Patrick  Roddy,  Winchester 
Holliman,  James  D,  Winchester 
Hood,  Dewey  Woodrow,  Decherd 
Hubbard,  Rex,  Winchester 
Johnson,  Gerald  Eugene,  Winchester 
Kennedy,  Elaine,  Winchester 
♦Keppler,  Chas  B,  Sewanee 
Petrilla,  Diane  L,  Sewanee 
Petrochko,  Nicholas,  Winchester 
Scarborough,  Larry  Keith,  Monteagle 
Smith,  Thomas  Anderson,  Winchester 
Stensby,  James  G,  Winchester 
Stockton,  David  L,  Winchester 
Templeton,  John  Waggoner,  Winchester 
♦VanBlaricum,  James,  San  Antonio,  TX 
♦Villar,  Rodolfo,  Decherd 
♦Way,  Roger  Atkinson,  Sewanee 
Zimmerman,  Thomas  F,  Winchester 

GILES  COUNTY  MEDICAL  SOCIETY 

Agee,  Robt  B,  Pulaski 
Burger,  Charles  W,  Pulaski 
Cooper,  Earnest  H,  Pulaski 
Davis  Jr,  Buford  Preston,  Pulaski 
Fentress,  J Vance,  Pulaski 
Foronda,  Armando  Cabot,  Pulaski 
Haney,  Charles  D,  Pulaski 
Murrey,  Wm  Harwell,  Pulaski 
♦Owen,  Wm  Kendrick,  Pulaski 
Rasche,  Anne  M,  Pulaski 
Rasche,  Richard  Albert,  Pulaski 

GREENE  COUNTY  MEDICAL  SOCIETY 

Aasheim,  Richard  J,  Greeneville 
Atwell,  Phyllis  Sage,  Greeneville 
Austin  Jr,  Joseph  W,  Greeneville 
Austin,  Maynard  Wade,  Greeneville 
Barnes,  Lloyd  Rogers,  Greeneville 
Bean,  Michael  Wm,  Greeneville 
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Beckner  III,  Thos  Folsom,  Greeneville 
Buckman,  David  D,  Greeneville 
Chapman  Jr,  Walter  Clay,  Greeneville 
Cobble,  Douglas  Catron,  Greeneville 
Cole,  Ronald  Arthur,  Greeneville 
Diez  D'Aux,  Robert  C,  Greeneville 
Easterly  Jr,  James  F,  Greeneville 
Ellenburg  Jr,  Luke  Lamar,  Greeneville 
*Ellenburg,  Luke  L,  Greeneville 
Flohr,  Robert  Stephen,  Greeneville 
*Gibson,  Rae  B,  Greeneville 
Giles,  Stanley  A,  Greeneville 
Hartsell,  Michael  H,  Greeneville 
Holt,  Bevley  D,  Greeneville 
Hoppe,  Gordon  Paul,  Greeneville 
*Horner,  Nathan  P,  Greeneville 
Keebler,  Ben  Jennings,  Greeneville 
Marsa,  Gordon  L, ^Greeneville 
Marty,  Aurora  Trivino,  Greeneville 
Mason,  Walter  Lawrence,  Greeneville 
Mathews  Jr,  Kenneth  M,  Blountville 
Mathiesen  Jr,  K Marlin,  Greeneville 
McKinney,  James  Ray,  Greeneville 
McNiel,  Frank  H,  Mosheim 
McNiel,  Janet,  Mosheim 
Metcalf  III,  Dee  Lamar,  Greeneville 
Montgomery,  Chas  Alexander,  Greeneville 
Myers,  Frederick  J,  Greeneville 
Nelson,  Harry  C,  Greeneville 
Odell,  Michael  J,  Greeneville 
Patterson,  David  Oscar,  Greeneville 
Reardon,  Peter,  Greeneville 
*Reviere,  Calvin  Barton,  Greeneville 
Rodgers,  James  Steven,  Greeneville 
Scott,  William  Joseph,  Greeneville 
Shaw,  John  Louis,  Greeneville 
Smead,  William  J,  Greeneville 
Stanley  III,  Richard  E,  Greeneville 
Strange,  E Brad,  Greeneville 
Strimer,  Robert  M,  Greeneville 
Susong,  Kenneth  Clark,  Greeneville 
Turk,  Ronald  E,  Greeneville 
Villeneuve,  Victor,  Greeneville 
Webster,  Thos  Moore,  Greeneville 

HARDIN  COUNTY  MEDICAL  SOCIETY 

Blankenship  Jr,  H,  Savannah 
Brown  II,  Joe  Lawrence,  Jackson 
Brown,  Jane  Warne,  Jackson 
Churchwell,  A Grigg,  Savannah 
Cox,  Malcolm  A,  Savannah 
Freeman,  John  L,  Exizabethton 
Greene,  Richard  S,  Savannah 
Lard,  Janet  Kaye,  Savannah 
Lay,  John  Danl,  Savannah 
Peters,  Joseph  A,  Savannah 
Rao,  Gade,  Savannah 
Roe,  Thos  Vance,  Savannah 
Smith,  Michael  L,  Savannah 
Thomas,  Howard  W,  Savannah 
Thomas,  James  Howard,  Savannah 

HAWKINS  COUNTY  MEOICAL  SOCIETY 

Baird  Jr,  Renfro  B,  Rogersville 
Elkins,  Larry  H,  Rogersville 
♦Gambrel,  Ralph,  Rogersville 
♦Gibbons,  William  E,  Rogersville 
Goyeau,  Francis,  Rogersville 
Huffman,  Charles  D,  Rogersville 
Marcelo,  Bernardino  D,  Rogersville 
Marcelo,  Josefina  Q,  Rogersville 

HENRY  COUNTY  MEDICAL  SOCIETY 

Adams,  Robert  D,  Paris 
Campbell,  Wm  Russell,  Paris 
Garrett,  Glenn  Sanders,  Paris 
Griffey  Jr,  Walter  P,  Paris 
♦Griffey,  Walter  Plummer,  Buchanan 
Harrison,  Terry  O,  Paris 
Lee,  Seung  H,  Paris 
McGee,  James  W,  Paris 
♦McIntosh,  Barry  Park,  Paris 
♦Mobley  Jr,  Emmett  P,  Paris 
Mobley  Jr,  Joe  Dick,  Paris 
^"“umann  Sr,  John  E,  Paris 
Norman,  '''■’iaht  Michael,  Paris 
Robertson,  Jame^,  Buford,  Paris 
♦Ross,  Kenneth  Guysteau,  Paris 
Senter  Jr,  John  Maxwell,  Paris 
Sleadd,  Frank  Bland,  Paris 
Swanson,  Roger  Thomas,  Paris 
Tusa,  Vince  Chas,  Paris 
Walker,  Charles  Allen,  Paris 
Wood,  Thos  Chas,  Paris 

JACKSON  COUNTY  MEDICAL  SOCIETY 

Byrne,  Gregory  L,  Gainesboro 
Dudney,  Elijah  Morgan,  Gainesboro 

KNOXVILLE  ACADEMY  OF  MEOICINE 

Aaby,  Gene  Victor,  Knoxville 
♦Acker  Jr,  Jos  E,  Knoxville 
Acker,  James  Jos,  Knoxville 
Acker,  John  H,  Knoxville 
Acuff,  Wm  Jos,  Knoxville 
Adams,  Arthur  F,  Knoxville 
Adams,  Linas  J,  Knoxville 
Adams,  Terry  Lee,  Knoxville 
Aeberly,  Richard,  Knoxville 


Akin,  Hobart  E,  Knoxville 
♦Akin,  Robt  Louis,  Knoxville 
Alexander,  J Sidney,  Knoxville 
Ambrose,  Paul  Seabrook,  Knoxville 
Ambrosia,  John  M,  Knoxville 
Anderson,  Mark  D,  Knoxville 
Anderson,  Thomas  I,  Knoxville 
Andrews,  Edmund  B,  Knoxville 
Ange,  Chas  Gilmer,  Knoxville 
Ange,  David  Westley,  Knoxville 
Antonucci,  Richard  A,  Knoxville 
Arnold  Jr,  Henry  Grady,  Knoxville 
Arwood,  Don  C,  Knoxville 
Austin,  Stephen  B,  Knoxville 
♦Avera,  John  W,  Oak  Ridge 
Avery,  Bebe  Anne  Bass,  Knoxville 
Avery,  Robert  Bruce,  Knoxville 
Avery,  Shirley  Bannister,  Knoxville 
Baddour  Jr,  George  R,  Knoxville 
Bailey  Jr,  Wm  Ross,  Knoxville 
Baker  Jr,  Martin  Ross,  Knoxville 
Baker  Jr,  Paul  D,  Knoxville 
Baker,  James  W,  Knoxville 
♦Ballou,  Gordon  Steely,  Knoxville 
♦Bankston,  Floyd  N,  Knoxville 
Barnes  III,  Robert  L,  Knoxville 
Barnett,  Charles  F,  Knoxville 
Barron,  Freddie  T,  Knoxville 
Barton,  Ronald  Patterson,  Powell 
Beahm,  Walter  Clarence,  Knoxville 
Beals,  Danl  Franklin,  Knoxville 
Beals,  Joe  Duncan,  Knoxville 
Beamer,  Wilson  C,  Knoxville 
Beasley,  Alfred  Durant,  Knoxville 
Bedwell,  William  Howard,  Knoxville 
Beeler,  T Craig,  Knoxville 
Bell  III,  W Reid,  Knoxville 
Bell,  James  Bowers,  Seymour 
Bell,  John  Henry,  Knoxville 
Bell,  John  L,  Knoxville 
♦Bell,  Spencer  Y,  Knoxville 
Bellingrath,  Len  F,  Knoxville 
Bellomy,  Bruce  B,  Knoxville 
♦Benedict,  Walter  Hanford,  Knoxville 
Benhayon,  Jack,  Knoxville 
Benton,  James  Carl,  Knoxville 
Bevelhimer,  Ann  S,  Knoxville 
Biggs,  Albert  W,  Knoxville 
Biggs,  Monte  Bruce,  Knoxville 
Birdwell,  David  Allen,  Knoxville 
Bishop  Jr,  Archer  W,  Knoxville 
Bishop,  Harry  Louis,  Knoxville 
Black  Jr,  Joe  Wm,  Knoxville 
♦Black,  Chas  W,  Knoxville 
Black,  William  D,  Knoxville 
♦Blair,  Corrie,  Loudon 
Blake  Jr,  John  R,  Knoxville 
Blake,  Lynn  French,  Knoxville 
Blakeley,  Russell  R,  Knoxville 
Blossom,  Gerald  Lee,  Knoxville 
Bogartz,  Leon  Jacob,  Knoxville 
Bost,  Wm  Eugene,  Knoxville 
Boswell,  Wade  H,  Knoxville 
Brabson,  Leonard  Allison,  Knoxville 
♦Bradsher  Jr,  Jacob  T,  Knoxville 
Brakebill,  Larry  C,  Knoxville 
Branson,  Aubra  David,  Knoxville 
♦Brimi,  Robert  John,  Knoxville 
Brinner,  Richard  A,  Knoxville 
Britt,  James  Clyde,  Knoxville 
Broady,  Jos  Leroy,  Knoxville 
Brooks,  Charles,  Knoxville 
Broome,  Monroe  A,  Knoxville 
Brott,  Walter  H,  Knoxville 
Brown  IV,  Lytle,  Knoxville 
♦Brown  Jr,  Frederick  F,  Knoxville 
Bryan,  Ronald  Wm,  Knoxville 
Bullock,  Pamela  Stephens,  Knoxville 
Bunn,  Raymond  Clyde,  Knoxville 
Buonocore,  Edward,  Knoxville 
Burdette,  James  A,  Lenoir  City 
Burkhart,  James  M,  Knoxville 
Burkhart,  John  H,  Knoxville 
Burkhart,  John  McLain,  Knoxville 
Burkhart,  William  L,  Knoxville 
Burns  Jr,  E Brantley,  Knoxville 
Burns  Jr,  James  L,  Knoxville 
Bushkell,  Lawrence  L,  Knoxville 
Bushore,  John  Thos,  Knoxville 
Bushore,  Martha  J Smith,  W Palm  Beach,  FL 
Byrd,  Wm  Geo,  Knoxville 
Campbell  Jr,  John  E,  Knoxville 
Campbell,  John  Wilson,  Knoxville 
Campbell,  Morris  Dean,  Knoxville 
Campbell,  Philip  D,  Knoxville 
Capps,  Robert  J,  Knoxville 
♦Carlomagno,  Oscar  Mario,  Knoxville 
♦Carlson  Jr,  C Sanford,  Knoxville 
♦Carlson,  C Sanford,  Knoxville 
Carpenter,  Kenneth  B,  Knoxville 
♦Carr,  Frederick  W,  Knoxville 
Carter,  Peter  W,  Knoxville 
Catron,  Donald  Gibson,  Knoxville 
Cauble,  Dan  W,  Knoxville 
♦Caylor,  Lloyd  G,  Knoxville 
Chaudhuri,  Udit,  Knoxville 
Cherry,  Ronald  R,  Knoxville 
Chesney,  John  Tucker,  Knoxville 
♦Chesney,  Luther  W,  Knoxville 
Chironna,  Robert  L,  Knoxville 
Chobanian,  Sarkis  J,  Knoxville 
♦Christenberry  Jr,  Henry  E,  Knoxville 
Christenberry  Jr,  K W,  Knoxville 


♦Christian,  Henry  S,  Knoxville 
Christiansen,  Deborah  J,  Knoxville 
Cloud,  Wm  Wiley,  Knoxville 
Cohn,  Richard  A,  Knoxville 
Cole,  Robt  Reland,  Knoxville 
Collier  Jr,  Robt  Hoyal,  Knoxville 
Collins,  Mary  Patricia,  Knoxville 
Collmann,  Irving  Reid,  Knoxville 
Comas,  Frank  Vilanova,  Knoxville 
♦Congdon,  Chas  C,  Oak  Ridge 
Conley,  Dean  Raymond,  Knoxville 
♦Conner,  Edward  D,  Knoxville 
Cooley,  Caroline  E,  Knoxville 
Cooper  Jr,  John  Harrison,  Knoxville 
Copas,  Pleas  R,  Knoxville 
Corey,  David  Anthony,  Knoxville 
Costanzi,  John  J,  Knoxville 
Coughlin  Jr,  Dennis,  Knoxville 
Cox,  David  A,  Knoxville 
Cox,  David  Allan,  Knoxville 
Crawley,  Robert  A,  Knoxville 
Creutzinger,  David  J,  Knoxville 
Crumley,  Joe  C,  Knoxville 
Cummings,  Barry  F,  Knoxville 
Curfman,  W Corbet,  Knoxville 
Dabbs,  Randal  L,  Knoxville 
Dalton,  Morris  Norton,  Knoxville 
Davis,  Lloyd  Cleveland,  Knoxville 
DeFiore  Jr,  Jos  Chas,  Knoxville 
DeLeese,  Joseph  S,  Knoxville 
DeLozier,  Joseph  B,  Knoxville 
DePersio,  John  E,  Knoxville 
DePersio,  Richard  J,  Knoxville 
Dean,  Wesley  R,  Powell 
Demers,  Robert  G,  Knoxville 
Denneny  III,  James  C,  Knoxville 
Denneny,  Elise  C,  Knoxville 
♦Diddle,  Albert  W,  Knoxville 
Dill,  Stephen  H,  Knoxville 
Dilworth,  Lee  L,  Knoxville 
Dobbins,  William  T,  Loudon 
Dodd,  Susan  Price,  Knoxville 
Doiron,  Clint  T,  Knoxville 
♦Domm,  Sheldon  Edward,  Knoxville 
Dooley,  Patrick  M,  Knoxville 
Dorsey,  Larry,  Knoxville 
Dougherty  Jr,  John  H,  Knoxville 
Dougherty,  Robt  Edward,  Knoxville 
Dover,  Norris  L,  Knoxville 
Downs,  James  E,  Knoxville 
♦Dresner,  Evelyn  Edith,  Knoxville 
Duffy,  Mary  Brock,  Knoxville 
Duncan  Jr,  Raphael  H,  Knoxville 
♦Duncan,  Orville  Jack,  Knoxville 
Dyer,  Michael  L,  Knoxville 
Earnest  Jr,  Chas  R,  Knoxville 
Earnhardt,  J William,  Knoxville 
Ebenezer,  C S Albert,  Knoxville 
Eberle,  Andrea  J,  Knoxville 
Eisele,  Sandra  A,  Knoxville 
Eisenstadt,  Michael  L,  Knoxville 
Elder,  Robert  F,  Knoxville 
Elkington,  Stephannie  H,  Knoxville 
Ellenburg,  Donald  T,  Knoxville 
Elliott,  Michael  B,  Knoxville 
Ellis,  Roy  C,  Harrogate 
Ely,  Daniel  S,  Knoxville 
♦Ely,  James  B,  Knoxville 
Embry,  Jerry  J,  Knoxville 
Enderson,  Blaine  L,  Knoxville 
England,  W David,  Knoxville 
Erickson,  Richard  James,  Knoxville 
Etezadi-Amoli , Saeed,  Knoxville 
Evans,  John  Harold,  Knoxville 
Fardon,  David  Favreau,  Knoxville 
Farris,  Richard  Kent,  Knoxville 
Fecher,  Mark  P,  Knoxville 
Feld,  Neil,  Knoxville 
Ferguson,  James  V,  Knoxville 
Fetzer  Jr,  John  Woodrow,  Jefferson  City 
Filchock,  Joanne,  Knoxville 
Fillmore,  Geo  Edward,  Knoxville 
Finelli,  Robert  Edward,  Knoxville 
♦Finer,  Geo  Harvey,  Sarasota,  FL 
Fogle,  Richard  Allen,  Knoxville 
Foster,  Jerry  M,  Knoxville 
Foster,  William  Edwin,  Knoxville 
Frame,  Barry  D,  Knoxville 
Franklin,  Stephen  R,  Knoxville 
♦Freedman,  Harold  D,  Lenoir  City 
Freeman,  Coy,  Knoxville 
Frere  Jr,  John  M,  Knoxville 
Fry  Jr,  Mellon  Alma,  Knoxville 
Furr,  Fred  M,  Knoxville 
Gagliardi,  Marty  P,  Knoxville 
Garber,  Brian  H,  Knoxville 
♦Garcia  Jr,  Jos  Isabel,  Knoxville 
Gardner,  Wm  Henry,  Knoxville 
Garrett  Jr,  Albert  S,  Oak  Ridge 
Gaylord,  Mark  S,  Knoxville 
♦Gee  Jr,  Geo  Leonard,  Knoxville 
Gentry,  Robt  Homer,  Knoxville 
Gerkin,  David  George,  Knoxville 
Ghori,  Abdul  H Khan,  Knoxville 
Gibson,  Carl  Eugene,  Knoxville 
Gilbertson,  Robt  B,  Knoxville 
Gillespie,  Richard  Allen,  Knoxville 
Gitschlag,  Gary  N,  Knoxville 
Gitschlag,  Kamilia  F,  Knoxville 
Glatt,  Herbert  J,  Knoxville 
Gleaves  Jr,  James  E,  Knoxville 
Glover,  A Michael,  Knoxville 
Godwin,  Chas  Wayne,  Knoxville 
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Goldman,  Mitchell  H,  Knoxville 
*Goodge,  Bayard  D,  Concord 
Googe  Jr,  Joseph  M,  Knoxville 
Googe,  Paul  B,  Knoxville 
Goudelock,  D Stevenson,  Louisville 
Gouffon,  Chas  Allen,  Knoxville 
Gould,  Howard  R,  Knoxville 
Grabeel,  Conrad  Lindsay,  Knoxville 
Graham,  Randal  O,  Knoxville 
Gray,  Frank  Benton,  Knoxville 
Green,  Daniel  M,  Knoxville 
Green,  Linda  K,  Knoxville 
Greene,  James  Allen,  Knoxville 
Greene,  Richard  W,  Knoxville 
Greenwood,  Jeffery  D,  Knoxville 
Greeson,  Gordon  S,  Knoxville 
Griffith,  Robt  Carl,  Knoxville 
Grossman,  Allan  M,  Knoxville 
Guyton  Jr,  James  R,  Knoxville 
Gyurik,  Catherine  E,  Knoxville 
Haase  Jr,  Theodore  F,  Knoxville 
Hagood  Jr,  Lewis  Russell,  Knoxville 
Hahn,  Jan  T,  Lenoir  City 
Hall,  Don  J,  Knoxville 
Hall,  Robt  Edmund,  Knoxville 
Hall,  William  C,  Knoxville 
Hampton,  Bert  Allan,  Knoxville 
Hanna,  Wahid  T,  Knoxville 
Haq,  Jamshed  U,  Knoxville 
Haraf,  Frank  Jos,  Knoxville 
Harb,  Jos  W,  Knoxville 
Hargrove,  R Leslie,  Knoxville 
Harp,  Daryl  L,  Knoxville 
Harrell,  Thomas  G,  Knoxville 
Harris  Jr,  David  J,  Knoxville 
Harris,  Robt  Wayne,  Knoxville 
Harrison,  John  E B,  Knoxville 
*Harrison,  Wm  Blair,  Loudon 
Hassell,  David  F,  Knoxville 
*Hayes  Jr,  Tuckey  J T,  Knoxville 
Hayworth,  Ray  Milton,  Knoxville 
Hecht,  Jeffrey  S,  Knoxville 
*Heintzelman,  John  H L,  Lenoir  City 
Heiser,  Don  Richard,  Knoxville 
Hembree,  Douglas  Kirby,  Knoxville 
Hemphill,  James  Louis,  Knoxville 
Henderson,  Richard  Winn,  Knoxville 
Hendrick,  Sophia  J,  Knoxville 
Henry,  Bertram  Rowe,  Knoxville 
Henschen,  Bruce  L,  Knoxville 
Hetrick,  Thomas  Henry,  Knoxville 
Hicks  Jr,  Howard  Kenneth,  Knoxville 
*Hicks,  Howard  Kenneth,  Knoxville 
Higgins,  Thomas  G,  Knoxville 
Hill,  Hubert  Cawood,  Knoxville 
Hitch  Jr,  James  Parks,  Knoxville 
Hoadley,  Stephen  D,  Knoxville 
*Hobart  Jr,  Richard  Loren,  Powell 
Hodge,  Frederick  Wm,  Knoxville 
*Hoey,  David  Francis,  Knoxville 
Hogan,  William  Mitchell,  Knoxville 
Holmes,  William  S,  Knoxville 
Holt,  E Michael,  Knoxville 
Hookman,  Lawrence  D,  Knoxville 
Horton,  W Don,  Knoxville 
Hoskins,  John  C,  Knoxville 
*Hoskins,  Leon  Cuno,  Knoxville 
Hovis,  Wm  Marvin,  Knoxville 
*Howard  Jr,  G Turner,  Knoxville 
Howe,  John  W,  Knoxville 
Hubbard,  Elizabeth  W,  Knoxville 
Hubner,  Karl  Franz,  Knoxville 
Huddleston,  Chas  Irving,  Knoxville 
Hudgens  Jr,  James  F,  Knoxville 
Hudson  Jr,  Arnold  R,  Knoxville 
*Huggin,  Perry  M,  Redlands,  CA 
Hurst,  Fred  Alan,  Knoxville 
Huskey,  Larry  Cecil,  Knoxville 
Hutchins,  Stephen  F,  Knoxville 
Hutson,  Chas  Combs,  Knoxville 
Hyatt,  Hugh  Crockett,  Knoxville 
Hyde,  Gilbert  L,  Knoxville 
*Idol,  Enoch  Colvin,  Knoxville 
♦Irwin,  Clifton  E,  Knoxville 
Ivens,  Mark  Young,  Knoxville 
Jackson,  Robert  C,  Knoxville 
Jeffries,  Glenn  Edward,  Knoxville 
♦Jenkins,  Astor  L,  Knoxville 
Jenkins,  Basia  Irene  M,  Knoxville 
Jennings,  Jeffory  G,  Knoxville 
Jobson,  Kenneth  O,  Knoxville 
Johnson  Jr,  William  Reeves,  Knoxville 
Johnson,  Clifford,  Knoxville 
Johnson,  Jerry  Richard,  Knoxville 
Johnson,  Joe  Breese,  Knoxville 
Jones,  Francis  S,  Knoxville 
Jones,  Michael  E,  Knoxville 
Jost,  Richard  Raymond,  Spring  City 
Jourdan,  Paul  Leon,  Knoxville 
♦Joyce,  Margaret  Eliz,  Ocean  Springs,  MS 
Julius,  Clark  Eldon,  Knoxville 
Kabbani,  Sam  A,  Knoxville 
Kaserman,  Fred  B,  Knoxville 
Kattine,  Anthony  Albert,  Knoxville 
Kelly,  Arthur  Pat,  Knoxville 
Kennedy,  A Glenn,  Knoxville 
♦Kennedy,  John  Olney,  Knoxville 
Kennedy,  Michael  B,  Knoxville 
Kesterson,  Gregg  H D,  Knoxville 
♦Kesterson,  John  E,  Knoxville 
Khairollahi,  Vali,  Knoxville 
Killeffer,  Fred  Ayres,  Knoxville 
Kim,  Yoo  Keun,  Knoxville 


Kincaid,  Geoffrey  C,  Knoxville 
King,  Irvin  Ray,  Knoxville 
King,  Jack  Donald,  Knoxville 
King,  Jeffrey  T,  Knoxville 
Kirk  Jr,  Clifford  C,  Knoxville 
♦Klein  Jr,  Victor  Hill,  Knoxville 
Klein,  Carl  John,  Knoxville 
Klein,  Frederick  A,  Knoxville 
Kliefoth  III,  A Bernhard,  Knoxville 
Knowling,  Robt  Edward,  Knoxville 
Koefoot  Jr,  R Bruce,  Knoxville 
Krauss,  Stephen,  Knoxville 
Krisle  III,  George  Menees,  Knoxville 
Kropilak,  Michael  D,  Knoxville 
Kubota,  Thomas  T,  Knoxville 
Lacey  III,  John  W,  Knoxville 
Laing,  Wm  Gavin,  Knoxville 
Lash,  Robt  F,  Knoxville 
Lassiter,  Alan  K,  Knoxville 
Latham,  Kent  Emerson,  Knoxville 
Law  Jr,  William  M,  Knoxville 
Law  Sr,  William  M,  Knoxville 
Lazarus,  Stephen  M,  Knoxville 
LeBel,  Serge,  Knoxville 
LeTard,  Francis  X,  Knoxville 
Leahy,  Michael  Douglas,  Knoxville 
Lee,  Larry  H,  Oak  Ridge 
Leonard,  Joe  H,  Knoxville 
Lester,  Thomas  Edward,  Knoxville 
Lethco,  Gary  W,  Knoxville 
Lewis,  Gloria  L,  Knoxville 
Lewis,  Robt  A,  Knoxville 
Lieberman,  Jon  F,  Knoxville 
Lighter,  Donald  E,  Knoxville 
Lincoln,  Thomas  A,  Knoxville 
Line,  Felix  Glen,  Knoxville 
Littlefield,  Thomas  R,  Knoxville 
London,  Frank,  Knoxville 
Long,  Henry  Heath,  Knoxville 
Lorch,  Vichien,  Knoxville 
Lowry,  Randolph  M,  Knoxville 
Lowry,  Thos  Henry,  Knoxville 
Lozzio,  Carmen  Bertucci,  Knoxville 
Luallen,  Jennifer  J,  Knoxville 
Luna,  Joe  Louis,  Knoxville 
Luttrell,  Arvell  Stanley,  Knoxville 
Mack  Jr,  John  W,  Knoxville 
Maddox  Jr,  John  R,  Knoxville 
Madigan,  Robt  Regis,  Knoxville 
Maggart,  Michael  L,  Knoxville 
Malone  Jr,  Edward  M,  Knoxville 
Mancebo,  Gerald  L,  Knoxville 
Mandojana,  Ricardo  M,  Knoxville 
Manning,  Richard  O,  Knoxville 
Marcy,  John  Sami,  Knoxville 
Marshall,  John  Housden  L,  Knoxville 
Martin,  Robert  0,  Knoxville 
Massingale,  H Lynn,  Knoxville 
Masters,  Steven  Bradley,  Knoxville 
Mathews,  Carl  Leslie,  Knoxville 
Maull,  Kimball  I,  Knox^/ille 
Maves,  Barry  V,  Knoxville 
♦Maynard,  Margaret  Agnes,  Atlanta,  GA 
Mays,  Richard  H,  Knoxville 
McCallen,  Perry  Boies,  Knoxville 
♦McCammon,  Curtis  P,  Knoxville 
♦McCampbell,  Bruce  R,  Knoxville 
McCauley  Jr,  Lowell  L,  Knoxville 
McCollum,  Lionel  D,  Knoxville 
McCormack,  Greg  W,  Knoxville 
McCoy  III,  William  John,  Knoxville 
McGhee,  V7illiam  Edward,  Knoxville 
McGinn,  Larry  Dean,  Knoxville 
McGinnis,  Carroll  William,  Knoxville 
McGuire,  William  L,  Knoxville 
McKenzie,  Donald  Keith,  Knoxville 
McKenzie,  Jerome  F,  Knoxville 
♦McKinney,  Marion  Berry,  Knoxville 
McKissick,  William  R,  Knoxville 
McMurray,  John  P,  Knoxville 
McMurry,  Joseph  Searle,  Knoxville 
McPeake  III,  William  T,  Knoxville 
♦McPeake,  William  T,  Loudon 
Meacher,  David  A,  Knoxville 
Meadows,  Robt  Walter,  Knoxville 
Meisenheimer , Stephen  L,  Knoxville 
Meyers,  Anthony  L,  Knoxville 
Miale,  Thomas  D,  Knoxville 
Miller  Jr,  Carter  F,  Knoxville 
Miller,  Christopher  A,  Knoxville 
Miller,  Michael  M,  Knoxville 
Miller,  Thomas  R,  Knoxville 
Miller,  Wm  Obed,  Knoxville 
Millwood,  Roger  H,  Maryville 
Minardi,  Joseph  D,  Knoxville 
Minchey,  John  W,  Knoxville 
Mire,  A Dean,  Knoxville 
Misra,  Sarada  N,  Knoxville 
Mitchell,  Donald  Eugene,  Lenoir  City 
Mitchell,  Michael  E,  Knoxville 
Mitchell,  Phillip  R,  Knoxville 
♦Mitchell  Sr,  Foy  B,  Knoxville 
Mixon,  William  R,  Knoxville 
Mobley,  Jack  Murphy,  Knoxville 
Moffett,  Steven  R,  Knoxville 
Montgomery  Jr,  John  Lee,  Knoxville 
Montgomery,  Jos  Tucker,  Knoxville 
Montgomery,  Robert  N,  Knoxville 
Moon,  Jos  Benjamine,  Knoxville 
Moore  Jr,  John  David,  Knoxville 
Moore  Jr,  Merrill  Dennis,  Knoxville 
Moore,  Robert  Saylor,  Knoxville 
Mooreside,  Douglas  Edward,  Knoxville 


Morehead,  Lance,  Knoxville 

Moreno,  Francisco  G,  Knoxville  ' 

Morgan,  Tommy  E,  Knoxville  ■ 

Morgan,  Travis  Eugene,  Knoxville 
Morris,  Steven  Allen,  Knoxville 
Morton,  Anthony  W,  Knoxville 
♦Moseley,  James  E,  Knoxville 
Mounger,  Emerson  Jay,  Knoxville 
Mueller,  Robt  Louis,  Knoxville 
Mumford,  Mark  S,  Knoxville 
Murphy,  M Dianne,  Knoxville 
Murray  Jr,  Edward  Lee,  Knoxville 
Muse  Jr,  Wm  Scott,  Knoxville 
♦Muse  Sr,  Wm  S,  Knoxville 
Mutter,  Mitchell  L,  Knoxville 
Myers,  James  David,  Knoxville 
Natelson,  Stephen  Ellis,  Knoxville 
Neblett,  John  W,  Knoxville 
Nelson  Jr,  Henry  S,  Maryville 
Nelson  Jr,  John  R,  Knoxville 
♦Nelson  Jr,  Wm  Alexander,  Knoxville 
Nelson,  Bill  M,  Knoxville 
Nelson,  Mark  L,  Knoxville 
Newton,  Kristy  L,  Knoxville 
♦Niceley,  Eugene  Park,  Knoxville 
Niethammer  III,  John  G,  Knoxville 
Norwood,  Christopher  W,  Knoxville 
Noxon,  Elvin  B,  Knoxville 
Noxon,  Jean  K,  Knoxville 
O'Brien,  Patrick,  Knoxville 
O' Kelley,  Kenneth  R,  Knoxville 
Obenour,  Richard  A,  Knoxville 
Ogden,  Harry  K,  Knoxville 
Ogle,  Homer  Campbell,  Knoxville 
Otis,  Michael  Vaughn,  Knoxville 
Overholt,  Bergein  F,  Knoxville 
Overholt,  Robert  Marion,  Knoxville 
Owen,  J David,  Knoxville 
Ozdil,  Turan,  Knoxville 
Pack,  Ronald  Lynn,  Knoxville 
Paine  Jr,  Raymond  Lee,  Knoxville 
Palatinus,  Jos,  Oak  Ridge 
Pannocchia,  Luis  C,  New  Tazewell 
Pappas,  Sam  Geo,  Knoxville 
Park,  Soung-Ho,  Knoxville 
♦Parsons,  Roy  B,  Kodak 
Passarello,  Michael  J,  Knoxville 
Patil,  Vijaya  R,  Knoxville 
♦Patterson  Jr,  Reese  W,  Knoxville 
♦Patterson  Jr,  Robt  F,  Knoxville 
Patterson,  Frances  K,  Knoxville 
♦Patterson,  Wm  L,  Knoxville 
Patteson,  Stephen  K,  Knoxville 
Paulsen,  Wm  Allen,  Knoxville 
♦Payne,  Francis  Homer,  Knoxville 
Peagler,  Chas  G,  Knoxville 
Pearce,  Robert  E,  Knoxville 
Pedigo,  Randall  E,  Knoxville 
Peebles,  Fred  Neal,  Knoxville 
Peeden,  Paula  Z,  Knoxville 
Peeler,  Molly  M,  Knoxville 
Perry,  Ronald  Howard,  Knoxville 
Petty,  Albert  M,  Knoxville 
Phelps  Jr,  Preston  V-,  Knoxville 
Phelps,  Richard  W,  Knoxville 
Phillips,  Michael  D,  Knoxville 
Pickett,  James  C,  Alcoa 

Pienkowski,  Marek  M,  Bristol  r 

♦Pierce,  Ira  S,  Knoxville 
Pierce,  Steven  Faulkner,  Knoxville 
Pierce,  Truett  H,  Sneedville 
♦Pitard,  Cecil  E,  Knoxville  j| 

Place,  James  G,  Knoxville  i 

Pool,  Michael  L,  Knoxville  L 

Porter,  F Raymond,  Knoxville 
♦Powell,  Wm  Forrest,  Knoxville 
♦Powers,  Bruce  Rankins,  Knoxville  i'- 

Powers,  Laura  B,  Knoxville 
Powers,  Timothy  P,  Knoxville 
Powers,  Wilson  L,  Knoxville 
Powers,  Wilson  Watkins,  Knoxville 
Presswood,  James  J,  Knoxville 
Pride,  H Hammond,  Knoxville 
Prince  Jr,  Thos  Chafer,  Knoxville 
Prince,  Mark  D,  Knoxville 
Prinz,  Stephen  C,  Knoxville 
Pritcher,  G Mark,  Knoxville 
♦Prose,  James  Clinton,  Knoxville 
Purvis,  John  T,  Knoxville 
Quilty,  Charles  L,  Louisville 
Rader,  Gregg  M,  Knoxville 

Rader,  Karen  T,  Knoxville  !, 

♦Range,  John  A,  Knoxville  * 

Rankin,  David  M,  Knoxville  J 

Raulston  Jr,  Kenneth  L,  Knoxville  j 

Rawson,  Freeman  L,  Knoxville  | 

Reath,  David  B,  Knoxville  \ 

Reed,  Steven  W,  Knoxville  | 

Reed,  Warren  G,  Knoxville  j 

Regester  Jr,  Rolland  F,  Knoxville  A 

Reid,  William  Stuart,  Knoxville  'i 

Reynolds,  Charles  W,  Knoxville  > 

♦Richards,  Paul  D,  Knoxville  ^ 

Riggins,  Billy  Newall,  Knoxville  ■! 

Rimer,  Ronald  Lee,  Knoxville  ( 

Rist,  Toivo  E,  Knoxville  j 

Roberts,  Jeffrey  R,  Knoxville  ^ 

Robinson,  Richard  Walter,  Knoxville  , 

Rochester,  John  Crawford,  Knoxville 
Rodgers  Jr,  John  C,  Knoxville 
♦Rogers,  Jerry  Ray,  Norfolk,  VA  i 

♦Rogers,  Wm  Klar,  Knoxville 
Rose  III,  Richard  C,  Knoxville 
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Rowe,  Buford  E,  Knoxville 
Rowe,  Cecil  Darrell,  Knoxville 
Royer,  John  M,  Knoxville 
Rudolph,  Burton  M,  Knoxville 
Rueff,  David  Anthony,  Knoxville 
*Rule  III,  William,  Knoxville 
Rule,  Jack  Andrew,  Knoxville 
Rule,  Kenneth  Andrew,  Knoxville 
♦Rule,  Kenneth  Boyd,  Knoxville 
Russell,  Robt  Claude,  Knoxville 
Russell,  Stephen  A,  Knoxville 
Ruth,  Alex,  Knoxville 
Rutherford  Jr,  Chas  E,  Knoxville 
Rutherford,  Kyle  Otis,  Knoxville 
Rylands,  John  Craig,  Knoxville 
Sain,  Robt  Lynn,  Knoxville 
Sandberg,  Ronald  Kenneth,  Knoxville 
Sanders,  Jerry  E,  Knoxville 
Sawyer,  Christopher  E,  Knoxville 
Scariano  Jr,  Jack  E,  Knoxville 
Schaumburg,  Edwin  W,  Knoxville 
Schneider,  Wm  James,  Knoxville 
Scott,  John  Christopher,  Knoxville 
Seals,  James  L,  Knoxville 
Seals,  Roy  Lee,  Knoxville 
Seaton,  Douglas  Y,  Knoxville 
Segars,  James  Hugh,  Knoxville 
Semmer,  John  R,  Knoxville 
Serrell,  Paul  Burt,  Knoxville 
Sevilla,  Evelyn  A,  Knoxville 
♦Sexton  Jr,  Richard  Carr,  Knoxville 
Sexton,  David  G,  Knoxville 
Sexton,  David  Herron,  Oak  Ridge 
Seymour,  Digby  Gordon,  Knoxville 
Shanks  Jr,  James  F,  Knoxville 
Shea  Jr,  Walter  C,  Lenoir  City 
Shepard,  Douglas  L,  Knoxville 
Shepherd,  T Preston,  Knoxville 
Shupp,  David  L,  Knoxville 
Siddiqi,  Naseemul  Hag,  Knoxville 
Siddiqui,  Hafeezul  H,  Knoxville 
♦Sienknecht,  E Charles,  Knoxville 
Silver,  H Steven,  Knoxville 
Simmons,  John  D,  Knoxville 
Simmons,  Reyna Id  T,  Knoxville 
Simons,  Jon  Ruric,  Knoxville 
Slutzker,  A David,  Knoxville 
Slutzker,  Daniel  M,  Knoxville 
♦Smeltzer,  Chas  C,  Knoxville 
Smith,  Bruce  A,  Knoxville 
♦Smith,  Eugene  Baxter,  Knoxville 
Smith,  Joe  S,  Knoxville 
Smith,  Louis  A,  Knoxville 
Smith,  Michael  G,  Knoxville 
Smith,  Robt  Lloyd,  Knoxville 
Smith,  Steven  A,  Ponte  Verda  Bch,  FL 
♦Smith,  Vernon  I,  Louisville 
Smith,  Wm  N,  New  Tazewell 
Solomon,  Alan,  Knoxville 
Soss,  Sheldon  Barry,  Knoxville 
Sowell,  Jonathan  W,  Knoxville 
Staley  Jr,  John  R,  Knoxville 
Stallworth,  Wm  Park,  Knoxville 
Stanley  Jr,  Lowell  D,  Knoxville 
♦Stevens,  Thos  F,  Knoxville 
Stiles  Jr,  James  H,  Knoxville 
♦Stockman,  John  Milton,  Knoxville 
Suganthara j , Christiana  R,  Knoxville 
Sullivan  Jr,  Thos  Alan,  Knoxville 
Sullivan,  Wm  Ross,  Knoxville 
Sundahl,  C Gerald,  Knoxville 
♦Swann  Jr,  Wm  Kirk,  Knoxville 
Sweet,  Jo  Gordon,  Knoxville 
Tarwater,  Jean  Cate,  Knoxville 
Tatum,  Robert  K,  Knoxville 
Tauxe,  Edward  L,  Knoxville 
Taylor,  James  Walter,  Knoxville 
Taylor,  Kenneth  M,  Knoxville 
Teague,  Dale  Alexander,  Knoxville 
Terry,  William  F,  Knoxville 
Thomas,  Gary  L,  Knoxville 
Thomas,  Paul  A,  Knoxville 
Thomas,  T Darrell,  Knoxville 
♦Tipton,  Wm  Marshall,  Knoxville 
Tompkins,  Forrest  G,  Knoxville 
Toney  III,  Lee  E,  Knoxville 
Toyohara,  Hiroshi,  Knoxville 
Traylor,  Thomas  Reid,  Knoxville 
Treat,  Elmer  Lawrence,  Knoxville 
Trent,  Billy  Carl,  Knoxville 
Trent,  Lucian  Williams,  Knoxville 
Trivedi,  Nayana  M,  Knoxville 
Trudell,  Randall  G,  Knoxville 
Turner,  James  Espy,  Knoxville 
♦Turney,  M Frank,  Knoxville 
Tyler  Jr,  Wm  Alexander,  Knoxville 
Underwood,  Michael  D,  Knoxville 
Urban,  Donald  A,  Knoxville 
Uri,  Margaret,  Knoxville 
Ustynoski,  Kenneth  R,  Knoxville 
Valentine,  Robert  G,  Knoxville 
Vandergriff,  Wm  Lowell,  Knoxville 
Vick,  George  W,  Knoxville 
Vickers  Jr,  Marvin  Haber,  Knoxville 
Vinsant,  Christopher  L,  Knoxville 
Wade  Jr,  Dwight  Robt,  Knoxville 
Wakefield,  Paul  H,  Knoxville 
Walker,  Bruce  Edwin,  Knoxville 
Walker,  Norma  Bragg,  Knoxville 
Walker-Fillmore , Janice,  Knoxville 
Wall,  James  Wheland,  Knoxville 
Wallace,  Sidney  L,  Knoxville 
Waller,  David  H,  Knoxville 


Wallis,  Donald  Edwin,  Knoxville 
Walters,  William  J,  Knoxville 
♦Walton  Jr,  Clifford  L,  Knoxville 
Ware,  Robt  Edwin,  Knoxville 
Watson,  David  Theodore,  Knoxville 
Watts,  Glenn  Ferrell,  Knoxville 
Webber,  Geo  Robt,  Knoxville 
Weissfeld,  Steven  C,  Knoxville 
Wender,  Chas  M,  Knoxville 
♦Whanger,  Herbert  Noel,  Knoxville 
White,  Robert  F,  Knoxville 
Whitehurst,  James  H,  Knoxville 
Whittington,  John  Wm,  Knoxville 
♦Whittle,  Robt  Bruce,  Knoxville 
Williams,  Muriel  Lester,  Knoxville 
Williams,  Richard  E,  Knoxville 
Williford,  William  N,  Knoxville 
Willingham,  Richard  B,  Knoxville 
Wilson  Jr,  Stephen  G,  Knoxville 
Wilson,  David  D,  Knoxville 
Wilson,  Robin  Terrell,  Knoxville 
♦Winebrenner , John  Danl,  Knoxville 
Winn,  Donna  Marie,  Knoxville 
Wittke,  Paul  Edward,  Knoxville 
Wohlwend,  Chas  David,  Knoxville 
♦Wolaver,  John  Harrison,  Knoxville 
Wolfe,  J Frederick,  Knoxville 
Wood,  George  H,  Knoxville 
Wooten,  B David,  Knoxville 
Wooten,  Paul  T,  Knoxville 
Worden,  James  P,  Knoxville 
Worthington,  W.  Hall,  Knoxville 
Wright,  Glenn  E,  Knoxville 
Yates,  James  Douglas,  Knoxville 
Yatteau,  Ronald  Francis,  Knoxville 
Youmans,  Wm  Tinsley,  Knoxville 
Young,  Thomas  L,  Knoxville 
Young,  Vernon  Hutton,  Knoxville 
♦Young,  Vincent  T,  Concord 
♦Zachary,  Eugene  G,  Knoxville 
Zimmerman,  Andrew  W,  Knoxville 
♦Zirkle  Jr,  Geo  Andrew,  Knoxville 
♦Zirkle,  Chas  Rankin,  Knoxville 
Zirkle,  Peter  Kevin,  Knoxville 
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Alexander,  Wm  King,  Morristown 
♦Allen,  Erman  Dale,  White  Pine 
Amador  Jr,  Jose  Garcia,  Morristown 
Anderson,  C Cole,  Morristown 
Andrews,  Douglas  Eugene,  Morristown 
Ballard,  Peter  Francis,  Morristown 
Barclay,  Lee  Roy,  Morristown 
♦Bellaire,  Mack  J,  Tulsa,  OK 
Blake,  Cleland  Conway,  Morristown 
Booker,  Burt  L,  Morristown 
Brock,  Howard  Thos,  Morristown 
♦Bryan,  Leander  C,  Rutledge 
♦Bukeavich,  Alfred  Peter,  Morristown 
Bukovitz,  Mary  Elizabeth,  Morristown 
♦Caldwell,  John  Donald,  Morristown 
Carver,  Michael  C,  Knoxville 
♦Cawood,  David  Clayton,  Jefferson  City 
Chronis,  Alex  J,  Knoxville 
Chung,  Sung  Jang,  Morristown 
Clark,  Peter,  Bean  Station 
Collinson,  Kim  A D,  Morristown 
Darby,  Dewayne  P,  Jefferson  City 
♦Duby  Jr,  Clarence  Jos,  Morristown 
Ellis  Jr,  John  W,  Jefferson  City 
Ellis,  Frank  S,  Morristown 
Fulk,  Charles  S,  Morristown 
Gordon,  Marilyn  J,  Morristown 
Greene  Jr,  David  Louis,  Morristown 
Gronewald,  Wm  Robt,  Morristown 
Gutch  III,  Wm  John,  Morristown 
Helms,  Crampton  Harris,  Morristown 
Hill,  Tenny  Jacob,  Rutledge 
Horner  III,  John  C,  Morristown 
Howard,  Jessie  Eugene,  Jefferson  City 
Hunt,  Robert  M,  Morristown 
Jamison,  R Alan,  Morristown 
Kim,  Joo-Taek,  Morristown 
Kinser,  John  H,  Morristown 
Lindsey,  Charles  Hugh,  Morristown 
Little  Jr,  Frank  B,  Morristown 
Lowry  III,  Orlanda  R,  Morristown 
Lynch,  Everette  G,  Morristown 
McKnight,  Russell  Delbert,  Morristown 
McLemore,  Wayne  L,  Morristown 
McNeil,  David  Wyatt,  Morristown 
Merritt,  O L,  Dandridge 
♦Milligan,  Frank  Leslie,  Jefferson  City 
Milligan,  Leslie,  Jefferson  City 
♦Muncy,  Estle  Pershing,  Jefferson  City 
Patton,  Lance  S,  Jefferson  City 
Payne,  Steven  D,  Morristown 
Perez,  Ivan,  Morristown 

Potter  III,  William  Walter,  Morristown 
Presutti,  Henry  J,  Morristown 
Reed,  Paul  Emory,  Sneedville 
Renner  Jr,  Omer  Clyde,  Morristown 
Sams,  Josiah  B,  Morristown 
Scott,  Chas  Seale,  Morristown 
Tindall,  J Raymond,  Morristown 
Trusler,  Powell  Maden,  Morristown 
Wee  Eng,  Jose  L,  Morristown 
Willbanks,  David  Verner,  Morristown 
Yates,  Raymond  Bernard,  Morristown 
Zirkle,  John  W,  Jefferson  City 


LAWRENCE  COUNTY  MEDICAL  SOCIETY 

Berry,  Frances  A,  Lawrenceburg 
Campbell  Jr,  Earl  Roy,  Lawrenceburg 
Crowder  Jr,  Virgil  Holt,  Lawrenceburg 
♦Crowder,  Virgil  H,  Lawrenceburg 
♦Davidson,  Boyd  P,  Lawrenceburg 
Dobias,  Matthew  Charles,  Lawrenceburg 
Everett,  Leon  E,  Lawrenceburg 
Garey,  David  L,  Lawrenceburg 
Henderson,  Norman  Leroy,  Lawrenceburg 
Hudgins,  J Carmack,  Lawrenceburg 
Khatri,  Haresh  H,  Lawrenceburg 
Mangubat,  Jaime  Virata,  Waynesboro 
Mauricio,  Lilia  D,  Lawrenceburg 
Methvin,  Ray  Elwin,  Loretto 
♦Parrish,  Villard,  Lawrenceburg 
Qualls,  Jerry  Franklin,  Lawrenceburg 
Shah,  Jayraj  C,  Lawrenceburg 
Staley,  Homer  Lee,  Lawrenceburg 
Sutherland,  W Shaen,  Lawrenceburg 
♦Taylor,  Carson  E,  Lawrenceburg 
Thomas,  Henry  Lewis,  Lawrenceburg 
Turman,  Alfred,  Lawrenceburg 

LINCOLN  COUNTY  MEDICAL  SOCIETY 

Ashby,  Sam  Michael,  Fayetteville 
Barnes,  Larry  W,  Fayetteville 
Cobb,  Rudy  Theodore,  Fayetteville 
Gowda,  H R Mallappa,  Fayetteville 
Jones,  William  R,  Fayetteville 
♦Marshall,  Clyde  B,  Ardmore 
McCauley,  David  R,  Fayetteville 
Morrison,  Theresa,  Fayetteville 
Norman,  Warren  T,  Fayetteville 
Norskov,  Wm  Richard,  Fayetteville 
Patel,  Yashwant  P,  Fayetteville 
♦Patrick  Jr,  Thos  Alex,  Fayetteville 
Ralston  Jr,  Fred,  Fayetteville 
♦Toone,  C Doyne,  Myrtle  Beach,  SC 
Vaswani,  Ramesh  M,  Fayetteville 
Whittemore,  Paul  Edward,  Petersburg 
Young  Jr,  Richard  Wilson,  Fayetteville 
Young,  Wm  Me  Kinney,  Fayetteville 

MACON  COUNTY  MEDICAL  SOCIETY 

Chitwood  Jr,  Chas  C,  Lafayette 
♦Deck  Jr,  Marvin  Edward,  Lafayette 

MARSHALL  COUNTY  MEDICAL  SOCIETY 

Alfredson,  David  G,  Belfast 
Bone,  George,  Lewisburg 
Harnisch,  Kurt,  Lewisburg 
Johnson,  James  Lee,  Lewisburg 
♦Leonard,  John  Clarence,  Lewisburg 
Lewis,  Melvin  Glenn,  Lewisburg 
♦Morgan  Jr,  Harcourt  A,  Lewisburg 
Nash,  Timothy  A,  Lewisburg 
Phelps  Jr,  Kenneth  J,  Lewisburg 
♦Phelps  Sr,  Kenneth  J,  Lewisburg 
♦Poarch,  Wm  Saxon,  Lewisburg 
Rutledge,  Jones  Flanagan,  Lewisburg 
Sharma,  N N,  Lewisburg 
Surber,  Jerry  Lee,  Lewisburg 
♦Taylor,  Wm  L,  Lewisburg 
Tepedino,  Michael  J,  Lewisburg 
VonAlmen,  Jos  Franklin,  Lewisburg 
Wolcott,  Eugene  S,  Lewisburg 
Yama,  George  H,  Lewisburg 

MAURY  COUNTY  MEDICAL  SOCIETY 

Andrews,  Claudia  S,  Columbia 
Ball,  Charles  A,  Mount  Pleasant 
Barr,  Ralph  I,  Columbia 
Berry,  Sidney  A,  Columbia 
Brown,  Jerry  M,  Columbia 
Brown,  John  Preston  Watt,  Columbia 
Choksi,  Amit  A,  Columbia 
Clifford  Jr,  Rufus  R,  Columbia 
Dake,  Thos  Scott,  Columbia 
Daniel,  Eslick  Ewing,  Columbia 
Daniels,  David  Allen,  Columbia 
Davis,  Patricia  Clifford,  Columbia 
Duncan,  Thos  Ray,  Columbia 
Ferrell,  Harold  Wiley,  Columbia 
Fiedler  Jr,  Geo  Adolph,  Columbia 
Fitts  Jr,  James  Morgan,  Columbia 
♦Gardner  Jr,  Carl  C,  Columbia 
Gardner,  Benny  A,  Columbia 
Gordon,  Timothy  Edward,  Columbia 
Gray,  Susan  Thomas,  Columbia 
Hargrove,  Joel  T,  Columbia 
Harmon  Jr,  Roy  F,  Columbia 
Harmuth  III,  Charles  Robert,  Columbia 
Harwell,  Valton  Carden,  Columbia 
Hausmann,  Jan  M,  Columbia 
Heard,  George  J,  Columbia 
♦Helm,  Harry  C,  Columbia 
High,  Ben  Greer,  Columbia 
Hudson,  Chas  Craig,  Columbia 
Hunter,  Thomas  A,  Columbia 
Jameson  III,  Chet  Houston,  Columbia 
Jernigan,  William  N,  Columbia 
Kelley,  James  Brinkley,  Columbia 
Kustoff,  Ralph,  Columbia 
Kuykendall,  Sam  J,  Columbia 
♦Langa,  Ambrose  M,  Columbia 
Lay,  Allyn  Monroe,  Columbia 
Leach,  James  W,  Columbia 
Lee,  Suellen  C,  Columbia 
Maloof  III,  John  A,  Columbia 
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Marshall,  James  H,  Columbia 
*Mayfield  Jr,  Geo  Radford,  Columbia 
*Miller,  Clay  R,  Columbia 
Monroe,  Linda  P,  Columbia 
Moore,  Kenneth  Lynn,  Columbia 
Nickell,  Lawrence  R,  Columbia 
Olson,  John  Richard,  Columbia 
Overton,  Mary  E,  Columbia 
Owens,  Susan  Jennings,  Columbia 
Parey,  Stephen  Edwin,  Columbia 
Parrott,  Earl  Quinton,  Columbia 
Podgorski,  Gary  Thomas,  Columbia 
Pulliam,  Cary  Watson,  Columbia 
Rayburn  Jr,  M Taylor,  Columbia 
Richardson  Jr,  James  W,  Columbia 
Robinson  II,  Wm  Allison,  Columbia 
Seymour,  Peter  Mark,  Columbia 
Simmons,  Stephen  P,  Columbia 
Sisk,  Andrew  Webb,  Columbia 
Smith,  Anthony  L,  Columbia 
Smith,  Kenneth  Dale,  Culleoka 
Stewart,  William  R,  Columbia 
Strickland,  Raymond  C,  Columbia 
Thompson  Jr,  Robt  Guerin,  Columbia 
Toban,  M Moataz,  Columbia 
Vinson,  Billy  Joe,  Columbia 
Vire,  C Gordon,  Columbia 
*Ward,  Leon  S,  Columbia 
White,  Thos  Ray,  Columbia 
Wiesman,  H James,  Columbia 
Wilburn,  Charles  D,  Columbia 
*Wilkes  Jr,  James  Wallace,  Columbia 
Williams  Jr,  John  0,  Mount  Pleasant 
Worthman,  John  Frederick,  Columbia 
*Young  Jr,  Thos  Kay,  Columbia 

McMINN  COUNTY  MEDICAL  SOCIETY 

Ackaouy,  Geo  E A,  Athens 
Bledsoe  Jr,  Robert  E,  Athens 
Bolin,  William  R,  Athens 
Bowers,  Wm  Richard,  Athens 
*Boyce,  James  Reid,  Athens 
Breeden,  Kimberly  T,  Athens 
Brumback,  Daniel  Christian,  Athens 
Burroughs  II,  Wallace  F,  Athens 
*Carroll,  Chas  Thos,  Athens 
Cleveland,  James  Franklin,  Englewood 
Cox,  Charles  Boggess,  Etowah 
Davis,  Wm  Mayfield,  Athens 
Denton,  Stephen  L,  Englewood 
Drury,  William  John,  Athens 
Foree  Jr,  Wm  Edwin,  Athens 
Griffith,  Shelley  F,  Athens 
Hargis,  Larry  Jackson,  Athens 
Hewgley  Jr,  Robert  G,  Athens 
Hewgley,  Isham  Cason,  Athens 
Hewgley,  Robt  Gardner,  Athens 
Holliday,  H Joseph,  Athens 
*Jones,  Milnor,  Athens 
Lee,  Yung  Gil,  Etowah 
Lemings,  Stephen,  Loudon 
Lett,  Michael  F,  Athens 
Martin,  Clyde,  Athens 
McKenzie,  John  Carl,  Athens 
Mitchell  Jr,  Foy  B,  Athens 
Mokal,  Albert  Joseph,  Loudon 
*Montgomery  Sr,  John  L,  Knoxville 
Morris,  Wm  Gourrier,  Athens 
Obermeier,  Stephen,  Athens 
Ordonez,  Luis  J,  Etowah 
*Powell,  Jess  A,  Athens 
Schwiger,  Paul,  Athens 
Sharpe,  Charles  Richard,  Athens 
Slowey  III,  James  Fergus,  Athens 
Snider,  Iris  G,  Athens 
Soni,  Harish  Babulal,  Etowah 
Soni,  Renuka  Harish,  Etowah 
Templeton,  Steven  A,  Decatur 
*Trotter,  Robt  Wm,  Athens 
Wallace,  Jeffery,  Athens 
*Whittle  Jr,  Herbert  P,  Loudon 
Williams,  Thos  Wolford,  Etowah 

MEMPHIS-SHELBY  COUNTY 
MEDICAL  SOCIETY 

*Ackerman,  Robt  F,  Memphis 
Adams  Jr,  Wm  Milton,  Memphis 
Adams,  John  Q,  Memphis 
Adams,  John  Robt,  Memphis 
♦Adams,  Lorenzo  H,  Memphis 
Adams,  Robert  Franklin,  Memphis 
Adams,  Robert  L,  Memphis 
Adcock  III,  Frank  John,  Cordova 
-Adkins,  William  Brad,  Memphis 
♦Adkins,  Henry  Leigh,  Memphis 
♦Adler,  Justin  H,  Memphis 
Aguillard,  Susan  Mack,  Memphis 
-Airee,  Anita,  Memphis 
♦Aivazian,  Garabed  Hagop,  Memphis 
Akbik,  Mohamad  J,  Memphis 
Akers,  Howard  Thos,  Memphis 
Akins,  Charles  D,  Memphis 
Akins,  Steven  L,  Memphis 
Albritton,  John  Fortune,  Memphis 
Alexander  Jr,  Albert  M,  Memphis 
Ali,  Zenab  Ahmed,  Memphis 
Alissandratos , Jane  K,  Memphis 
Allbritton,  James  F,  Memphis 
Allen  Jr,  Ray  Maxwell,  Memphis 
Allen,  Chester  G,  Memphis 
Allen,  Lee,  Memphis 


♦Alley,  Franklin  H,  Somerville 
-Alston,  James  Mark,  Memphis 
Alston,  George  P,  Memphis 
Alston,  James  L,  Memphis 
Amonette,  Rex  Allen,  Memphis 
-Anagnost,  Steven  C,  Memphis 
-Anderson,  Marsha  S,  Bartlett 
-Anderson,  Norma  E,  Memphis 
Anderson,  Joe  Pat,  Memphis 
Anderson,  Keith,  Memphis 
Andrews,  C Radford,  Memphis 
Angel,  John  Joseph,  Memphis 
♦Anishanslin,  Donald  N,  Collierville 
Apperson,  John  W,  Memphis 
Applegate,  William  Brown,  Memphis 
-Appleton,  Joe  Allen,  Memphis 
Arkin,  Chas  Richard,  Memphis 
Armes  Jr,  Wm  Herbert,  Collierville 
-Armstrong,  Anthony  L,  Memphis 
Arnold,  Thomas  W,  Memphis 
Aronoff,  Philip  Melvin,  Memphis 
Asa,  D Kevin,  Memphis 
♦Aste,  J Malcolm,  Memphis 
♦Atkins,  Leland  Langston,  Memphis 
Atkinson  III,  Edward,  Memphis 
Atkinson,  Richard  Agard,  Memphis 
Atwood,  John  Wesley,  Memphis 
Atwood,  Sue  C,  Memphis 
Austin,  John  Lindsay,  Memphis 
Awdeh,  Mahir  Ramiz,  Memphis 
Aycock  Jr,  William  Wallace,  Memphis 
Babin,  Richard  W,  Memphis 
-Bailey,  Trevor  Levere,  Memphis 
Bailey,  James  Wesley,  Memphis 
♦Baird,  John  Wm,  Memphis 
-Baker,  John  W,  Winston  Salem,  NC 
Baker,  Irvin  C,  Memphis 
♦Baker,  Jos  E,  Memphis 
♦Baker,  Malcolm  A,  Arlington 
Bakhtian,  Bitan,  Memphis 
Bale,  Geo  Franklin,  Memphis 
Ballenger,  Reid  Peter  L,  Memphis 
Bang,  Hoi  Jine,  Germantown 
-Barats,  Lev  L,  Memphis 
♦Barber,  Roy  M,  Memphis 
-Barker,  Randall,  Memphis 
Barker,  Geo  Lovelace,  Memphis 
-Barnes,  Joani  L,  Memphis 
Barnes,  Grover  W,  Memphis 
Barr,  James  R,  Memphis 
Barrett,  Frederick  F,  Cordova 
-Barrow,  Brent,  Memphis 
-Basarrate,  Anne  Marie,  Memphis 
Baskin,  Reed  Carl,  Memphis 
♦Bassett,  Geo  H,  Memphis 
Bates,  Richard  Greene,  Cordova 
♦Battaile,  Joseph  C,  Memphis 
Battaile,  Najiba,  Memphis 
-Baugh,  Dainai  Sachi,  Memphis 
-Bayat-Mokhtar i , Susan  p,  Memphis 
Beale,  Howard  Leo,  Memphis 
Beatus  Jr,  Benj  Louis,  Memphis 
Beaty  Jr,  James  Harold,  Memphis 
Beaver,  Terinell,  Memphis 
Beckford,  Neal  Stanley,  Memphis 
Beckmann,  Charles  R,  Memphis 
Bell,  Steven  Hunter,  Memphis 
Bellott  Jr,  Arthur  L,  Memphis 
Bellur,  Srinath  N,  Memphis 
-Bennett,  Jason  M,  Memphis 
-Bennie,  Jonathon  E,  Memphis 
-Benson  Jr,  James  F,  Memphis 
-Bentley,  Amy  Elizabeth,  Memphis 
-Berkenstock,  Oran  Lee,  Memphis 
Bernet,  William,  Germantown 
Bertorini,  Tulio  E,  Memphis 
-Betts,  Dennis  Allen,  Memphis 
Bevilacqua,  Aldo  Romano,  Memphis 
-Bicknell,  Bennett  W,  Memphis 
Bicks,  Richard  O,  Memphis 
Bielskis  Jr,  William  M,  Memphis 
Biggs,  Jack,  Southaven,  MS 
♦Biles  Jr,  James  D,  Memphis 
Birdsong  Jr,  Emmitt  S,  Memphis 
Bishop,  Calvin  R,  Memphis 
♦Bisson,  Wheelock  A,  Memphis 
Blackwell,  Carolyn  Fiser,  Memphis 
Blair,  John  Rodney,  Memphis 
-Blake,  Robert  A L,  Memphis 
♦Bland  Jr,  Basil  A,  Memphis 
♦Bland,  Geo  B,  Memphis 
♦Bleecker,  Philip  B,  Memphis 
Blumen,  Herbert,  Memphis 
Blumenfeld,  Harry  Bernard,  Memphis 
Blythe  III,  Jos  Alfred,  Memphis 
Boals  III,  Jos  Calloway,  Memphis 
Boals,  James  Wm,  Germantown 
Bobo,  Robt  Thompson,  Memphis 
Boehm,  Robert  M,  Memphis 
Boom,  Alan  Dexter,  Memphis 
♦Boone,  Howard  A,  Memphis 
Boone,  James  E,  Memphis 
Boone,  Thipavan,  Memphis 
Boston,  Barry,  Memphis 
Boswell,  James  Lionel,  Memphis 
Boswell,  Richard  Lee,  Memphis 
Boulden,  Thomas  F,  Memphis 
♦Bouldin,  Mary  E,  Clarksdale,  MS 
Bourland  Jr,  Robt  Leon,  Memphis 
Bourland,  Wm  Landess,  Memphis 
♦Bowerman,  Earl  P,  Memphis 
-Boyd,  Daniel,  Houston,  TX 
Boyd  Jr,  Allen  Street,  Memphis 


♦Brady,  Boyer  M,  Memphis 
Brady,  Michael  Batson,  Memphis 
-Bramlett,  Chuck,  Memphis 
Brantley,  J Hays,  Memphis 
♦Braun,  Winston,  Memphis 
-Braxton,  Carla  C,  Memphis 
-Brazzel,  Richard  A,  Memphis 
Brewer,  Raymond,  Cordova 
♦Bridges,  James  T,  Memphis 
Britt,  Louis  Goodno,  Memphis 
-Broady,  Roy  Cox,  Memphis 
-Brody,  Kirk  W,  Memphis 
Bronstein,  Maury  W,  Memphis 
Bronstein,  Michael  S,  Memphis 
Brooks,  Brown,  Memphis 
-Brown,  Wm  Raymond,  Memphis 
Brown,  Ann  Dail,  Memphis 
Brown,  Charles  H,  Memphis 
♦Brown,  James  S,  Memphis 
-Brunson,  Michael  D,  Memphis 
Brunt,  Chas  Hal,  Memphis 
Bryant,  James  W,  Memphis 
Buchalter,  Robt,  Memphis 
Buchignani,  John  Shea,  Memphis 
Buchignani,  Jos  Anthony,  Memphis 
-Buckaloo,  Jerrold,  Memphis 
Buckley  Jr,  Madison  H,  Memphis 
Buoy,  William  Wesson,  Germantown 
-Burdette,  Jonathan  Hill,  Memphis 
Burke,  Larry  D,  Memphis 
Burkle  III,  Geo  Henry,  Germantown 
Burnett,  Charles  Roland,  Memphis 
-Burns  Jr,  Eldridge  G,  Sevierville 
Burruss,  George  Lewis,  Memphis 
-Burton,  Mark  Nathan,  Memphis 
-Burton,  Pamela  Marcena,  Memphis 
Burton,  Edward  Miles,  Memphis 
Burton,  William  Duer,  Memphis 
Busby,  Micky  L,  Memphis 
Butler,  Dorothy  Ann  Hicks,  Memphis 
Butler,  Richard  Mason,  Memphis 
Buttress,  John  Boustany,  Memphis 
♦Buxton,  Bertram  H,  Memphis 
Calandruccio , Rocco  A,  Memphis 
Caldwell,  Edward  Prichard,  Memphis 
-Calfee,  Eric  F,  Memphis 
-Calicott,  Randy  W,  Cordova 
-Callahan,  Barry  S,  Memphis 
♦Callison,  Maston  K,  Memphis 
-Canale,  Mary  Elizabeth,  Memphis 
Canale,  Dee  James,  Memphis 
Canale,  Sturla  Terrance,  Memphis 
Canoio,  Consolacion  V,  Memphis 
♦Cannon,  Bland  Wilson,  Memphis 
Cantrell,  John  Earl,  Memphis 
Cape,  Chas  Albert,  Memphis 
♦Caradine  Jr,  Robt  Sidney,  Memphis 
-Carico,  Thomas,  Memphis 
-Carlota,  Oliver  E,  Memphis 
Carnesale,  Peter  Guydon,  Memphis 
-Carpenter,  Linda  F,  Memphis 
-Carroll,  Mark  B,  Memphis 
♦Carroll,  David  S,  Memphis 
-Carruth,  Paul  C,  Memphis 
♦Carruthers  Jr,  Danl  F,  Memphis 
-Carter,  Lee  M,  Memphis 
-Carter,  Paul,  Memphis 
Carter,  Belvia,  Memphis 
Carter,  Charles  L,  Memphis 
♦Carter,  Harvey  Wallace,  Memphis 
Carter,  James  Roland,  Memphis 
Cashion,  Ernest  L,  Germantown 
Casini,  Michael  Peter,  Memphis 
Castellaw,  Mark  Allan,  Memphis 
Cattau  Jr,  Edward  Leroy,  Memphis 
Causey,  Jack  Quin,  Memphis 
Chamberlin,  Barbara,  Memphis 
♦Chappell,  Fenwick  W,  Memphis 
Charles,  Steve,  Memphis 
Chase,  Nancy  Ann,  Memphis 
Chauhan,  Dinesh  N,  Memphis 
Cheatham,  Charles  P,  Germantown 
Cheek,  Richard  Calvin,  Memphis 
Chesney,  Carolyn  M,  Memphis 
Childers,  Jennifer  W,  Memphis 
Childress,  Rommel  Gabriel,  Memphis 
Chisolm,  John  Cobeen,  Memphis 
Christopher,  Robt  Paul,  Memphis 
Chu,  George,  Memphis 
Chuang,  Howard  J,  Memphis 
Cicala,  Roger  Stephen,  Memphis 
Clarendon,  Colin  C D,  Memphis 
Clark  Jr,  Dwight  Witt,  Memphis 
Clark,  John  Douglas,  Cordova 
Clark,  Winston  Graig,  Memphis 
♦Clarke,  Chas  L,  Memphis 
Clement,  Kathi  Dee,  Memphis 
Clemons,  Mark  P,  Memphis 
-Clifford,  Christopher  H,  Memphis 
-Clifton  II,  Bobby  G,  Leoma 
Clogston,  Charles  W,  Memphis 
♦Cocke  Jr,  Edwin  W,  Memphis 
-Cockrell,  Jessie  M,  Memphis 
Cockroft,  Robt  Lawrence,  Memphis 
Cohen,  Lawrence  Louis,  Memphis 
♦Cohen,  Morris  D,  Memphis 
Cole  III,  William  L,  Memphis 
Cole  Jr,  F Hammond,  Memphis 
♦Cole,  Francis  Hammond,  Memphis 
Cole,  Frederick  L,  Germantown 
Cole,  Robert  Dale,  Memphis 
Coleman  Jr,  Sidney  A,  Memphis 
-Collier,  Robert  C,  Memphis 
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-Collier,  Suzanne  C,  Memphis 
*Collins,  Blaine  C,  Memphis 
♦Collins,  Frank  H,  Memphis 
-Compton,  Raymond  P,  Memphis 
Conrad,  Lynn,  Memphis 
♦Conway,  John  Patrick,  Memphis 
Cooper,  Charlie  Walter,  Memphis 
Coors,  Geo  A,  Memphis 
-Copeland,  Stuart  R,  Memphis 
Copeland,  Geo  D,  Memphis 
-Coppess,  Mark  A,  Memphis 
Corley,  Glenna  J,  Tuscola,  IL 
Cornelius,  Leland  Raeburn,  Germantown 
Couch  Sr,  Charles  E,  Memphis 
Courington,  Doris  Payne,  Memphis 
Cowan  Jr,  George  S M,  Memphis 
Cowles,  Stefan  Joseph,  Memphis 
Cox  III,  Sam  J,  Memphis 
Cox,  Clair  Edward,  Memphis 
-Cozart,  David,  Little  Rock,  AR 
-Crabtree,  Barry  Dewayne,  Memphis 
-Crafton,  E M,  Memphis 
-Craig,  Jim  C,  Memphis 
-Crater,  Glenn  D,  Memphis 
-Crates,  John  M,  Memphis 
Craven,  Rufus  Edgar,  Memphis 
Crawford,  John  D,  Collierville 
Crawford,  Lloyd  V,  Memphis 
Crenshaw  Jr,  Andrew  H,  Memphis 
♦Crenshaw,  Andrew  Hoyt,  Memphis 
Crenshaw,  Thomas  H,  Memphis 
Creson  Jr,  Thomas  K,  Memphis 
Crews,  John  T,  Memphis 
Crisler  Jr,  Herman  A,  Memphis 
Croce,  Martin  A,  Memphis 
Crockarell,  John  Reams,  Memphis 
Crosby,  Virgil  Glenn,  Memphis 
-Crossao,  Joe  T,  Memphis 
-Crouch,  Stephen  H,  Memphis 
-Crouch,  Susan  F,  Memphis 
Crown,  Loren  Arthur,  Memphis 
Crupie,  Jos  E,  Memphis 
Crutcher,  Nancy,  Memphis 
Cummings,  John  M,  Memphis 
♦Cummins,  Alvin  Jos,  Memphis 
Cunningham,  David  Lane,  Memphis 
Cunningham,  Edwin  Dayton,  Memphis 
Cunningham,  Mark  Lane,  Memphis 
Curie,  Ray  Eugene,  Memphis 
Currey,  Thos  Arthur,  Memphis 
Curtis,  Karen  Louella,  Memphis 
Dang,  Luu  Huy,  Germantown 
Daniels  Jr,  William  Ward,  Eads 
-Darville,  Gregory  Leroy,  Memphis 
Daugherty,  David  R,  Cordova 
Davidson  III,  Orin  L,  Memphis 
-Davis,  Daniel  A,  Memphis 
-Davis,  Wilbur  Scott,  Memphis 
Davis,  Edna  M Fitzjarrel,  Memphis 
Davis,  Timothy  Phillip,  Memphis 
Dawoud,  Samir  Riad,  Memphis 
DeFranco,  Joseph  A,  Memphis 
♦DeMere,  McCarthy,  Memphis 
♦DeSaussure  Jr,  R L,  Memphis 
DeShazo,  Michael  Henry,  Memphis 
DeWeese,  Melvin  Wayne,  Memphis 
Dean,  Patrick  Joseph,  Memphis 
Deaton,  Wm  Jerry,  Memphis 
-Deidiker,  Russell,  Memphis 
Dellinger  Jr,  Hubert  L,  Memphis 
Dempsey,  Buckley  Kinard,  Germantown 
Dempsey,  Thomas  Jackson,  Memphis 
-Denton  Jr,  Randy  L,  Memphis 
Deshaies,  Roger,  Memphis 
Dewane,  Joseph  C,  Memphis 
-DiFelice,  Angelo,  Memphis 
Digaetano,  Dolores  Maria,  Cordova 
♦Diggs,  Lemuel  Whitley,  Cordova 
Dilawari,  Raza  Ali,  Memphis 
-Dillaha,  Larry  M,  Memphis 
Dirghangi,  Jayanta,  Memphis 
Dirmeyer,  Phillip  Hays,  Memphis 
Dismuke,  Stewart  Edwards,  Memphis 
Disney,  Jere  Michael,  Memphis 
Dixon,  Mark  C,  Memphis 
Dobson,  John  M,  Memphis 
Dodd,  David  J,  Memphis 
Dodd,  Richard  W,  Memphis 
Dodge,  Herbert  Shubert,  Memphis 
-Dodson,  Mark  Andrew,  Kenner,  LA 
Dohan  Jr,  Francis  Curtis,  Memphis 
Donahue,  David  J,  Memphis 
-Donovan,  Timothy,  Memphis 
Dorian,  John  Bernard,  Memphis 
Dorroh,  Charles  William,  Memphis 
♦Dowling,  Chas  Victor  E,  Memphis 
Downs,  John,  Memphis 
Dragutsky,  Michael  Steven,  Memphis 
Drake,  Arnold  Mannas,  Memphis 
Drewry  Jr,  Richard  Danl,  Memphis 
-Drinnen,  Daniel  B,  Memphis 
-Drinnon,  Jeffrey  W,  Memphis 
♦DuBard,  Horton  Gee,  Memphis 
Duberstein,  Larry  Edwin,  Memphis 
Duckworth,  John  Kelly,  Nesbit,  MS 
Duckworth,  Nancy  C H,  Memphis 
Dudley  Jr,  Thomas  Henry,  Memphis 
Dugdale,  Marion,  Memphis 
♦Duke,  Don  DeWindle,  Memphis 
Duke,  Robert  Aubrey,  Memphis 
-Duma,  Elena  M,  Memphis 
-Duma,  Gregory  G,  Memphis 
Dunavant  Jr,  Wm  David,  Memphis 


♦Dunavant,  Wm  David,  Memphis 
Dunaway,  Dan  Alexander,  Memphis 
Duncan,  Jerald  Mark,  Memphis 
Duncan,  Thane  Edward,  Arlington 
Duncan-Cody,  Barbara  A,  Memphis 
♦Durfey,  John  Quincy,  Memphis 
Eason,  Hamel  Bowen,  Germantown 
Eason,  Leslie  Edmund,  Memphis 
Eastmead,  Donald  Joseph,  Memphis 
-Eblen,  Abby  C,  Memphis 
Economides,  Nicholas-John,  Memphis 
Edelson,  Michael  L,  Memphis 
-Edmondson,  William  D,  Memphis 
-Edmonson,  James  D,  Memphis 
Edmonson,  Allen  S,  Memphis 
Edwards  Jr,  Lelon  O,  Memphis 
Edwards,  Mark  S,  Memphis 
Edwards,  Neil  B,  Memphis 
Efrid  III,  Walter  Guy,  Memphis 
Eggers,  Frank  M,  Memphis 
Eldridge,  Russell  M,  Memphis 
Elliott,  Rodney  Gorhman,  Memphis 
-Ellis,  Jacqueline,  Memphis 
-Emami,  Sanam,  Memphis 
Emerson,  Donald  Stewart,  Memphis 
Emmett,  John  Roy,  Memphis 
Engelberg,  Jerry,  Memphis 
Ennis,  Richard  Lyn,  Memphis 
Ensor,  James  K,  Germantown 
-Entman,  Howard,  Memphis 
♦Erickson,  Cyrus  Conrad,  Memphis 
♦Etteldorf,  J N,  Memphis 
♦Ettman,  Irving  Kelsey,  Memphis 
♦Evans,  Milton  Lee,  Memphis 
♦Everett  Jr,  Bennett  E,  Memphis 
Fabian,  Timothy  Charles,  Memphis 
Falvey,  William  Davis,  Memphis 
Fancher,  William  H,  Memphis 
Fanning,  David,  Memphis 
Faquin,  Cornell  Chas,  Memphis 
Farley,  Harold  G,  Memphis 
♦Farrar,  Turley,  Memphis 
♦Farrow  Jr,  C Creston,  Cordova 
-Fee,  Kirk  A,  Memphis 
Feild,  James  Rodney,  Memphis 
♦Feinstein,  Harold,  Memphis 
Feler,  Claudio  A,  Memphis 
Felker,  Richard  Edwin,  Memphis 
-Ferguson,  Edrick  J,  Memphis 
Ferguson,  John  Mitchell,  Memphis 
Ferrell,  Thaddeus  Hagan,  Memphis 
Fesmire,  William  Murray,  Memphis 
Fidler  Jr,  Wm  Jonas,  Memphis 
Findley,  Dwayne  D,  Memphis 
Fink,  Robert  David,  Memphis 
Finn,  Cary  Martin,  Memphis 
Fisher  Jr,  Joseph  N,  Memphis 
♦Fisher,  Danl  F,  Memphis 
Fisher,  Robt  Moore,  Memphis 
Flanagan,  William  H,  Memphis 
Flanary,  James  S,  Memphis 
Fleming,  Irvin  Durant,  Memphis 
Fleming,  James  Christian,  Memphis 
Fleming,  Julian  Glenn,  Memphis 
-Fletcher,  Walter  Frizzell,  Memphis 
Flinn  Jr,  Geo  Shea,  Memphis 
Flinn,  Carl  Edwin,  Memphis 
Florendo,  Noel  Tadiar,  Memphis 
Flowers,  Wm  Parks,  Memphis 
Fodiman,  Martin  S,  Memphis 
Folse,  Timothy,  Memphis 
Foner,  Max,  Memphis 
Fong,  Terry,  Germantown 
-Ford,  David  William,  Marion,  AR 
-Ford,  Marc  R,  Memphis 
Foropoulos,  John  E,  Memphis 
Fortune,  James  Everett,  Memphis 
Foster,  Michael  F,  Memphis 
Fountain  Jr,  Francis  F,  Memphis 
Fowler  Jr,  John  W,  Memphis 
Fowler,  Tommy  S,  Memphis 
Fox,  Mark  Alan,  Memphis 
Fox,  Teresa  Otey,  Memphis 
-Fragetta,  James  E,  Baltimore,  MD 
Francis  III,  Hugh,  Memphis 
Francis  Jr,  Hugh,  Memphis 
Francisco,  Jerry  Thos,  Memphis 
-Franklin,  Edward  Arthur,  Memphis 
Franklin,  Edgar  R,  Memphis 
Frankum,  Chas  Eugene,  Memphis 
-Frattarelli , John  Leslie,  Memphis 
Frederick,  Randall  Carl,  Memphis 
Freeman,  Barney  Lynn,  Memphis 
Freeman,  Jerre  Minor,  Memphis 
♦French,  Wm  E,  Germantown 
-Friddell,  Colleen  Desch,  Bartlett 
Friedman,  Harry,  Memphis 
-Friedrich,  Angela,  Memphis 
-Fuqua,  Jeff,  Memphis 
♦Fuste,  Ricardo  R,  Key  Biscayne,  FL 
Futrell,  Thomas  Walter,  Memphis 
Gaber,  Ahmed  Osama,  Memphis 
♦Gadberry,  Eugene  Warner,  Memphis 
-Gadomski,  Regina  T,  Memphis 
-Gafford,  Christopher  E,  Collierville 
Gaillard,  Thaddeus  B,  Memphis 
Gaines,  Kenneth  J,  Memphis 
♦Galindez,  Telmo,  Memphis 
Galyean,  James  R,  Memphis 
Galyon,  James  Theodore,  Memphis 
Gammill,  Stephen  Lane,  Memphis 
Gant,  Linda  L,  Memphis 
Garbarini  Jr,  Jos  C,  Memphis 


-Gardner,  Cynthia  Denise,  Memphis 
-Gardner,  Kathy,  Memphis 
Gardner  Jr,  Lawrence  G,  Memphis 
Gardner,  John  Harvey,  Memphis 
Garrett  Jr,  Harvey  E,  Memphis 
Garrett,  Richard  Henry,  Memphis 
Gavant,  Morris  Leonard,  Memphis 
Gavin,  Michael  W,  Memphis 
♦Gay,  James  R,  Lakewood,  PA 
Gayden,  Evelyn  Wilkerson,  Memphis 
Gayden,  John  0,  Memphis 
-Geater,  Barbara  E,  Memphis 
Gehi,  Mohan  M,  Memphis 
♦Gehorsam,  Elsbeth,  Memphis 
Gelfand,  Michael  S,  Memphis 
Geno,  Timothy  Harry,  Memphis 
George,  James  W,  Memphis 
George,  Lewis  Watson,  Memphis 
George,  Morris,  Memphis 
George,  Wilburn  E,  Memphis 
Gerald,  Barry  Elmo,  Memphis 
Geshke,  Terrence  Edward,  Memphis 
Gettelf inger , Thomas  C,  Memphis 
-Giger,  Jerri  L,  Memphis 
♦Gilluly,  John  Jos,  Memphis 
Gilmore,  James  C,  Memphis 
♦Ginn,  Bobby  H,  Memphis 
-Giometti,  Ronald  P,  Memphis 
Gipson,  Stephen  Lavon,  Memphis 
♦Gish,  Geo  Edward,  Memphis 
Givens,  James  Robt,  Sylvester,  GA 
Glazer,  Louis,  Memphis 
Glotzbach,  Raymond  E,  Memphis 
-Goddard,  John,  Memphis 
Godsey,  Wm  Cole,  Memphis 
♦Gokturk,  Turgut  Kemal,  Memphis 
Gold,  Robert  E,  Memphis 
Golden,  Gerald  S,  Memphis 
Goldin,  Melvin  Lester,  Memphis 
Gooch,  Jerry  Burton,  Memphis 
Goodman  Jr,  Thomas  F,  Memphis 
Goodman,  Jack  A,  Memphis 
Goodman,  Ralph  C,  Memphis 
-Gorden  III,  Lemuel  D,  Memphis 
Gorline,  William  James,  Memphis 
-Gorrell,  Kelvin  W,  Memphis 
Goshorn,  Neumon  Taylor,  Memphis 
Gotten  Jr,  Nicholas,  Memphis 
♦Gotten,  Henry  Bragg,  Memphis 
♦Gotten,  Nicholas,  Memphis 
♦Gourley,  Robt  Dunseith,  Memphis 
Gragg,  G Winston,  Memphis 
-Gramig,  William  Mansfield,  Memphis 
Gratz  Jr,  John  Fisher,  Memphis 
-Graves,  J Christopher,  Memphis 
Graves  Jr,  Lester  R,  Memphis 
-Gray,  Bruce  Frank,  Memphis 
-Green,  Christopher  B,  Memphis 
-Green,  Ralph  Michael,  Memphis 
Green  Jr,  James  Butler,  Memphis 
Green,  Phillip  Edward,  Memphis 
Greene  Jr,  Robert  W,  Memphis 
Greenwell,  Thomas  D,  Memphis 
-Greer,  Jack  Ewell,  Memphis 
Griffin,  Daniel  Eugene,  Memphis 
Grimm,  Leander  Morel,  Memphis 
Grise,  Jerry  Wade,  Memphis 
Grobmyer  III,  Albert  Jos,  Memphis 
♦Grobmyer  Jr,  Albert  Jos,  Memphis 
Grogan  Jr,  Fred  T,  Memphis 
Grossman,  Ronald  K,  Memphis 
-Gubin,  David  Alvin,  Memphis 
-Gunn,  Laura,  Memphis 
-Gupta,  Indu,  Memphis 
♦Haimsohn,  James  S,  Cordova 
Halford  III,  Hollis  H,  Memphis 
Halford  Jr,  Hollis  H,  Memphis 
Halford,  Jack  Richard,  Memphis 
Hall,  James  Coker,  Kenner,  LA 
Hall,  Johnnie  Cameron,  Germantown 
♦Hall,  Sylvia  A,  Memphis 
♦Hall,  Vonnie  Artesia,  Memphis 
♦Halle,  Margaret  J A,  Memphis 
-Hamada,  Omar,  Memphis 
Hamby,  Donald  Lynn,  Germantown 
Hamilton  III,  Fred  H,  Memphis 
Hamilton,  Emily  Thomas,  Memphis 
Hamilton,  Ralph  F,  Memphis 
Hamilton,  Ralph  S,  Memphis 
♦Hamilton,  Wm  Thos,  Memphis 
Hamlett  III,  James  M,  Memphis 
♦Hamsher,  John  B,  Memphis 
Han,  Anthony,  Memphis 
Handorf,  Charles  Russell,  Memphis 
-Hanissian,  Ara  James,  Memphis 
Hanissian,  Aram  S,  Memphis 
-Hanson,  Charles  C,  Memphis 
Hardeman,  Stephen  Walter,  Memphis 
Hardy,  F Oliver,  Memphis 
♦Harell,  Moshe,  Memphis 
Harkess,  James  W,  Memphis 
Harriman,  Mark  S,  Memphis 
Harrington,  Oscar  B,  Memphis 
Harris,  Buford  Terrell,  Memphis 
Harris,  John  Joel,  Memphis 
Harruff,  Richard  Charles,  Memphis 
Hartman,  Michael  G,  Memphis 
♦Harwell  Jr,  Carl  M,  Memphis 
Hasen  Jr,  Howard  B,  Memphis 
♦Hasen,  Howard  B,  Memphis 
Hatch  Jr,  Fred  E,  Memphis 
Hawkes,  Alfred  Kenneth,  Memphis 
♦Hawkes,  C Douglas,  Marco  Island,  FL 
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*Hawkes,  Jean  Murray,  Marco  Island,  FL 
-Hawkins,  Andrew  F,  Memphis 
*Hay,  Cyril  Leon,  Memphis 
Hayes  III,  Wayland  J,  Collierville 
Hayes  Jr,  William  R,  Memphis 
Hayes,  Wm  Timothy,  Memphis 
Haykal,  Radwan  F,  Memphis 
Hays,  Rachael  Ann,  Arlington 
-Hazelwood,  Jeff  G,  Memphis 
Hazlehurst  Jr,  Waring  M,  Memphis 
Head,  Thomas  Glenn,  Memphis 
-Hefner,  Denise  M,  Memphis 
Heilman,  Michael  D,  Memphis 
Helton,  Stephen  Lane,  Cordova 
Henard,  Donald  Claude,  Memphis 
Hendrix  Jr,  James  H,  Memphis 
-Henry,  Melanie,  Memphis 
-Henry,  Paul  M,  Memphis 
Henry,  Louie  C,  Memphis 
Hensley  Jr,  Samuel  D,  Memphis 
-Henson,  Terri  H,  Memphis 
Herndon  Jr,  Bruce  Wayne,  Memphis 
Herrera,  Fernando  A,  Memphis 
Hiatt,  Roger  Lew,  Memphis 
Hickerson,  William  L,  Memphis 
Hickey  Jr,  Homer  David,  Memphis 
-Hidaji,  Faramarz  F,  Memphis 
Higdon,  Dennis  Alan,  Memphis 
Higginbotham,  Thos  Wayne,  Memphis 
-Higgins,  Marybeth,  Germantown 
-Hill,  Melanie  Carol,  Memphis 
*Hill,  Fontaine  S,  Memphis 
*Hill,  James  Mark,  Memphis 
Hill,  John  Roy,  Memphis 
Hilsenbeck  Jr,  John  Robert,  Memphis 
Hines  III,  Elbert  E,  Memphis 
Hines,  Leonard  Harvey,  Memphis 
-Hinson,  Mark  Sidney,  Memphis 
Hixson,  Sherman  D,  Memphis 
Hodges,  John  Mclver,  Memphis 
Hoffman  Jr,  Walter  K,  Memphis 
Holcomb,  Randall  L,  Memphis 
-Hollabaugh  Jr,  Robert  S,  Memphis 
Hollabaugh,  Robt  Sterling,  Memphis 
-Holland,  Mark  E,  Memphis 
Holland,  Nancy  Elizabeth,  Memphis 
Hollis,  David  O,  Memphis 
Holloway  Jr,  David  Hoyt,  Memphis 
*Holmes,  James  Elmore,  Memphis 
Holmes,  John  Pierce,  Memphis 
Holmes,  Perry  Don,  Memphis 
Holt,  Huey  Thos,  Memphis 
Hood,  Stephen  Thos,  Memphis 
Hopkins,  Jack  T,  Memphis 
-Hopper,  J Brian,  Memphis 
Horne,  Arthur  E,  Memphis 
Horton,  Glenn  Edward,  Memphis 
*Hotchkiss,  Hubert  Leech,  Brentwood 
-Houk,  Larry  W,  Memphis 
*Housholder,  Chas  H,  Memphis 
♦Houston,  John  L,  Memphis 
Howser,  John  Patton,  Memphis 
Huang,  Shang  Po,  Memphis 
Hubbard,  Ronald  Eugene,  Memphis 
Hudson,  Jos  Stalm,  Memphis 
-Huff,  Mary  M,  Memphis 
Huffman,  John  David,  Memphis 
-Hughes,  Christopher  B,  Cordova 
-Hughes,  Mary  Denise,  Memphis 
♦Hughes  Jr,  Felix  A,  Memphis 
Hughes,  Allen  Holt,  Memphis 
♦Hughes,  James  Gilliam,  Memphis 
♦Hughes,  John  Davis,  Memphis 
Hughes,  Robt  Rule,  Memphis 
Hughes,  Thomas  Arthur,  Memphis 
Hughey,  John  R,  Memphis 
Hummel,  John  Vernon,  Germantown 
Humphreys,  Robert  A,  Memphis 
Hunt,  James  Calvin,  Memphis 
-Hunter,  Joseph  S,  Memphis 
-Hunter  Jr,  A Lee,  Memphis 
Hunter,  Sami  E,  Memphis 
-Hurley,  Mary  Dulaney,  Memphis 
lacobelli,  Joan  Weber,  Cordova 
lansmith,  David  Hayden  S,  Memphis 
-Iddins,  Carol  Jane,  Memphis 
♦Ijams,  Joe  Hartley,  Memphis 
Ilabaca,  Patricio  A,  Memphis 
♦Ingram,  Alvin  John,  Memphis 
Jabbour,  C Eugene,  Memphis 
Jabbour,  J T,  Memphis 
Jackson,  Barbara  Kay,  Memphis 
Jackson,  Robert  Lewis,  Memphis 
Jackson,  Thos  M,  Memphis 
Jacobs,  Arthur  Elliott,  Memphis 
-James,  Tina  M,  Atlanta,  GA 
James,  Hal  Pearson,  Memphis 
-January,  Bruce  E,  Memphis 
Jarmon  Jr,  Henry  McLean,  Memphis 
Jarrett  Jr,  Chas  Leslie,  Memphis 
Jauchler,  Gerard  W,  Memphis 
Jean-Pierre,  Antoine,  Memphis 
-Jenkins,  Amy  B,  Memphis 
Jenkins,  George  W,  Memphis 
Jenkins,  Jon  Calvin,  Memphis 
Jennings,  David  Keith,  Memphis 
Jerkins,  Gerald  Ray,  Memphis 
-Jernigan,  Thomas  Lee,  Memphis 
♦Jerome,  Anthony  Paul,  Memphis 
Jobe,  Mark  Tilden,  Memphis 
Joe,  Penn  Quork,  Cordova 
-Johnson,  Alex  W,  Memphis 
-Johnson,  Kimberly  M,  Memphis 


Johnson,  James  Gibb,  Memphis 
Johnson,  Janet  K,  Cordova 
Johnson,  Larry  Holliday,  Memphis 
Johnson,  Ronald  Jackson,  Memphis 
-Jones,  Bradley  K,  Memphis 
-Jones,  Ian  David,  Hendersonville 
Jones  Jr,  George,  Germantown 
Jones  Jr,  Sidney  D,  Memphis 
Jones,  James  Wesley,  Cordova 
Jones,  Joe  Paul,  Memphis 
Jones,  R Luby,  Memphis 
Jones,  Robt  Riley,  Memphis 
Jones,  Wesley  Earl,  Memphis 
Jordan,  Oakley  C,  Memphis 
Joyner,  Royce  Etienne,  Memphis 
♦Julich,  Arthur  Wilson,  Memphis 
Justis,  E Jeff,  Memphis 
Kahn,  Sherman  Elliot,  Memphis 
-Kamin,  Ehud  Ron,  Memphis 
Kandalaft,  Victoria  A,  Memphis 
Kang,  Andrew  Ho,  Memphis 
Kaplan,  Edward  Steven,  Memphis 
Kaplan,  Robt  Joel,  Memphis 
Kaplan,  Stanley  Baruch,  Memphis 
Kassees-Wahid,  Laila,  Memphis 
♦Kasselberg,  Lyman  A,  Memphis 
Kasser,  Christine  L,  Germantown 
-Katz,  Paul  Jay,  Memphis 
Kaufman,  Seth  Ian,  Memphis 
Kavanagh,  Kevin  T,  Memphis 
-Keizer,  Laverne  R,  Memphis 
Kellermann,  Arthur  L,  Memphis 
Kellett,  Gary  Leon,  Memphis 
Kelley,  Bobby  Jerald,  Memphis 
♦Kelly,  Ernest  Geo,  Memphis 
Kendrick  Jr,  William  Riley,  Memphis 
Kennedy,  A Franklin,  Memphis 
Kerlan,  Robt  Ashley,  Memphis 
♦Kessler,  Henry  G,  Memphis 
Khandekar,  Alim,  Memphis 
Khandekar,  Sophia  Hague,  Memphis 
Khuri,  Radwan  R,  Memphis 
Kiefer,  Patsy  R,  Memphis 
Kiledjian,  Vartkes,  Memphis 
-Killeffer,  James  A,  Memphis 
-Kim,  Grace  S,  Memphis 
Kimball,  Noah  Braden,  Memphis 
Kimsey,  Frank  Charles,  Memphis 
Kimzey,  Gary,  Memphis 
King,  Billy  W,  Millington 
♦King,  Chas  Mack,  Memphis 
King,  Fred  E,  Memphis 
King,  Paul,  Memphis 
King,  Truman  Franklin,  Memphis 
King,  William  Scott,  Memphis 
Kington,  John  Michael,  Memphis 
Kinnard,  Jennifer  J,  Memphis 
Kirkpatrick,  Robt  Dean,  Memphis 
-Kirschman,  Jeffrey  C,  Memphis 
Kisber,  Richard  H,  Memphis 
Kitabchi,  Abbas  Eqbal,  Memphis 
Kline,  Robt  Paul,  Memphis 
-Kloek,  Scott  M,  Memphis 
♦Klotz,  Wm  F,  Memphis 
-Knight,  Charles  W,  Memphis 
Knight,  William  H,  Memphis 
Knott,  David  Howard,  Memphis 
Knox,  Robt  L,  Memphis 
Koja,  Abed  A,  Memphis 
Koleyni,  Asghar,  Memphis 
♦Koonce,  Marshall  Lynn,  Memphis 
♦Kossmann,  Chas  E,  Memphis 
♦Kraus,  Alfred  Paul,  Memphis 
Kraus,  David  H,  Memphis 
Kraus,  Gordon  Jerome,  Memphis 
Kraus,  Melvin  M,  Memphis 
Kraus,  Robert  M,  Memphis 
Kreth,  Timothy  Kerwin,  Memphis 
Kriger,  Sidney  H,  Memphis 
Krisle  Jr,  Joe  Richard,  Memphis 
Kroetz,  Frank  Wm,  Memphis 
Kronenberg,  Joel  I,  Memphis 
Kudsk,  Kenneth  Allan,  Memphis 
Kulp,  Roy,  Memphis 
♦Kuykendall  Jr,  Nathaniel,  Memphis 
♦Kyle,  Jos  Warren,  Memphis 
-LaFont,  Christopher  S,  Memphis 
♦LaVelle  Jr,  Herman  G,  Memphis 
LaVelle,  David  G,  Memphis 
-Lackey  Jr,  H Lebron,  Charleston,  SC 
-Ladnier,  Karen  A,  Memphis 
Lamar  Jr,  Lucius  M,  Memphis 
-Lamb,  William  C,  Memphis 
Land,  Mack  A,  Memphis 
♦Landsee,  Carl  Geo,  Millington 
Landy,  Stephen  Hall,  Memphis 
Langford  Jr,  C Thomas,  Memphis 
Langsdon,  Phillip  Royal,  Memphis 
Lara,  William  Keith,  Memphis 
Larimer,  Perry  James,  Memphis 
Larkin,  Charles  Newton,  Memphis 
Laster  Jr,  Robt  Eugene,  Memphis 
♦Lathram  Jr,  Marvin  W,  Memphis 
Laughlin  Jr,  Albert  E,  Memphis 
♦Laughlin  Sr,  Albert  E,  Memphis 
-Lawhon,  Jeffrey  C,  Memphis 
Lawrence,  Jesse  Alvah,  Memphis 
♦Lawson,  Robt  Edward,  Memphis 
Lawson,  Ronald  D,  Memphis 
Lazar,  Edward  Harry,  Memphis 
Lazar,  Rande  H,  Memphis 
Lebovitz,  M A,  Memphis 
Lederer  Jr,  James  W,  Memphis 


Ledes,  Claude,  Memphis 
-Lee,  Lori  Ann,  Memphis 
Lee,  Ling  Hong,  Memphis 
Lee,  Sidney  Reaves,  Memphis 
♦Lefkovits,  Aaron  M,  Deerfield  Beach,  FL 
Lemmi,  Helio,  Memphis 
Lemmi,  Michael  A,  Memphis 
Leung,  Richard  K F,  Memphis 
Leventhal,  Marvin  R,  Memphis 
Levinson,  Michael  Jay,  Memphis 
Levitch,  Melvyn  Abraham,  Memphis 
Levy,  Joe  S,  Memphis 
Lewis,  Myron,  Memphis 
♦Lewis,  Philip  M,  Memphis 
Lieberman,  Gerald  J,  Memphis 
Lieberman,  Phillip  Louis,  Memphis 
Light,  William  Harry,  Germantown 
Linder,  Hilary  Francis,  Memphis 
Lindermuth,  John  R,  Memphis 
Ling,  Frank  W,  Memphis 
♦Lipscomb,  Alys  H,  Memphis 
Lipscomb,  Gary  H,  Memphis 
Lipsey,  Geo  Gartley,  Memphis 
Litch  Jr,  Melvin,  Memphis 
-Little,  John  P,  Memphis 
Little  Jr,  William  R,  Memphis 
-Littleton,  Eric  James,  Memphis 
♦Livermore  Jr,  Geo  R,  Memphis 
Lobe,  Thom  E,  Memphis 
♦Lockwood  Jr,  Dudley  G,  Hernando,  MS 
-Loden,  Jim,  Memphis 
Loe,  Robin  A,  Collierville 
-Lofties,  Lora  Ann,  Memphis 
-Lohrasbi,  Faryab,  Memphis 
♦Long,  Chas  Edward,  Memphis 
Long,  Diane  M,  Memphis 
Long,  Thomas  E,  Memphis 
Long,  William  E,  Memphis 
Lougheed,  Jos  C,  Memphis 
Love,  Varna  Mae  Peyton,  Memphis 
♦Lovejoy,  George  S,  Memphis 
♦Loving,  Martha  A,  Memphis 
-Lowe,  Elizabeth  S,  Memphis 
Lunceford,  Travis  E,  Memphis 
Luther,  Robt  Wayne,  Memphis 
-Lyell,  Reggie,  Memphis 
Lynch,  Michael  Hardy,  Memphis 
-Lytle,  Laura  L,  Memphis 
Mabry  Jr,  Edward  Hays,  Memphis 
♦Mabry,  Edward  Hays,  Memphis 
Machin,  James  Elliott,  Memphis 
♦Mackey,  Wm  Frederick,  Memphis 
Maddux  Jr,  H Benjamin,  Memphis 
♦Maddux,  Holt  Ben j , Memphis 
Maduska,  Albert  Lowell,  Memphis 
Magee,  Timothy  Michael,  Memphis 
Magill,  Hubert  Lynn,  Memphis 
♦Maguda,  Thos  Andrew,  Venice,  FL 
Maguire,  James  K,  Memphis 
-Mahajan,  Sanjiv,  Memphis 
Mahesh-Kumar , A P,  Memphis 
♦Malone  II,  Wm  B,  Memphis 
Mandell,  Alan  I,  Memphis 
Mangiante,  Eugene  C,  Memphis 
-Mangrum,  James  M,  Memphis 
-Mann,  Elizabeth  K,  Cordova 
Mann,  James  Alan,  Memphis 
-Manocha,  Anuj  Paul,  Memphis 
-Mantooth,  Gregory  A,  Memphis 
Manugian,  Arsen,  Memphis 
Mariencheck,  Wm  Irvin,  Memphis 
Marker,  Howard  Wm,  Memphis 
♦Markle,  Philip  Metric,  Memphis 
-Marks,  Heidi  Lynn,  Memphis 
Marshall,  Daniel  P,  Memphis 
Marshall,  Michael  Ralph,  Memphis 
Martin  Jr,  Henry  Frank,  Memphis 
Martin,  Daniel  C,  Memphis 
♦Mason,  Wm  W,  Highlands,  NC 
Massie,  James  D,  Memphis 
Mathes,  Gordon  Lawrence,  Memphis 
♦Matthews,  Oliver  S,  Memphis 
May,  Jeffery  Alan,  Memphis 
♦Mayer,  Raymond  Franklin,  Ward,  AR 
♦Mayfield,  Leroy  H,  Memphis 
-Maynard,  Bill  H,  Memphis 
Mays,  Kit  Sanford,  Memphis 
McAfee,  James  Earl,  Memphis 
McBrayer,  John  D,  Memphis 
♦McCall,  John  William,  Blowing  Rock,  NC 
McCalla,  Mary  Rainey,  Memphis 
McCallum,  Lee  Wilkes,  Memphis 
McCarter  Jr,  John  G,  Memphis 
McCaslin,  Mark  D,  Memphis 
McCaughan  Jr,  John  Joe,  Memphis 
McCloy,  Randolph  M,  Memphis 
McClure,  James  G,  Memphis 
♦McCool,  D C,  Memphis 
McCormack,  Harold  Arthur,  Memphis 
McDaniel  III,  Carter  E,  Memphis 
♦McDaniel,  E F,  Memphis 
McDonald,  Mary  Neumann,  Memphis 
McDonald,  Michael  Baird,  Memphis 
McEwan  Jr,  Robert  C,  Memphis 
McGee,  Jesse  Edward,  Memphis 
-McGlowan,  James  T,  Memphis  i 

McGowan,  Leslie  R,  Memphis 
McGrew  III,  Frank  A,  Memphis  i 

McKenzie,  Eugene  Eaton,  Memphis  ! 

-McKinney,  Robert  H,  Memphis  j 

♦McKinney,  James  W,  Memphis 
McLarty,  Alexander  M,  Memphis  j 

♦McLarty,  Barney  Estes,  Memphis  ' 
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McLemore  Jr,  Thomas  E,  Arlington 
McLendon,  Richard  Ellison,  Memphis 
-McRae,  Karen,  Memphis 
McSwain,  Harold  M,  Memphis 
Menees,  James  Keith,  Memphis 
Mercer,  Charles  Wayne,  Memphis 
Meriwether  III,  Thos  W,  Memphis 
Merritt,  Lauren  N,  Memphis 
-Mestemacher , Nellie  Smith,  Memphis 
Metzger,  Wm  Edgar,  Memphis 
Meyer,  David,  Memphis 
*Miles,  Robt  Millard,  Memphis 
Milford  Jr,  Lee  Watson,  Memphis 
-Miller,  Marvin  Tyrone,  Memphis 
-Miller,  Vernon  Arthur,  Memphis 
Miller  III,  Robert  Horace,  Memphis 
*Miller  Jr,  George  L,  Collierville 
*Miller,  Fountain  Fox,  Memphis 
Miller,  Joe  Hardy,  Memphis 
Miller,  Mark  P,  Cordova 
*Miller,  Richard  Alvah,  Memphis 
Miller,  Richard  B,  Memphis 
Miller,  Thomas  Iva,  Memphis 
*Mills,  Geo  T,  Cordova 
Milnor  III,  John  Pervis,  Memphis 
*Milnor  Jr,  J Pervis,  Memphis 
Minkin,  Irving  C,  Memphis 
Mitchum,  Wm  Robson,  Memphis 
*Mobley,  Everett  C,  Memphis 
*Moeller  Jr,  Benjamin  A,  Eads 
Moffatt  III,  William  Lee,  Memphis 
*Mogan,  Edward  Nenon,  Germantown 
Moinuddin,  Mohammed,  Memphis 
Moinuddin,  Shamim,  Memphis 
Monaghan,  Thomas  W,  Memphis 
Monger  Jr,  Ralph  Horace,  Memphis 
Montouris,  Georgia  D,  Memphis 
-Moore,  Sarah  E,  Memphis 
*Moore  Jr,  Fontaine  B,  Memphis 
*Moore  Jr,  Moore,  Memphis 
*Moore,  David  F,  Memphis 
Moore,  James  A,  Memphis 
*Moore,  Marion  Robertson,  Memphis 
-Morelock,  Sandra  Y,  Memphis 
Morgan,  Jack  Colbert,  Memphis 
Morisy,  Lee  Richard,  Memphis 
Morris,  Glenn  Scott,  Memphis 
Morris,  John  Thos,  Memphis 
Morris,  Wm  Randolph,  Germantown 
Morrison,  Larry  Burt,  Memphis 
Morrison,  Robert  E,  Memphis 
Morse,  Wm  Hal,  Memphis 
Moser,  Davis  D,  Memphis 
-Mosher,  Lisa  C,  Memphis 
Moshier,  Wm  Hill,  Memphis 
Moskovitz,  Rondall  J,  Memphis 
*Moss,  John  Palmer,  Memphis 
*Moss,  Thos  Chester,  Memphis 
Moss,  Wm  Ben j , Memphis 
-Motley,  Todd  Seth,  Memphis 
Motley,  Thomas  Earl,  Memphis 
Moustafa,  Salwa,  Memphis 
Muhlbauer,  Michael  Scott,  Memphis 
*Muirhead,  Ernest  Eric,  Memphis 
Mullen,  Jesse  G,  Memphis 
-Mullin,  Christopher  Noel,  Memphis 
Munn,  Charles  W,  Bartlett 
Murdock,  Wade  Thos,  Memphis 
*Murphey,  Francis,  Naples,  FL 
Murphy,  Cynthia  Dabney,  Memphis 
Murphy,  James  Garnett,  Memphis 
Murphy,  Patrick  J,  Memphis 
Murphy,  Wm  Mont,  Memphis 
*Murrah  Jr,  Wm  Fitzhugh,  Memphis 
Murray,  Ian  Farrell,  Memphis 
-Myers,  Cynthia  L,  Memphis 
Myers,  Wm  Stanley,  Memphis 
-Nabors  III,  Louis  B,  Memphis 
Nadel,  Alan  Marc,  Memphis 
-Naik,  Janak  Harshad,  Memphis 
Nakashima,  James  J,  Memphis 
Nash,  John  Paul,  Memphis 
Nauert,  Timothy  Craig,  Memphis 
Nawaf,  Kays,  Memphis 
-Neal,  Mary  E,  Memphis 
-Nelson,  Michael  W,  Jackson 
-Newman,  Mark  S,  West  Augusta,  GA 
Newman,  Larry  Bernard,  Memphis 
-Nguyen,  Khuong  V,  Memphis 
-Nguyen,  Thelinh  Q,  Memphis 
-Nguyen,  Trang  Uyen,  Germantown 
Nicholas,  Lawrence  M,  Memphis 
-Nichols  III,  Lorenzo  D,  Memphis 
Nichols,  Thos  Waddell,  Memphis 
Nichopoulos,  George  C,  Memphis 
Nikolovski,  Oliver  T,  Birmingham,  MI 
Nobles  Jr,  Eugene  Rodman,  Memphis 
-Noe,  Sarah  E,  Memphis 
-Noe,  Susan,  Memphis 
Noe,  Horace  Norman,  Memphis 
*Norman,  Robt  Sidney,  Germantown 
North,  Wm  C,  Memphis 
♦Northern  Jr,  Wm  L,  Memphis 
Nyalakonda,  Ashok  Rao,  Memphis 
O'Connell,  John  F,  Germantown 
O'Sullivan,  Patrick  Jos,  Memphis 
Ochs,  Jeffrey  J,  Memphis 
Ogle,  Evelyn  M Bassi,  Memphis 
Okrah,  Amos,  Memphis 
*01im,  Chas  Burton,  Memphis 
Olinger,  Rodney  Glenn,  Memphis 
-Orman,  Shands  W,  Memphis 
♦Orman,  Jos  Cooke,  Memphis 


Orpet  Jr,  P E,  Memphis 
-Osborn,  F David,  Memphis 
Osborn,  Frank  Jackson,  Memphis 
Osborne,  Pamela  Thompson,  Cordova 
Ostrow,  Bridget  F,  Memphis 
Oswald,  Wm  J,  Memphis 
Outlan,  John  Edward,  Collierville 
Outlan,  William  F,  Collierville 
Owen  Jr,  Edmond  W,  Memphis 
-Owens,  Sean  C,  Memphis 
Owens,  Donald  D,  Memphis 
Owens,  James  Harvey,  Memphis 
♦Packer,  Henry,  Memphis 
Page,  Gene  Ruffner,  Memphis 
Page,  Roy  C,  Germantown 
-Pahle,  Nancy  Jo,  Memphis 
Paidipalli,  Babu  Rao,  Memphis 
Painter,  Max  Wesley,  Memphis 
-Palazzo,  Anthony  J,  Shreveport,  LA 
Palmer  IV,  Robert  E,  Memphis 
Palmieri,  Genaro  Miguel  A,  Memphis 
Pang  Jr,  Jim,  Germantown 
-Panovec,  Parker,  Memphis 
-Parikh,  Salil  P,  Memphis 
-Parker,  Donald  W,  Memphis 
Parker,  Jos,  Memphis 
Parks,  Frank  D,  Memphis 
♦Parrott  Jr,  Chas  Wm,  Memphis 
Parsons  III,  Ward  Chester,  Memphis 
Partee,  Brenda  Demond,  Memphis 
Parvey,  Louis  S,  Memphis 
Paslawski,  Walter,  Memphis 
♦Paster,  Sami,  Santamunich,  CA 
♦Pasternack,  Morris,  Memphis 
Patchen,  Mary  Jane  Ilsemann,  Memphis 
-Pate,  Joseph  E,  Memphis 
Pate,  James  W,  Memphis 
-Patel,  Paul  P,  Memphis 
Patterson  III,  Russell  H,  Memphis 
Patterson,  Anthony  Lynn,  Memphis 
Patterson,  Charles  Richard,  Memphis 
Patterson,  Kelly,  Memphis 
Patterson,  Sam  Polk,  Collierville 
Patterson,  Stanley  Martin,  Memphis 
♦Paul,  Raphael  Nathan,  Memphis 
-Payant,  Joseph  A,  Memphis 
Payne  Jr,  Earnest  B,  Memphis 
Payne,  Paul  A,  Memphis 
Pearson,  Richard  McQuiston,  Memphis 
Pedigo,  Phillip  Adler,  Memphis 
Peeples  Jr,  John  D,  Memphis 
Pender  Jr,  John  Vincent,  Memphis 
Perry,  Edgar  Emrich,  Memphis 
-Peterson,  Robert  A,  Memphis 
Phelps,  Wm  Chas,  Memphis 
-Phillips,  David  L,  Memphis 
-Phillips,  Douglas  R,  Memphis 
-Phillips,  Lisa  E,  Memphis 
-Phillips  Jr,  F Edward,  Memphis 
Phillips,  Barry  Brent,  Germantown 
Phillips,  Carol  Ann,  Memphis 
Phillips,  Jerry  Clyde,  Memphis 
♦Phillips,  Wm  Earl,  Memphis 
Photopulos,  Guy  J,  Memphis 
♦Pian  Jr,  Maurice  C,  Memphis 
-Pierce,  Julia  A,  Memphis 
Pigott,  John  D,  Memphis 
-Pinkston,  John  R,  Memphis 
Pinson,  E Louise,  Memphis 
Pinstein,  Martin  Lee,  Memphis 
Pitcock,  James  Allison,  Memphis 
Platkin,  Alan  Bailey,  Memphis 
Polly,  Stuart  McGrath,  Memphis 
♦Porter,  Columbus  Hassell,  Memphis 
Porter,  Huey  Henderson,  Memphis 
Porter,  Wm  Richard,  Memphis 
Porterfield,  James  G,  Memphis 
Posey,  Michael  Evans,  Memphis 
Powell,  Carroll  E,  Memphis 
Pratt,  Edward  S,  Memphis 
Pratt,  Thomas  H,  Memphis 
♦Price,  James  Howard,  Memphis 
♦Price,  Robert  Allen,  Memphis 
Pridgen,  Stephen  Allen,  Memphis 
Pridgen,  Wm  Roby,  Memphis 
-Priester,  William,  Memphis 
♦Prieto  Jr,  Luis  Carlos,  Memphis 
Proctor,  Russell  Jay,  Memphis 
Pruitt,  David  B,  Memphis 
-Puckett,  Karen  J,  Memphis 
-Pugh,  Virginia  Ann,  Dyersburg 
♦Putman,  Billie  Harold,  Memphis 
-Quarles,  Angela  C,  Memphis 
Quigley,  Karen  K,  Memphis 
♦Quinn  III,  Peter  Jos,  Memphis 
-Raby,  Rebecca  B,  Memphis 
-Raby  Jr,  Lon  F,  Memphis 
Rada  III,  John  B,  Memphis 
Raghavaiah,  N V,  Memphis 
-Ragin,  Trelvis  L,  Memphis 
Ragsdale,  Blake,  Memphis 
Rahman,  Mahfuzur,  Memphis 
Raines,  Edwin  Allen,  Memphis 
Raines,  Richard  Brodnax,  Memphis 
♦Raines,  Samuel  Lucas,  Kobe  Sound,  FL 
♦Rainey,  Wm  Thos,  Memphis 
Rains  III,  Boyce  Manrin,  Memphis 
-Rajagopalan,  Shyamala,  Memphis 
Ramanathan,  Jaya,  Memphis 
Ramanathan,  Kodangudi  B,  Memphis 
-Rambalakos,  Angela,  Memphis 
Ramey  III,  Danl  Randolph,  Memphis 
♦Randolph,  Jerry  F,  Memphis 


Randolph,  Paul  Douglas,  Memphis 
Rao,  Bhaskar  Narayan,  Germantown 
Rawlinson,  William  T,  Memphis 
Rawtani,  Pallavi  V,  Memphis 
Ray,  Morris  William,  Memphis 
Readen,  Ruth  Anne,  Memphis 
Reaves,  Edward  McCormick,  Memphis 
-Redden,  R Allen,  Memphis 
Reed,  Cheston  Murray,  Memphis 
Reed,  Edward  Wilson,  Memphis 
Reed,  Mark  Loyd,  Memphis 
Reeder,  Robt  Canada,  Memphis 
Reese  Jr,  Harvey  C,  Memphis 
♦Reese,  Halden  Eugene,  Memphis 
Reid,  Ishmael  S,  Memphis 
Reisser  Jr,  John  Milton,  Memphis 
-Reiter,  Amanda  M,  Memphis 
-Reitzel,  Keith  E,  Memphis 
Rentrop,  Walter  Anton,  Memphis 
Rentrop,  Wm  Emil,  Memphis 
Reyes,  Nora  V,  Memphis 
Reynolds,  Gary  Lynn,  Memphis 
Rhea  Jr,  Hal  S,  Memphis 
Ricca,  Dallie  Marie  Fernando,  Memphis 
-Rice,  Kim  Melody,  Memphis 
Rice,  Steven  Nicholas,  Memphis 
-Richardson,  David  J,  Memphis 
-Richardson  III,  Robert  L,  Memphis 
Richardson  Jr,  Robt  Lee,  Memphis 
Richardson,  Elbert  Greer,  Memphis 
-Ricker,  Shali  M,  Memphis 
Riggs  Jr,  Wm  Webster,  Memphis 
Riggs,  Chas  R,  Memphis 
♦Riley,  Frances  Osborn,  Memphis 
Roane,  Jourdan  Archibald,  Memphis 
Robbins  Jr,  Samuel  Gwin,  Memphis 
Robbins,  Edward  T,  Memphis 
-Roberts,  Sidney  C,  Memphis 
Roberts,  Larry  K,  Memphis 
Robertson,  James  Thos,  Olive  Branch,  MS 
Robertson,  Jon  Hobson,  Memphis 
♦Robinson  Jr,  Chas  G,  Memphis 
Robinson  Jr,  John  Edward,  Memphis 
Robinson,  James  A,  Memphis 
Robinson,  Lloyd  Edward,  Memphis 
Robinson,  Wiley  Thomas,  Memhis 
Robison  Jr,  Lowell  Ben j , Memphis 
Rockett,  John  Frederick,  Memphis 
Rodney,  William  M,  Memphis 
Rojas,  Norberto,  Memphis 
Roney,  Ronald  Steven,  Memphis 
Rosen,  Gerald  Michael,  Memphis 
Rosenberg,  E William,  Memphis 
Rosenberg,  Zachary,  Memphis 
Rosensweig,  Jacob,  Memphis 
Rothenberg  II,  Harold  Jay,  Bartlett 
Routt  Jr,  William  Edward,  Memphis 
-Rowe,  John  D,  Memphis 
Ruch  Jr,  Walter  Allwein,  Memphis 
Rucker,  James  Daniel,  Germantown 
♦Rudner  Jr,  Henry  Gordon,  Memphis 
Ruleman,  Chester  Allan,  Memphis 
Runyan  Jr,  John  Wm,  Memphis 
Rushing,  Van,  Memphis 
Russell  Jr,  John  Murray,  Memphis 
Russell,  Thomas  Anthony,  Memphis 
Russo,  Wm  Louis,  Memphis 
Ryan  Jr,  Geo  Marion,  Memphis 
-Sabbah,  Ronnie,  Cordova 
Sacks,  Harold  Samuel,  Memphis 
Safley  Jr,  Chas  Franklin,  Memphis 
Sage,  Fred  P,  Memphis 
Saino,  James  D,  Memphis 
-Salazar,  Jorge  A,  Memphis 
Salazer,  Jorge  E,  Memphis 
Samaha,  Joseph  K,  Memphis 
Sammons,  Lehman  Clark,  Osceola,  AR 
Samuels,  Alan  Danl,  Memphis 
Sander,  Craig  J,  Memphis 
Sanders,  Frederick  D,  Memphis 
♦Sanders,  Sam  Houston,  Memphis 
Sandies,  Lisa  G,  Memphis 
Sanford  Jr,  Jack  Carter,  Memphis 
Sanford,  David  Marshall,  Memphis 
Sanford,  Robert  Alexander,  Memphis 
Sargent,  Susie  Jane,  Memphis 
-Satyanarayan,  Viswesvar,  Crossville 
Sauer,  Curtis,  Cordova 
Sauter,  Robert  F,  Germantown 
Saxton  Sr,  Grady  L,  Memphis 
♦Schaeffer  Jr,  S J,  Memphis 
-Schafer,  Brian  C,  Memphis 
♦Schaffer,  Donald  Earl,  Memphis 
Schanzer,  Mary  Cathleen,  Memphis 
♦Schettler,  Betty  J,  Memphis 
Schettler,  Wm  Heymoore,  Memphis 
Schlafke,  Anne  M,  Memphis 
Schlesinger,  Victor  Adler,  Memphis 
Schnapp,  Moacir,  Memphis 
Schoettle  Jr,  G Phillip,  Memphis 
♦Schreier,  Phillip  Chas,  Memphis 
Schweitzer,  John  B,  Memphis 
Schwerkoske,  John  F,  Memphis 
Scott  III,  Benjamin  F,  Memphis 
Scott  Jr,  Daniel  J,  Memphis 
Scott,  Edward  Patton,  Memphis 
Scott,  Edwin  Lee,  Memphis 
Scott,  Jos  Manson,  Memphis 
Scott,  Randall  Lee,  Memphis 
Scruggs,  Jerry  L,  Memphis 
Seale,  James  L,  Memphis 
Sebes,  Jeno  Imre,  Memphis 
Segal,  Anthony,  Memphis 
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Segal,  Jack,  Memphis 
*Segal,  Maurice  P,  Memphis 
Segal,  Robert  Henry,  Memphis 
*Segerson,  Edward  C,  Memphis 
Sexton,  Ray  Owen,  Memphis 
Shanklin,  Douglas  R,  Memphis 
Shapiro,  Marvin  Louis,  Memphis 
Shappley  Jr,  Wm  Vance,  Memphis 
-Shatuck,  Deaver  T,  Memphis 
Shea  III,  John  Joseph,  Memphis 
Shea  Jr,  John  Jos,  Memphis 
Shea  Jr,  Martin  Coyle,  Memphis 
Shearin,  Robt  P N,  Memphis 
Shell  III,  Dan  H,  Memphis 
Shelton,  Brixey  R,  Memphis 
*Shelton,  James  R,  Heber  Springs,  AR 
Shelton,  Thomas  B,  Memphis 
Shiftman,  Stephen  Murray,  Memphis 
-Shuh,  Monson,  Memphis 
-Shults,  Stephanie  S,  Memphis 
Shumake,  Leslie  Bowlin,  Memphis 
Shurley  II,  William  R,  Memphis 
-Sibley,  Shalamar  D,  Memphis 
Siegel,  Barry  Ross,  Memphis 
Siegel,  Jerome  Seymour,  Memphis 
Sievers,  Richard  E,  Memphis 
Sikes,  James  C,  Memphis 
-Sills,  E Scott,  Memphis 
Silverman,  Michael  N,  Memphis 
-Simmons,  Steven  P,  Memphis 
Simmons,  Bryan  Paul,  Memphis 
Simmons,  James  C H,  Memphis 
Simpson,  Joe  Leigh,  Memphis 
Sims,  Clifford  W,  Memphis 
Sisk,  Thos  David,  Memphis 
*Sissman,  Paul  R,  Memphis 
Skaggs,  Marvin  Richard,  Memphis 
*Skinner,  Edward  Folland,  Memphis 
Sloas,  David  Dale,  Memphis 
Slutsky,  Avron  Abe,  Memphis 
-Smiddy,  Joseph  C,  Memphis 
-Smith,  Eric  L,  Memphis 
-Smith,  Kellie  A,  Memphis 
Smith  Jr,  Vernon  I,  Memphis 
Smith,  Clyde  Gaylon,  Memphis 
Smith,  Kirby  Lee,  Memphis 
Smith,  Stanley  L,  Memphis 
Smith,  Vincent  D,  Memphis 
Smith,  W Chapman,  Memphis 
*Smythe  Jr,  Frank  Ward,  Memphis 
Snider,  Charles  V,  Memphis 
Snyder,  Dowen  Ervin,  Memphis 
*Sohm,  John  J,  Memphis 
Solomito,  Vincent  Lee,  Memphis 
Soloway,  Mark  Stephen,  Memphis 
Spears,  Hubert  Earl,  Memphis 
Spencer,  Judy,  Memphis 
-Spiers,  Jason,  Memphis 
Spiotta  Jr,  Eugene  J,  Memphis 
Spiotta,  Eugene  Jos,  Memphis 
Spiotta,  Larry  B,  Memphis 
-Spurlock,  Steven  R,  Memphis 
-Stair,  Stephen  W,  Memphis 
Stallings,  John  M,  Memphis 
Stanford,  Carl  Cooper,  Memphis 
Stanford,  James  Franklin,  Memphis 
Stanley  Jr,  Thos  V,  Memphis 
*Stark,  Ray  Gingles,  Memphis 
-Starnes,  Diane  E,  Memphis 
Starr,  Jason  Leonard,  Houston,  TX 
Stein,  Lee  S,  Memphis 
Steinman,  Fred,  Memphis 
Stentz,  David  L,  Memphis 
Stephens,  Raj  K,  Germantown 
*Stepp,  Wm  Price,  Memphis 
Stern,  Thos  Neuton,  Memphis 
*Stevenson,  Cleo  Wilson,  Memphis 
*Stevenson,  Edward  N,  Memphis 
Stevenson,  Robin  Malcolm,  Memphis 
Stewart,  George  E,  Memphis 
*Stewart,  Marcus  Jefferson,  Memphis 
Stewart,  Sherrill  Bryce,  Memphis 
Stewart,  William  C,  Memphis 
Stovall,  Thomas  Gregory,  Memphis 
Strasberg,  Gary  David,  Memphis 
‘Stratton,  Henry  Thos,  Memphis 
-Strelnieks,  Erik  Jon,  Memphis 
Strock,  Sylvia  S,  Memphis 
‘Stubblefield,  Robt  J,  Memphis 
Sullivan,  Jay  Michael,  Memphis 
Sullivan,  Jos  Albert,  Memphis 
-Summers,  Jeffrey  S,  Memphis 
Summitt,  Robert  Layman,  Memphis 
Sutherland  III,  Arthur  J,  Memphis 
‘Sydnor,  Elmer  W,  Memphis 
Tabor,  Owen  Britt,  Memphis 
‘Tacket,  Hall  Sanford,  Memphis 
Tag,  Arnold  R,  Memphis 
Takegami,  Ken  Takeshi,  Memphis 
-Tanenbaum,  Alan,  Memphis 
Tanenbaum,  Mark  Harris,  Memphis 
Taylor  III,  Herbert  A,  Memphis 
Taylor  Jr,  Wm  Wood,  Memphis 
Taylor,  Edwin  Oscar,  Memphis 
Taylor,  John  Charles,  Memphis 
Taylor,  Martha  Neumann,  Memphis 
-Teague,  Todd  A,  Memphis 
Teague,  Paul  Ford,  Memphis 
-Teer,  Patrick  B,  Memphis 
Tejwani,  Indurani  A,  Memphis 
Templeton,  Terry  P,  Memphis 
Terhune,  Ronald  Lytle,  Memphis 
-Thayer,  Gilbert  M,  Memphis 


Thomas  Jr,  Lloyd  R,  Germantown 
Thomas,  Dianna  J,  Memphis 
Thomas,  Oswald  Henry,  Memphis 
-Thompson,  Carolyn  G,  Memphis 
-Thompson,  Tom  C,  Knoxville 
Thompson,  Barry  F,  Memphis 
Thompson,  Paul  Andrew,  Memphis 
Thompson,  Terry  L,  Memphis 
Thompson,  Tommy  C,  Memphis 
Thomsen,  William  B,  Memphis 
Threlkeld,  Michael  Gavin,  Memphis 
Threlkeld,  Wm  Cleage,  Memphis 
Thurmond,  S Gail,  Memphis 
Tickle,  Sami  Milton,  Memphis 
Tielens,  Don  Raymon,  Memphis 
Tipton,  Robert  Eugene,  Memphis 
Todd,  Margaret  Ryan,  Memphis 
Todd,  Tanja  Lu,  Memphis 
-Toebbe,  Laura  Sieffert,  Memphis 
-Tomaras,  Christopher  R,  Memphis 
Tonkin,  Allen  K,  Memphis 
Tonkin,  Ina  L D,  Memphis 
Tooms,  Robt  Edwin,  Memphis 
Torpoco,  Jesus  Ortiz,  Memphis 
Towne,  T Carter,  Memphis 
Townsend  III,  Arthur  M,  Memphis 
Trautman,  Robert  J,  Memphis 
Treadwell  III,  George  H,  Memphis 
Trew,  Gary  F,  Memphis 
-Troutman,  Tammy  R,  Knoxville 
Tuberville,  Audrey  Whaley,  Memphis 
‘Tunis  Jr,  I Frank,  Memphis 
Tunis,  Kenneth  Frank,  Memphis 
Turley  III,  John  C,  Memphis 
‘Turley  Jr,  Hubert  King,  Memphis 
‘Turley  Jr,  John  C,  Memphis 
Turman,  Prentiss  A,  Memphis 
Turnbull  Jr,  Steve  H,  Memphis 
Turner,  Geo  Randolph,  Memphis 
Turner,  James  E,  Memphis 
Turner,  Jan  Lewis,  Memphis 
‘Tyler,  Louis  Edward,  Memphis 
‘Tyrer  Jr,  Austin  Roy,  Memphis 
‘Tyson  Jr,  Wm  T,  Memphis 
Upshaw,  James  Jerry,  Memphis 
Upshaw,  Jefferson  Davis,  Memphis 
Usdan,  David  Aaron,  Memphis 
-Usher,  Wayne  R,  Memphis 
Utley,  Anne  Clark,  Memphis 
‘Vaccaro,  Eugene  A,  Memphis 
-Van  de  Castle,  Keith,  Memphis 
-VanFrank,  Timothy  D,  Memphis 
Varley,  Michael  P,  Memphis 
Varner  Jr,  Claude,  Memphis 
Varner,  James  Carroll,  Memphis 
Vasu,  Renga  I,  Memphis 
-Vaughan,  Roderick,  Memphis 
Vera,  Santiago  R,  Memphis 
Verner,  Walter  Eugene,  Memphis 
Vernon,  Michael  Lee,  Germantown 
Verzosa,  Samuel  Tadiar,  Memphis 
Vick,  Edward  Grant,  Memphis 
Vick,  Sidney  D,  Memphis 
Vieron,  Leonidas  Nicholas,  Memphis 
-Vincent,  Karen  Ann,  Memphis 
Vincent,  John  Robt,  Memphis 
-Vines,  William  David,  Memphis 
-Virostek,  Lisa  J,  Memphis 
Voeller,  Guy  R,  Memphis 
Vogelfanger,  Roger  B,  Memphis 
Vookles,  John  Thorn,  Memphis 
Vu,  Trong  Van,  Memphis 
Wade,  W Burke,  Memphis 
-Wai,  Robert  B,  Memphis 
‘Wakham,  James  Dale,  Madison,  MS 
-Walker,  Raymond,  Memphis 
-Walker,  Rebecca  A,  Memphis 
Walker  Jr,  Parks  W,  Memphis 
Walker,  Frances  Carolyn,  Memphis 
Walker,  Robert  A,  Memphis 
‘Walker,  William  White,  Memphis 
Wallace  Jr,  Charles  Russell,  Memphis 
‘Wallace,  James  Ashford,  Memphis 
‘Wallace,  Peter  B,  Memphis 
-Wallstedt,  Bruce  A,  Memphis 
Walsh,  John  Thomas,  Memphis 
Walzer,  Yair,  Memphis 
Wardlaw,  Lee  Lyle,  Memphis 
Warner  Jr,  William  Charles,  Memphis 
Warner,  Ronnie  M,  Memphis 
Warr  III,  Otis  Sumter,  Memphis 
-Warr  IV,  Otis  S,  Memphis 
‘Warr,  Otis  S,  Memphis 
Warren,  Jeffrey  S,  Memphis 
‘Watkins,  Wm  W,  Memphis 
Watridge,  Clarence  B,  Memphis 
Watson,  Donald  C,  Memphis 
Watson,  Susan  R,  Memphis 
Weatherly,  Mark  Willard,  Memphis 
-Weaver,  Christie  G,  Memphis 
-Webber,  Katherine  A,  Memphis 
Webber,  Ben  Porter,  Memphis 
Weber  III,  Alvin  Julian,  Memphis 
Weber,  Bill  Carl,  Memphis 
Weeks,  Albert  E,  Memphis 
Weems  Jr,  Jerome  John,  Memphis 
‘Weems,  Jerome  J,  Memphis 
Weems,  Jos  Lell,  Memphis 
Weems,  Thos  Doyle,  Memphis 
Weinberg,  Joseph  A,  Germantown 
Weir  III,  Alva  B,  Germantown 
Weir  Jr,  Alva  Bowen,  Memphis 
-Weirich,  Timothy  P,  Olive  Branch,  MS 


Weiss,  Joseph  F,  Memphis 
Wells,  Van  Henry,  Memphis 
‘Wennemark,  James  R,  Germantown 
Wesberry  Jr,  Jesse  Malpass,  Memphis 
Wesberry  Sr,  Jesse  Malpass,  Memphis 
-Wesche,  W Allen,  Bartlett 
-West,  Daniel  K,  Memphis 
West,  Harold  Maxell,  Memphis 
West,  James  M,  Arlington 
West,  William  Hoath,  Memphis 
Westmoreland,  Daniel  K,  Memphis 
-Wheaton,  Glenn  T,  Memphis 
-Wheeler,  Laurie  C,  Memphis 
-Whelan,  James,  Memphis 
-Whelan,  James  W,  Dickson 
-Whitaker,  Toni  M,  Memphis 
-Whitby,  R Scott,  Memphis 
White  III,  Thos  Jefferson,  Memphis 
-White  Jr,  Charles,  Memphis 
White  Jr,  James  Harold,  Memphis 
White,  Chas  Edward,  Memphis 
White,  Frank  Louis,  Memphis 
‘White,  Wm  Guerin,  Memphis 
Whitehead,  Wm  Jerry,  Germantown 
Whitington,  Gene  L,  Memphis 
Whitlock,  Lawrence  Wayne,  Memphis 
‘Wiener,  Isadora  David,  Memphis 
Wiener,  Robt  Alan,  Memphis 
Wilcox,  Allen  Brian,  Memphis 
Wilder,  Wm  Wiggins,  Memphis 
Wilhite,  Joe  Lynn,  Memphis 
Wilkinson,  Ephriam  Bailey,  Memphis 
-Williams,  Felisia  L,  Memphis 

John  Albert,  Nashville 
Mark  A,  Memphis 
Beverly  D,  Memphis 
‘Williams,  Horace  Glenn,  Memphis 
‘Williams,  Linkwood,  Memphis 
Williams,  Paul  Herbert,  Memphis 
-Williamson,  Tena,  Memphis 
Wills,  Gordon  Lee,  Memphis 
-Wilson,  Jerry  P,  Memphis 

Arthur  James,  Memphis 
Donald  Bruce,  Memphis 
Harry  Williamson,  Memphis 
James  E,  Memphis 
John  McCullough,  Memphis 
John  McQuiston,  Memphis 
Raymond  Edward,  Cordova 
Winer  Muram,  Helen  T,  Memphis 
-Winston,  Stephen  E,  Memphis 
Witherington  III,  James  B,  Memphis 
Witherington,  John  M,  Memphis 
Witherspoon  Jr,  Frank  G,  Memphis 
Wolf,  Rodney  Vale,  Memphis 
Wood  II,  George  W,  Memphis 
‘Wood,  Matthew  W,  Memphis 
Wood,  Thos  Oval,  Memphis 
Woodall  Jr,  Jesse  C,  Memphis 
Woodbury,  Geo  Robt,  Memphis 
Woodbury,  Linda  L Plzak,  Memphis 
‘Woolley,  Clifton  Ward,  Memphis 
Wooten,  Richard  Lindsey,  Memphis 
Wooten,  Robert  Strode,  Memphis 
‘Workman  Jr,  Claude  H,  Marietta,  GA 
‘Worrell,  Jerry  Lewis,  Memphis 
Wortham  III,  George  F,  Memphis 
Worthington,  Julian  Mack,  Memphis 
Wrenn  Jr,  Earle  L,  Memphis 
-Wright,  Frank  D,  Memphis 
-Wright,  Jane  Anne,  Memphis 
Wright  II,  Phillip  E,  Memphis 
Wright  Jr,  Leonard  D,  Memphis 
Wright,  Dana  John,  Memphis 
Wruble,  Lawrence  David,  Memphis 
‘Wurzburg,  Henry,  Memphis 
Wyler,  Allen  R,  Memphis 
-Yancey  Jr,  Jerry  L,  Memphis 
Yarbrough,  Robert  R,  Cordova 
‘Yates,  Claude  Frank,  Memphis 
Yates,  Linda  Kay,  Cordova 
Yeates,  Laura,  Memphis 
‘Young,  Jack  G,  Memphis 
Young,  Mark  S,  Memphis 
Younger,  Carl  Thomas,  Memphis 
Yukon,  Gordon,  Memphis 
Zanella  Jr,  John,  Memphis 
Zanone,  Michael  T,  Memphis 


-Williams, 

-Williams, 

Williams, 


Wilson, 
Wilson , 
‘Wilson , 
‘Wilson , 
Wilson , 
‘Wilson , 
Wilson , 


MONROE  COUNTY  MEOICAL  SOCIETY 

Allen,  James  Lester,  Sweetwater 
Carpenter,  Douglas  R,  Madisonville 
Evans,  Thomas  S,  Sweetwater 
Gettinger,  Joshua  S,  Madisonville 
Harvey,  William  L,  Sweetwater 
Hays,  Robt  Danl,  Cleveland 
Hyman  Jr,  Orren  Williams,  Sweetwater 
Levin,  Barbara  Ann,  Madisonville 
Lowry,  Frank  H,  Madisonville 
Ness,  James  W,  Tellico  Plains 
Villaneuva,  Ramon,  Sweetwater 
Zee,  Paulus,  Sweetwater 


MONTGOMERY  COUNTY  MEOICAL  SOCIETY 

Anderson,  Paulette  D,  Clarksville 
‘Atkinson,  Edward  R,  Clarksville 
Baggett,  Henry  W,  Clarksville 
Beazley,  William  Cooper,  Clarksville 
Bellenger,  James  F,  Clarksville 
Boyd,  Alton  Reuther,  Clarksville 
Bradley,  Joel  F,  Clarksville 
Brandon,  Gilbert  T,  Clarksville 
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*Brewer,  Carlos  B,  Clarksville 
Busbee  III,  Greer  Albert,  Clarksville 
Bush,  Joel  Gregory,  Clarksville 
Carrigan,  Vernon  M,  Clarksville 
Cha,  Paul  Sangyong,  Clarksville 
Crawford,  Donald  A,  Clarksville 
Creekmore,  Harry  S,  Clarksville 
Cunningham  Jr,  Thos  M,  Clarksville 
Deal,  Virgil  T,  Clarksville 
Dennison,  Melissa  Boucher,  Clarksville 
*Doane  Jr,  Samuel  N,  Clarksville 
Doty  Jr,  Robert  D,  Chapmansboro 
Durrett  Jr,  Dawson  W,  Clarksville 
Farrar,  James  Thos,  Clarksville 
Faust,  Larry  M,  Clarksville 
Ferraraccio,  Blaise  E,  Clarksville 
Foster,  Karen  Pitts,  Clarksville 
Futrell,  Danny  W,  Clarksville 
Glassell,  Edwin  C,  Clarksville 
Grabenstein,  T G,  Clarksville 
Grabenstein,  William  P,  Clarksville 
*Green,  Mack  Macon,  Clarksville 
*Griffin,  V H,  Clarksville 
Gullett,  David  Laird,  Clarksville 
Hall,  Billy  T,  Mobile,  AL 
Hall,  Michael  Stanley,  Clarksville 
Hempel,  Richard  James,  Dover 
Hong,  Doug  Un,  Clarksville 
Hudson  III,  William  D,  Clarksville 
Hudson,  Robert  W,  Clarksville 
Iglehart,  Bryan  T,  Clarksville 
Jordan,  Edwin  Constantine,  Clarksville 
Kennedy,  Howard  R,  Clarksville 
Kent,  Stephen  W,  Clarksville 
Koehn  Jr,  Robt  C,  Clarksville 
Kurita,  George  I,  Clarksville 
Larkins,  Gary  L,  Clarksville 
Ledbetter,  Buford  B,  Clarksville 
Lee,  Robt  Henry,  Dover 
Lemoine,  Fritz  F,  Clarksville 
Lett,  James  C,  Erin 
Ligon,  Douglas  Wister,  Erin 
Limbaugh  Jr,  James  W,  Clarksville 
Lind,  Roger  Charles,  Clarksville 
Lowe  Jr,  Reginald  S,  Clarksville 
Luton,  Oaklus  Sami,  Clarksville 
*Lyle,  Wm  Green,  Clarksville 
Martin,  Daniel  Ernest,  Erin 
McCampbell,  Frank  G,  Clarksville 
Miles  Jr,  Jos  Wm,  Clarksville 
Mitchum,  Albert  Jackson,  Clarksville 
Moessner,  Harold  F,  St  Bethlehem 
Montgomery,  Tony  Johnson,  Clarksville 
Moore,  W R,  Clarksville 
Peacher,  Terry  Gene,  Clarksville 
Pedigo,  William  J,  Clarksville 
Perales,  Angel  U,  Dickson 
Peterson,  Keith  D,  Clarksville 
Porter,  Douglas  Dwight,  Clarksville 
Prine  Jr,  Wm  Wesley,  Clarksville 
Rice,  Robin  L,  Clarksville 
Richardson,  Donald  Ray,  Clarksville 
Ricketson,  Greer  H,  Clarksville 
Roads,  Timothy  R,  Clarksville 
*Ross,  John  W,  Clarksville 
Salyers,  Steve  G,  Clarksville 
Siler,  Rita  Anne,  Clarksville 
Silvey,  Gary  Lynn,  Clarksville 
Smith,  James  Roy,  Clarksville 
Vann,  Harold  Francis,  Clarksville 
Vermillion,  R J,  Clarksville 
Walker,  Joe  R,  Clarksville 
*Wall  Jr,  Wm  H,  Clarksville 
Williams,  David  B,  Clarksville 
Wilson,  Frank,  Clarksville 
Wright  Jr,  John  Fay,  Clarksville 
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Abisellan,  Georgina  A,  Nashville 
-Abrams,  Daniel  J,  Nashville 
Abston,  Phillip  A,  Nashville 
Acosta,  Estrella  P,  Madison 
Acosta,  Paulo  C,  Madison 
Acree,  Maurice  Mason,  Nashville 
Adams  Jr,  Robt  Walker,  Nashville 
*Adams,  Crawford,  Duck  Key,  FL 
Addlestone,  Ronald  B,  Nashville 
Adelson,  Lori  M,  Nashville 
Adkins,  Robt  Benton,  Nashville 
Adkins,  Royce  Terrell,  Goodlettsville 
Adkins,  Thomas  G,  Nashville 
Agbunag,  Arnulfo  Abat,  Madison 
Akin,  Gordon  Clay,  Nashville 
Alcantara,  Ildefonso  A,  Nashville 
Alexander  Jr,  Clyde  W,  Nashville 
Alexander,  Dave  A,  Nashville 
Alfery,  David  D,  Nashville 
Alford  Jr,  Wm  Cutter,  Nashville 
Alford,  Robert  H,  Nashville 
Allen  Jr,  Joseph  H,  Nashville 
Allen  Jr,  Newton  Perkins,  Nashville 
Allen,  Terry  Reynolds,  Nashville 
Allen,  Vaughan  Arthur,  Nashville 
Allen,  Verne  Elwood,  Nashville 
Alley  Jr,  J Clyde,  Nashville 
Allison  Jr,  Fred,  Nashville 
Alper,  Benj  J,  Nashville 
Ammarell,  Robert  L,  Nashville 
Anand,  Vinita,  Nashville 
-Anderson,  Ted  L,  Nashville 
‘Anderson  Jr,  Arthur  R,  Nashville 


Anderson  Jr,  Edwin  B,  Nashville 
Anderson  Jr,  James  E,  Nashville 
‘Anderson  Jr,  James  S,  Nashville 
Anderson,  Allen  F,  Nashville 
Anderson,  Edward  Eugene,  Nashville 
Anderson,  Edwin  B,  Nashville 
‘Anderson,  Elbridge  E,  Nashville 
‘Anderson,  H R,  Nashville 
Anderson,  John  Eugene,  Nashville 
Anderson,  William  Joseph,  Nashville 
Anderson,  Wm  Clyde,  Nashville 
Arendale  Jr,  Charles  R,  Nashville 
Arendall  II,  Rex  E,  Nashville 
Arnett,  Darrell  G,  Nashville 
Arnold,  Edward  Stanley,  Nashville 
Arnold,  Fredrick  S,  Nashville 
Arnold,  Larry  Totty,  Nashville 
Arrowsmith,  Peter  Noel,  Nashville 
Asher,  Harvey,  Nashville 
Auerbach,  Paul  Stuart,  Nashville 
Austin,  John  Clayton,  Nashville 
Avant,  Geo  Ray,  Nashville 
Averbuch,  Mark  Stephen,  Nashville 
Avery,  James  Kelley,  Nashville 
Aylor,  Sarah  Brown,  Nashville 
Backus,  Elizabeth  Maureen,  Nashville 
Baer,  Harry,  Nashville 
Bailey,  Allan  H,  Nashville 
Baker,  Jack  R,  Nashville 
Baker,  Thurman  Dee,  Nashville 
Baldwin,  James  Marvin,  Ashland  City 
‘Ballard,  Sidney  W,  Franklin 
Ballinger,  Jeanne  F,  Nashville 
Ban,  Thomas  A,  Nashville 
‘Bandy,  Preston  H,  Nashville 
‘Barksdale,  Edward  H,  Nashville 
Barnes  Jr,  Maurice  C,  Nashville 
Barnett,  Donald  R,  Nashville 
Barnett,  Paul  Harold,  Nashville 
Barnett,  Robt  Burton,  Nashville 
Barton,  David,  Nashville 
‘Bass,  Allan  Deimage,  Nashville 
Batalden,  Paul  B,  Nashville 
Batchelor,  E Dale,  Nashville 
Batson,  Jack  Miller,  Nashville 
‘Batson,  Randolph,  Troy,  AL 
Baucom,  William  E,  Nashville 
‘Bayer,  D Scott,  Nashville 
Beazley,  Luthur,  Nashville 
Beck,  Chas  Bernard,  Madison 
Beck,  Larson  Dale,  Madison 
Beckwith,  Merton  M,  Nashville 
Begtrup,  Robert  O,  Nashville 
Belden,  Richard  A,  Nashville 
Bell  Jr,  Ernest  Andrew,  Madison 
Bell,  Robt  Le  Roy,  Nashville 
Bender  Jr,  Harvey  W,  Nashville 
Bendt,  Robert  Richard,  Nashville 
Benning,  Thomas  R,  Nashville 
Benson  Jr,  Ralph  C,  Nashville 
Benson,  George  N,  Nashville 
‘Benz,  Edmund  Woodward,  Nashville 
Berman,  M Lawrence,  Nashville 
Bernard,  Louis  J,  Nashville 
Bernard,  Stanley,  Nashville 
Berrie,  Warren  R,  Nashville 
Berry,  Geoffrey,  Nashville 
Besharian,  Charles  M,  Nashville 
‘Beveridge,  John  H,  Nashville 
Bienvenu,  Gary  Louis,  Brentwood 
Bihl-Miranda , Patricia  M,  Nashville 
‘Billings  Jr,  Frederic  T,  Nashville 
Binkley  Jr,  William  Joseph,  Madison 
Birdwell,  Ben  Jason,  Nashville 
Bishop  Jr,  Eugene  L,  Nashville 
Bishop,  Lindsay  K,  Nashville 
Bishop,  Michael  Robt,  Nashville 
‘Bistowish  Jr,  Joseph  M,  Nashville 
‘Black  Jr,  James  N,  APO,  NY 
Blake,  Mary  Anne,  Nashville 
Blalock,  W Stanford,  Nashville 
Blanton,  Donald  McLain,  Nashville 
-Bleakley,  Jeffrey  F,  Nashville 
Blumenkopf,  Bennett,  Nashville 
Bodner,  Stanley  Jacob,  Hermitage 
Boehm,  Frank  Henry,  Nashville 
Bolds,  John  Michael,  Nashville 
Bolin,  Marion  G,  Nashville 
Bomboy  Jr,  James  D,  Nashville 
Bonau,  Roger  Anthony,  Nashville 
Bond  III,  John  Benjamin,  Nashville 
Bond,  Arthur  Gernt,  Nashville 
Bond,  John  Benj,  Nashville 
Bone,  Robert  Carver,  Lebanon 
Bookman,  James  Andrew,  Madison 
Booth  Jr,  Glenn  H,  Nashville 
Bottomy,  Michael  Bruce,  Nashville 
Bounds  Jr,  Geo  Wm,  Nashville 
Bowers  Jr,  David  Garwood,  Nashville 
‘Boylin,  John  M,  Nashville 
Brackin  Jr,  Henry  B,  Nashville 
‘Bradley,  Cloyce  F,  Nashville 
Brakefield,  James  Marion,  Nashville 
Brandes,  Jan  Lewis,  Nashville 
Brannon,  C Travis,  Nashville 
Brantley,  Barrett  Duane,  Nashville 
Braren,  H Victor,  Nashville 
Breinig,  John  Boyers,  Nashville 
Breiten,  Leslie  B,  Nashville 
Brennan,  Rhonda  Kay,  Nashville 
Bressman,  Phillip  L,  Nashville 
Brigham,  Kenneth  L,  Nashville 
Brimmer  II,  Robert  A,  Nashville 


Brin,  Edward  Neal,  Nashville 
Brock  III,  John  W,  Nashville 
Brodows,  Robert  G,  Nashville 
Brothers,  John  Cunningham,  Nashville 
Brown  Jr,  Walter  Edward,  Spring  Hill 
Brown  Jr,  Walter  U,  Nashville 
Brown,  Douglas  H,  Nashville 
Brown,  Kermit  R,  Nashville 
Brown,  Mary  Jane,  Brentwood 
Brown,  Pamela  E,  Goodlettsville 
Brown,  Phillip  Pendleton,  Nashville 
Browne,  Edward  W,  Nashville 
Bruno  III,  John,  Nashville 
‘Bryan,  John  T,  Nashville 
-Bryant,  Grady  Lee,  Nashville 
Bryant,  James  David,  Nashville 
Bryant,  Susan  H,  Nashville 
‘Buchanan  Jr,  Robt  Norman,  Nashville 
Buchanan,  Richard  Durr,  Nashville 
Buckspan,  Glenn  S,  Nashville 
Bueno,  Reuben  A,  Nashville 
Burbank,  Sally  Willard,  Nashville 
‘Burd,  Jos  G,  Nashville 
Burkhalter,  Michael  Terry,  Nashville 
Burks,  Helen  C,  Hendersonville 
Burnes,  James  Edmond,  Madison 
Burnett,  Lonnie  S,  Nashville 
Burns,  Gerald  Robt,  Nashville 
Burr,  Robert  E,  Hendersonville 
Burrus,  Geo  Robt,  Nashville 
Burrus,  Roger  Byron,  Nashville 
Burwell,  Bron,  Old  Hickory 
Butterfield  Denney,  Mary  J,  Nashville 
Byrd  III,  Benjamin  F,  Nashville 
‘Byrd  Jr,  Benj  F,  Nashville 
Byrd,  J W Thomas,  Nashville 
Cadena-Cucta , Guillermo,  Nashville 
Caldwell  Jr,  Benj  H,  Nashville 
Calhoun,  Calvin  Lee,  Nashville 
Callaway,  James  J,  Nashville 
Callaway,  Michael  Denney,  Nashville 
Callaway,  Thomas  Haile,  Nashville 
Campbell,  Susan  B,  Nashville 
Campbell,  Thomas  W,  Nashville 
Campbell,  W Barton,  Nashville 
Canale  Jr,  Daniel  D,  Nashville 
‘Cannon  II,  Richard  O,  Nashville 
Cannon  Jr,  Charles  Grady,  Nashville 
Canter,  Jeffrey  Alan,  Nashville 
-Cantrell,  Stephen  B,  Nashville 
‘Card,  Wm  Judson,  Madison 
Carlsen,  Andrew  B,  Nashville 
Carlson,  Brian  Richard,  Mt  Juliet 
Carnahan,  David  Neal,  Nashville 
Carney  Jr,  Sam  W,  Madison 
Carpenter  Jr,  Geo  Kenyon,  Nashville 
Carr,  Linda  Gail,  Nashville 
Carter,  Jeffrey  B,  Nashville 
‘Carter,  Oscar  Willis,  Nashville 
Cartwright,  Pete  S,  Nashville 
Cassell,  Norman  M,  Nashville 
Castelnuovo-Tedesco,  P,  Nashville 
Cate,  Ronald  C,  Nashville 
Cato,  James  Robert,  Nashville 
‘Cazort,  Ralph  J,  Nashville 
Chalfant,  Robt  L,  Nashville 
Chambers,  Jill  F,  Nashville 
Chang,  Pong  Moon,  Nashville 
Channabasappa , Kodihalli  P,  Madison 
Chapman,  John  Edmon,  Nashville 
-Charles,  Philip  David,  Nashville 
Chazen,  Eric  Martin,  Nashville 
Chei j , Abraham  Pacha,  Nashville 
Chisolm  Jr,  Joe  M,  Nashville 
Christenberry , Robert  H,  Nashville 
Christofersen,  Mark  R,  Nashville 
Clark,  John  Roger,  Brentwood 
Classen,  Jeannine  Archer,  Madison 
Classen,  Kenneth  Leon,  Madison 
Clinton,  Mary  E,  Nashville 
‘Cobb  Jr,  Cully  A,  Nashville 
Cochran,  Robt  Taylor,  Nashville 
Cohen,  Alan  Gary,  Nashville 
Coker,  Wesley  Louis,  Nashville 
Coles  III,  John  H,  Nashville 
Collins,  Robert  S,  Madison 
Coltharp,  William  H,  Nashville 
Concepcion,  Raoul  S,  Nashville 
Connor,  Dan  E,  Nashville 
Conrad,  James  Francis,  Nashville 
Cooke,  Geo  Edward,  Nashville 
Cooper,  Robert  S,  Nashville 
Coopwood,  Wm  Eugene,  Madison 
Corbin  Jr,  Charles,  Nashville 
Corney,  Robt  Tyler,  Nashville 
‘Cothren,  Frederec  B,  Chattanooga 
Cothren,  Jackson  Danl,  Nashville 
Cotton  Jr,  Robert  Bell,  Nashville 
‘Couch  Jr,  Orrie  A,  Nashville 
Couden,  Vincent  Robt,  Nashville 
Coulam,  Craig  M,  Nashville 
Cowan,  Richard  H,  Antioch 
Cowden,  Chas  Marshall,  Hendersonville 
‘Cowden,  Frederic  Eugene,  Nashville 
Craft,  Lisa  T,  Nashville 
Crafton,  Geo  B,  Nashville 
Crafton,  George  West,  Madison 
Crane,  Jos  Michael,  Madison 
‘Crane,  Paul  Shields,  Nashville 
Crawford  Jr,  Walter  Morgan,  Nashville 
Crenshaw,  Marshall  H,  Nashville 
Crenshaw,  Wm  Bryant,  Nashville 
Crook  Jr,  Jerrall  Paul,  Nashville 
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Crook,  Angus  M G,  Nashville 
Crook,  Jerrall  Paul,  Nashville 
Crumbo,  Donald  S,  Nashville 
Cushman,  Arthur  Robt,  Madison 
D'Amico,  Stephen  J,  Nashville 
Dalton,  John  Charles,  Nashville 
Daniell,  James  F,  Nashville 
Dao,  Anh  Huu,  Nashville 
*Darby,  Wm  Jefferson,  Thompson  Station 
Dash,  Lamarr  A,  Franklin 
*Daugherty,  Philip  V,  Nashville 
*Davis  Arnold,  Evelyn  J,  Brentwood 
Davis  Jr,  Thos  Joel,  Nashville 
Davis,  Ben  Weldon,  Nashville 
Davis,  Carla  Suzanne  M,  Nashville 
Davis,  Geo  Wm,  Nashville 
Davis,  Ivan  R,  Nashville 
Davis,  J Lucian,  Nashville 
*Davis,  Michael  David,  Nashville 
Davis,  Richard  John,  Nashville 
*Davis,  Theodore  W,  Nashville 
Davis,  Wm  Gray,  Madison 
Day,  T Wayne,  Nashville 
Deal,  Roy  W,  Nashville 
Deason,  Deborah  R,  Nashville 
Decker,  Michael  Donahue,  Nashville 
Delvaux  Jr,  Thos  C,  Nashville 
Dement,  Samuel  Houston,  Nashville 
-Deneka,  David  A,  Nashville 
Devito,  Dennis  Peter,  Nashville 
Dillard  Jr,  Sami  Henry,  Nashville 
Diner,  Bradley  C,  No  Little  Rock,  AR 
Dittus,  Janet  L,  Nashville 
Dixon,  Bryce  William,  Nashville 
Doak,  Wm  Melville,  Donelson 
Dodd,  Robert  T,  Nashville 
Doering,  Tracey  Ellen,  Nashville 
Donnell,  Mark  L,  Madison 
Donovan,  Kevin  L,  Nashville 
Dopp,  Alan  C,  Nashville 
Dorsey,  Douglas  Russell,  Nashville 
*Doss,  W Gordon,  Hendersonville 
Doster  Jr,  Robert  T,  Nashville 
Dow  III,  Frederick  Thompson,  Nashville 
Downey,  Wm  Lee,  Nashville 
*Downs,  Howard  S,  Hendersonville 
Doyle,  Deborah  R,  Nashville 
Doyne,  Mark  Alan,  Nashville 
Dozier  Jr,  J Emmett,  Nashville 
Driver  Jr,  L Rowe,  Nashville 
Dubuisson,  Ray  L,  Nashville 
Dudley,  B Stephen,  Nashville 
Duffy,  Karen  Barr,  Madison 
Dunbar,  Laura  L,  Nashville 
Duncan,  Gary  Wm,  Nashville 
*Duncan,  Geo  E,  Nashville 
Duncan,  Thomas  C,  Nashville 
Dundon,  Mary  Catherine,  Madison 
Dunkerley  Jr,  Robt  C,  Nashville 
Dunn,  Geo  Dewey,  Nashville 
Dutton,  Wm  Patterson,  Nashville 
Dyer,  David  N,  Nashville 
Dyer,  Eric  L,  Nashville 
Earthman,  Webb  Johnson,  Nashville 
Ebert,  Michael  H,  Nashville 
Eckstein,  Charles  W,  Nashville 
Edgar  Sr,  Andrew  S,  Nashville 
Edwards  Jr,  William  H,  Nashville 
Edwards,  Doran  Devon,  Madison 
Edwards,  Joe  Michael,  Nashville 
Edwards,  Michael  Ernest,  Nashville 
Edwards,  Palmer,  Nashville 
Edwards,  Robt  Harvey,  Nashville 
Edwards,  Wm  H,  Nashville 
Eisert,  Donald  Ramon,  Nashville 
Elam  III,  Roy  Oscar,  Nashville 
Elam,  Lloyd  Chas,  Nashville 
Elliott,  James  H,  Nashville 
Ellis,  Darrel  L,  Nashville 
*Ellis,  James  W,  Nashville 
Ellis,  Michael  C,  Madison 
Elrod,  Burton  F,  Nashville 
Elson,  Melvin  Leslie,  Nashville 
Emerson,  Clifton  W,  Nashville 
Emerson,  Edwin  Boyette,  Nashville 
Emfinger,  C Wesley,  Nashville 
Entman,  Stephen  S,  Nashville 
Escobar,  Alfonso,  Nashville 
Eskind,  Irwin  Bernard,  Nashville 
Eskind,  Jeffery  Bein,  Nashville 
Eskind,  Steven  J,  Nashville 
Estes,  Robert  L,  Nashville 
*Evans,  Hillis  Floren,  Madison 
Ewers,  E William,  Nashville 
*Eyler,  Don  L,  Salem,  AL 
Ezell,  Gilbert  D,  Nashville 
Ezell,  Meredith  A,  Nashville 
Ezell,  Roy  Clay,  Nashville 
Faber,  Robt  Branch,  Nashville 
*Falk,  Leslie  Allina,  Nashville 
Farmer,  Madeline  Enide,  Nashville 
Farrar,  Thomas  Crowell,  Nashville 
Farrar,  Wm  Taylor,  Nashville 
-Farzanfar,  Susan,  Nashville 
Fassler,  Cheryl  Ann,  Nashville 
Faulk  Jr,  Wallace  H,  Nashville 
Faulkner,  Lee  A,  Nashville 
Faulkner,  Chas  Taylor,  Nashville 
Faust,  Thomas  Wilson,  Nashville 
Felch,  James  W,  Franklin 
Feldman,  Richard  Warren,  Nashville 
Felts,  Stephen  Karey,  Nashville 
Feman,  Stephen  S,  Nashville 


Fenichel,  Gerald  Mervin,  Nashville 
Ferguson,  Harold  Austin,  Nashville 
*Fessey,  Ray  O,  Nashville 
Fields,  James  P,  Nashville 
Fields,  John  Pershing,  Nashville 
Finch,  William  Tyree,  Nashville 
Finke,  Frederick  Leroy,  Nashville 
*Fishbein,  Jos  H,  Nashville 
Fisher,  Benj , Nashville 
Fisher,  Jack,  Nashville 
Fleet  Jr,  William  F,  Goodlettsville 
Fleischer,  Arthur  C,  Nashville 
Fleming  Jr,  James  H,  Nashville 
Fleming  Jr,  Ross,  Nashville 
Fleming,  Philip  Edward,  Nashville 
Fletcher,  Christopher  W,  Nashville 
Fletcher,  Suzanne  M,  Brentwood 
Flexner,  John  Morris,  Nashville 
Foley,  Gerald  J,  Nashville 
Ford,  Dianne  J,  Madison 
Foreman,  Howard  R,  Nashville 
Foster,  Henry  Wendell,  Nashville 
Foster,  Nelson  Ray,  Franklin 
Fowinkle,  Eugene  Wesley,  Nashville 
♦Fowler,  Sami  B,  Nashville 
Fox,  Richard  Allen,  Nashville 
Francis,  Robt  Stanley,  Nashville 
Franklin,  Jerry  M,  Nashville 
Frederiksen,  Rand  Terrell,  Nashville 
Freeman,  Mark  Pearce,  Nashville 
Freeman,  Rufus  Jack,  Nashville 
Frenchman,  Khushru  H,  Hendersonville 
Frey,  Walter  Willis,  Nashville 
Friddell,  Thos  James,  Nashville 
Frist  Jr,  John  C,  Nashville 
Frist,  Robt  Armistead,  Nashville 
♦Frist,  Thos  F,  Nashville 
Frist,  William  Harrison,  Nashville 
Fullerton,  Randy  Curtis,  Nashville 
Furlow,  William  Loomis,  Nashville 
Furman,  John  Robert,  Madison 
Gaines,  Donald  Lee,  Nashville 
Gaither,  Douglas  Hamilton,  Nashville 
♦Gant,  Julian  C,  Loma  Linda,  CA 
♦Gardner,  Chas  Kurtin,  Nashville 
German,  Richard  W,  Brentwood 
♦Garrett,  Sam  Young,  Nashville 
Garvin,  Richard  Paul,  Smyrna 
♦Gaskins,  Fay  M,  Nashville 
♦Gaston,  Robt  B,  Donelson 
Gavigan,  Wm  Mitchel,  Nashville 
Gaw,  David  Wisdom,  Nashville 
Gaw,  William  Richard,  Nashville 
Geddie,  Danl  Clark,  Nashville 
Genca,  Erol,  Nashville 
Gentile,  Douglas  A,  Nashville 
Gentry,  Harold  Leffel,  Madison 
German,  Deborah  C,  Nashville 
♦Gessler,  Carl  Newton,  Nashville 
♦Ghosh,  Sudhir  C,  Brentwood 
-Gibboney,  Terence  Joseph,  Nashville 
-Gibbs,  Scott  Robert,  Nashville 
Gibson,  John  Ragan,  Nashville 
Gibson,  Richard  L,  Nashville 
Gill,  Chas  Me  Clelland,  Nashville 
Gilmer,  Ronald  K,  Nashville 
Ginn,  H Earl,  Nashville 
Givens,  Dingess  M,  Nashville 
Glascock,  Frank  B,  Nashville 
Glasscock,  Michael  E,  Nashville 
Glassford  Jr,  David  M,  Nashville 
Glassman,  Armand  B,  Nashville 
Glazer,  Mark  D,  Nashville 
Glick,  Alan  Douglas,  Nashville 
♦Glover  Jr,  John  P,  Nashville 
Gluck  Jr,  Francis  W,  Nashville 
♦Gobbell  Jr,  Walter  G,  Nashville 
Gold,  Michael  H,  Nashville 
Goldfarb,  Mark  S,  Nashville 
Goldner  Jr,  Fred,  Nashville 
♦Gomez,  Paul  Chas,  Nashville 
Goodman,  Bruce  Randolph,  Nashville 
Goodman,  William  M,  Madison 
Gore,  Johnny  Elmo,  Antioch 
Gorstein,  Fred,  Nashville 
Gotterer,  Gerald  S,  Nashville 
Gowda,  Hiranya  C K,  Nashville 
Graber,  Alan  Lee,  Nashville 
♦Graham  Jr,  Louis  S,  Nashville 
Graham  Jr,  Robert  P,  Nashville 
Graham,  Thomas  P,  Nashville 
Granda,  Antonio  Medardo,  Nashville 
Grant,  Burton  Paine,  Nashville 
Graves  Jr,  Herschel  A,  Nashville 
Gray,  George  F,  Nashville 
Gray,  Roland  William,  Nashville 
Greco,  Barbara  A,  Nashville 
Greco,  Frank  Anthony,  Nashville 
Green  Jr,  Paul  A,  Nashville 
Green,  James  Donald,  Nashville 
♦Green,  Louis  D,  Brentwood 
Green,  Neil  Edward,  Nashville 
Greenbaum,  Ralph  Martin,  Nashville 
Greene,  Harry  Lee,  Nashville 
Greene,  John  W,  Nashville 
Greer  Jr,  Clifton  E,  Nashville 
Greer,  John  Pettry,  Nashville 
Gregory  II,  James  P,  Nashville 
Gregory  Jr,  Marvin  Geer,  Nashville 
Gregory,  David  Wilson,  Nashville 
Gremillion  Jr,  Daniel  E,  Nashville 
Griffin,  John  Jos,  Nashville 
Grinde,  Stephen  E,  Nashville 


Griscom,  John  Hooper,  Nashville 
Groos,  Erich  Bryan,  Nashville 
♦Grossman,  Laurence  A,  Nashville 
♦Grossman,  Milton,  Nashville 
Grove,  R Barry,  Brentwood 
Growdon  Jr,  James  Harold,  Nashville 
Guillermin,  John  Philip,  Hermitage 
Gunn,  Michael  G,  Nashville 
Gurley,  Larry  D,  Nashville 
Gutow,  Gary  Sami,  Nashville 
Gutow,  Richard  Fineman,  Nashville 
Hagan,  Geo  Bryant,  Madison 
Hagan,  Keith  W,  Nashville 
Hagan,  Kevin  F,  Nashville 
Hagenau,  Curtis  James,  Nashville 
♦Haines  Jr,  Chas  Edgar,  Nashville 
Hainsworth,  John  D,  Nashville 
Haley  Jr,  Robt  Leo,  Madison 
Hall  Jr,  Wallace  Howard,  Nashville 
Hall,  Hugh  David,  Nashville 
Haltom,  Thos  Branson,  Nashville 
Hamberg,  Marcelle  Robt,  Nashville 
Hamburger,  Norman  J,  Brentwood 
Hamilton,  James  Richard,  Nashville 
♦Hamilton,  Wm  M,  Highlands,  NC 
Hammon  Jr,  John  W,  Nashville 
♦Hammonds,  Roy  Glenn,  Nashville 
Hampf,  Carl  R,  Nashville 
Handte,  Robert  E,  Brentwood 
Hanes,  Thomas  Eugene,  Madison 
♦Hansen,  Axel  Carl,  Nashville 
Hanson,  Anne  V E,  Nashville 
Hardin,  Robt  Allen,  Nashville 
Harper,  Marion  Cal,  Nashville 
Harris,  Jackson,  Nashville 
Harris,  Perry  Felton,  Nashville 
Hart,  James  Robert,  Nashville 
Hartness,  William  Owen,  Nashville 
♦Harvey,  Alexander  Earle,  Nashville 
Harvey,  Mark,  Nashville 
Harwell  Jr,  Wm  Beasley,  Nashville 
♦Harwell,  Aubrey  B,  Nashville 
Hastie,  James  Sutton,  Goodlettsville 
Hasty,  Norman  Donald,  Nashville 
Hawkins,  Rowland  Speck,  Nashville 
♦Hayes,  James  T,  Madison 
Haynes  Jr,  J Brevard,  Nashville 
Haynes,  James  Hugh,  Nashville 
♦Haynie,  H Campbell,  Franklin 
Hays,  James  Wm,  Nashville 
Heflin,  A Clyde,  Nashville 
Heim,  Craig  Reed,  Nashville 
Heitz,  Julian  C,  Nashville 
Helderman,  J Harold,  Nashville 
Heller,  Richard  Moss,  Nashville 
♦Helme,  James  B,  Nashville 
Henderson,  James  Porter,  Nashville 
Henderson,  Robert  R,  Nashville 
Henry,  Douglas  C,  Nashville 
Henson,  Alan  Stuart,  Madison 
Herring  Jr,  Robert  William,  Brentwood 
♦Herrington  Jr,  John  L,  Nashville 
♦Herzfeld,  John  G,  Nashville 
Hester,  Ray  Willis,  Nashville 
Heyman,  Stephen  Joel,  Nashville 
♦Hibbett  III,  Basye  K,  Nashville 
Hicks,  Patricia  Joan,  Nashville 
High,  James  Marshall,  Madison 
Hightower,  Danl  Russell,  Nashville 
Hill,  David  Edwin,  Nashville 
Hill,  Warren  Thos,  Hendersonville 
Hill,  Wm  Harold,  Madison 
♦Hillard,  Irving  Ringo,  Nashville 
Hills,  Edward  Rudolph,  Nashville 
Hines,  Stephen  L,  Nashville 
Hinton,  Alice  A,  Nashville 
Hirsch,  Martin  B,  Nashville 
Hirshberg,  Chas  Snyder,  Nashville 
Hitchman,  James  Kenneth,  Nashville 
Hobdy,  Charlie  Joe,  Nashville 
Holcomb  III,  George  W,  Nashville 
♦Holcomb  Jr,  Geo  W,  Nashville 
♦Hollender,  Marc  Hale,  Nashville 
Holliday,  Hugh  Douglas,  Nashville 
Holmes  III,  Geo  Landis,  Nashville 
Holzen,  Thomas  W,  Nashville 
Hood,  Rob  Reid,  Nashville 
Hoos,  Richard  T,  Nashville 
Hopp,  Stanley  G,  Nashville 
Horn,  Robt  Gordon,  Nashville 
Horowitz,  David  Harvey,  Nashville 
-Horton,  Janet  Andrews,  Portland,  ME 
Horton  Jr,  Frederick  T,  Nashville 
Horton,  Bennett  Franklin,  Nashville 
-Hosn,  Wally,  Nashville 
Houston,  Mark  Clarence,  Nashville 
Howell  Jr,  Everette  Irl,  Nashville 
Howerton,  Henry  Clayton,  Nashville 
Hsueh,  Yerng  Terng,  Nashville 
Huber,  Thos  J,  Hendersonville 
♦Huddleston,  Charles  H,  Nashville 
Hudgins,  James  M,  Nashville 
Huff,  John  Gregory,  Nashville 
Huffman,  William  R,  Brentwood 
Humphrey,  Stephen  P,  Madison 
Humphreys,  Jerry  Kay,  Hermitage 
Hunt,  Jerry  Cheek,  Madison 
Hurt,  Jos  Edward,  Nashville 
Huston,  Joseph  W,  Nashville 
♦Hutton  Jr,  Vernon,  Nashville 
Hutton,  Robert  M,  Nashville 
Hyman,  Steve  A,  Nashville 
Hymes,  Jeffrey  Lawrence,  Nashville 
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Johnson , 
Johnson, 
Johnson , 
Johnson , 


Jones , 
Jones , 

* Jones , 
Jones , 
Jones , 
Jones , 
Jones , 
Jones , 
*Jordan, 
-Joseph, 
Juliao, 
Kaiser, 
Kambam, 


Ikard,  Robt  Winston,  Nashville 
Isenhour  Jr,  Albert  P,  Nashville 
*Ivie,  Jos  McKinney,  Nashville 
Jack,  Robert  Allen,  Nashville 
Jackson,  C Gary,  Nashville 
Jackson,  James  Dennis,  Nashville 
Jackson,  Roger  Theodore,  Nashville 
Jacobs,  Jos  Kenneth,  Nashville 
Jacobson,  Ned  R,  Nashville 
Jacokes,  Mark  Warner,  Nashville 
James,  A Everette,  Nashville 
Jamieson,  Robert  C,  Nashville 
Jao,  Henry  C,  Madison 
Jarvis,  David  Alan,  Nashville 
Jennings,  Henry  S,  Nashville 
Jerkins,  Gary  W,  Nashville 
Jerkins,  Terri  Wood,  Franklin 
John  Jr,  James  Thos,  Nashville 
Johns,  Karla  J,  Nashville 
-Johnson,  Stephanie  Jo,  Washington,  DC 
♦Johnson  Jr,  Ira  T,  Nashville 
Johnson,  David  Horton,  Nashville 
Harry  Keith,  Nashville 
James  Wm,  Nashville 
John  Settle,  Nashville 
Robt  Marshall,  Nashville 
Johnston,  Robt  K,  Nashville 
Johnston,  William  D,  Nashville 
Jones  III,  Howard  W,  Nashville 
Jones  Jr,  Orrin  Lester,  Nashville 
Jones,  Bruce  E,  Nashville 

David  Nando,  Nashville 
David  Scott,  Nashville 
Edmund  Palmer,  Nashville 
Frank  Emerson,  Nashville 
James  Donald,  Nashville 
John  Donald,  Nashville 
Phillip  R,  Nashville 
Thomas  Beverly,  Nashville 
Thos  Malone,  Nashville 
John  R,  Nashville 
Saul  A,  Brentwood 
Allen  B,  Nashville 
Jayakumar  Reddy,  Nashville 
Kaminski,  Michael  James,  Nashville 
Kaplan,  Herman  Jacob,  Nashville 
Kaplan,  Peter  Robt,  Nashville 
Karzon,  David  Theodore,  Nashville 
Kasselberg,  Alfred  Guy,  Nashville 
Kaufman,  Alan  Joel,  Nashville 
Keane,  Wm  Sherman,  Nashville 
Kemmerly,  Paul  Courtland,  Nashville 
♦Kendall,  Cyrus  Erve,  Hendersonville 
♦Kennedy,  J Allen,  Nashville 
Kenner  III,  Wm  Davis,  Nashville 
♦Kennon  Jr,  Wm  Gilliam,  Nashville 
Keown,  Mary  Elizabeth,  Nashville 
Keyset  III,  John  Edward,  Nashville 
Khan,  Qamar  Ali,  Nashville 
Kidd,  Jennifer  Kay,  Nashville 
-Kilgore,  Erik  J,  Nashville 
Killman,  Kathryn,  Nashville 
Kilroy,  Anthony  Waldo,  Nashville 
Kimbrell  Jr,  Fred  Taylor,  Donelson 
King  Jr,  Lloyd  E,  Nashville 
King,  Jeffrey  L,  Nashville 
Kinney,  Steven  R,  Nashville 
Kirby,  Lowry  Dale,  Nashville 
Kirchner  Jr,  Frederick  K,  Nashville 
Kirchner,  Sandra  Lynne  G,  Nashville 
Kirshner,  Howard  S,  Nashville 
♦Kling  Jr,  Ralph  R,  Nashville 
Knapp,  David  S,  Hendersonville 
Knoll,  L Dean,  Nashville 
Knox  III,  George  Phillip,  Nashville 
Koch,  Michael  O,  Nashville 
♦Kochtitzky,  Otto  M,  Nashville 
Koenig,  Leonard  J,  Nashville 
Kondis,  Deborah  Jean,  Nashville 
Kourany,  Ronald  Frederic,  Nashville 
♦Kramer,  Lee  F,  Goodlettsville 
Krohn,  Don  R,  Smithville 

Nancy  Jane,  Nashville 
Michel  Elias,  Nashville 
Kent,  Nashville 
Sami  Jos,  Nashville 
Lamb,  John  Wm,  Nashville 
♦Lamb,  Roland  D,  Nashville 
Lamballe,  Adrian  K,  Nashville 
Lancaster,  Lifford  Lee,  Madison 
Larson  III,  Theodore  Carl,  Madison 
Latham,  Robert  Harry,  Nashville 
Latour,  Dana  L,  Franklin 
Latour,  Paul  A,  Nashville 
Laughlin,  Lawrence  Paul,  Nashville 
♦Lavely  Jr,  Horace  T,  Nashville 
♦Lawrence  Jr,  Granville  A,  Nashville 
Lawrence,  Jeffrey  P,  Nashville 
Laws,  Kenneth  Howard,  Nashville 
Lawson,  Albert  Robt,  Murfreesboro 
Lawson,  M Wendell,  Nashville 
Lawson,  William  Bradford,  Nashville 
LeCorps,  Patrick  J,  Nashville 
LeQuire,  Virgil  S,  Nashville 
Lea  IV,  John  W,  Nashville 
Lea,  Clark  D,  Nashville 
Leavell,  Sandra  Reese,  Nashville 
Ledbetter,  William  Henry,  Nashville 
Lee,  David  Granville,  Nashville 
Lee,  Stanley  M,  Nashville 
Leeper,  Howard  B,  Brentwood 
Lefkowitz,  Lewis  B,  Nashville 
Leftwich,  Russell  B,  Nashville 


Krohn, 
Kuzur , 
Kyger, 
♦LaVoi , 


Lentz,  Jos  Francis,  Nashville 
Leonard,  John  Martin,  Nashville 
♦Lester,  James  Peyton,  Nashville 
Levine,  Jon  Howard,  Nashville 
Levitt,  Michael  J,  Nashville 
Lewis,  Malcolm  R,  Nashville 
Lewis,  William  I,  Nashville 
Leyva,  William  H,  Nashville 
Light,  Richard  T,  Nashville 
Lilly,  Edwin  Jacob,  Nashville 
Limbird,  Thomas  J,  Nashville 
Link,  John  Louis,  Nashville 
Linn,  Joanne  Lovell,  Nashville 
♦Linn,  Robt  J,  Nashville 
-Liposky,  Julie  Marie,  Nashville 
Lipscomb  Jr,  Albert  Brant,  Nashville 
♦Lipscomb,  Albert  Brant,  Nashville 
Lisella,  Richard  Scott,  Nashville 
Lloyd,  Kenneth  Michael,  Nashville 
-LoCicero,  Ricky,  Nashville 
-Loes,  Lee,  Nashville 
Long,  Ruth  Barron,  Nashville 
Long,  Wm  Royston,  Nashville 
Lovelace,  Donald  Ray,  Nashville 
Loveless  Jr,  James  Alva,  Nashville 
Loven,  Keith  H,  Madison 
Loworn  Jr,  Harold  N,  Nashville 
Lubow,  Lawrence  D,  Nashville 
Lundin,  Linda  S,  Nashville 
♦Lyle,  Philip  Lewis,  Nashville 
Lynch,  John  Brown,  Nashville 
MacMillan  Jr,  Chas  W,  Nashville 
Maciunas,  Robert  J,  Nashville 
Mack  Jr,  Harry  Russell,  Nashville 
Macmillan,  Robt  Duncan,  Nashville 
Madden  Jr,  James  Jos,  Nashville 
-Madeline,  Lee  A,  Nashville 
Magee,  Michael  J,  Nashville 
Magpantay,  Edmundo  D,  Mt  Juliet 
Mallard,  Robt  Elwood,  Nashville 
Manalac  Sr,  Abelardo  Z,  Mt  Juliet 
Manning,  Deborah  A,  Nashville 
Marney,  Samuel  Rowe,  Nashville 
-Martin,  Richard  B,  Nashville 
Martin  III,  Raymond  S,  Nashville 
Martinez,  Rogelio  R,  Nashville 
Mason,  Thos  Emmett,  Atlanta,  GA 
Massie,  Ralph  W,  Nashville 
Maxwell,  G Patrick,  Nashville 
-Mayer,  Annyce  Stokes,  Bear,  DE 
♦Mayer,  James  A,  Nashville 
♦Mayes,  Ben  Richardson,  Nashville 
Mayes,  Chas  Eugene,  Nashville 
Maynard,  Odis  Jerry,  Nashville 
McAlister,  Aileen  Hood,  Nashville 
McAndrew,  Mark  Phillip,  Nashville 
McCall,  Herbert  Travis,  Madison 
McClellan,  Robert  E,  Nashville 
McCombs,  Paul  Raymond,  Nashville 
McConnell,  Conn  M,  Madison 
♦McCracken,  Robert  Lazear,  Nashville 
McCurdy,  Wendy  Jo,  Nashville 
McDonald,  Edward  C,  Nashville 
McDougal,  William  S,  Nashville 
McFerrin,  James  R,  Nashville 
McGehee,  James  Bartley,  Nashville 
♦McGinnis,  Charles  W,  Nashville 
McGrew,  Susan  Goshgarian,  Nashville 
McGrew,  Wallace,  Nashville 
-Mcllwain,  Mark  Ray,  Nashville 
Mclnnis,  John  Cameron,  Nashville 
McKay,  Charles  E,  Nashville 
McKee,  David  Earl,  Madison 
McKenna,  Samuel  Jay,  Nashville 
McLeod,  Alexander  C,  Nashville 
McMahan,  John  Wellington,  Nashville 
♦McMurray,  M Charles,  Nashville 
McMurtry,  Cecil  E,  Goodlettsville 
McNabb,  Paul  Carter,  Nashville 
♦McPherson,  Ewing  William,  Nashville 
McPherson,  Warren  F,  Murfreesboro 
McQueen,  Samuel,  Hermitage 
McRae,  John  Radford,  Nashville 
Meacham,  Patrick  W,  Nashville 
♦Meacham,  Wm  Feland,  Nashville 
Meador,  Clifton  K,  Nashville 
Meador,  Keith  G,  Nashville 
Meadors  III,  Marvin  Porter,  Nashville 
Meadors,  Michael  H,  Nashville 
Melkin,  Stephen  Pellar,  Nashville 
Mendoza,  Daniel,  Hendersonville 
Menzie,  James  W,  Nashville 
Merrill,  Walter  Hilson,  Nashville 
Merritt  II,  Cullen  R,  Nashville 
Metts  III,  Vergil  L,  Brentwood 
Meyer  Jr,  Alvin  Henry,  Donelson 
Meyer,  Allen  Frederick,  Brentwood 
-Meyers,  Laura  L,  Nashville 
Michael,  Paul  R,  Nashville 
Milek,  Michael  A,  Nashville 
Miller  Jr,  James  Olney,  Madison 
Miller,  Andrew  Herron,  Nashville 
Miller,  Bonnie  Mersky,  Nashville 
Miller,  David  Stuart,  Brentwood 
Miller,  Joe  M,  Nashville 
Miller,  John  M,  Nashville 
Miller,  Michael  E,  Nashville 
Miller,  Michael  Peter,  Nashville 
Miller,  Robert  F,  Nashville 
Miller,  Thomas  B,  Madison 
Minis,  James  Brown,  Nashville 
Minch,  F Michael,  Nashville 
♦Minton,  Lee  Roy,  London  ENGLAND 


Miranda,  Fernando  T,  Nashville 
Mitchell,  Carl  Edward,  Nashville 
Mitchell,  Douglas  Park,  Nashville 
Mitchell,  Larry  M,  Nashville 
Mitchell,  Laura  A,  Nashville 
Mitchell,  Michael  Thomas,  Nashville 
Mitchell,  William  A,  Nashville 
Mogan,  Thos  Francis,  Hendersonville 
Molin,  John  A,  Nashville 
♦Money,  Roy  Wilson,  Hermitage 
Montesi,  Scott  Anthony,  Nashville 
Montgomery,  Marcia  A,  Nashville 
Moore,  James  N,  Nashville 
Moore,  Walton  Louis,  Brentwood 
Moran,  Houston,  Nashville 
Morehead,  V Tupper,  Nashville 
Morgan,  David  H,  Nashville 
Morgan,  Susan  Lynn,  Hermitage 
Moroney,  David  M,  Nashville 
Morris  Jr,  John  A,  Nashville 
Morton  III,  Charles  E,  Nashville 
Moss  III,  Charles  Albert,  Brentwood 
Moulton,  Patrick  Howard,  Nashville 
Moyers,  James  Richard,  Nashville 
Mulherin  Jr,  Jos  Louis,  Nashville 
-Murkin,  Scott  A,  Nashville 
Murray  Jr,  Robert  C,  Nashville 
Murray,  Michael  James,  Nashville 
Murray,  Robert  E,  Nashville 
Myers,  Kevin  James,  Nashville 
Nace,  Gary  Stephen,  Nashville 
Nadeau,  John  Hugh,  Nashville 
Nash,  James  L,  Nashville 
Nau,  Paul  C,  Brentwood 
Neaderthal,  Robert  Lee,  Nashville 
Neblett  III,  Wallace  W,  Nashville 
Neff,  Betty  K,  Nashville 
Nelson,  Loren  Douglas,  Nashville 
Nemec,  Dewey  G,  Nashville 
Nesbitt  Jr,  Thomas  E,  Nashville 
Nesbitt,  Tom  Edward,  Nashville 
♦Netsky,  Martin  Geo,  Nashville 
Netterville  Jr,  John  T,  Brentwood 
Neubauer,  Steven  W,  Nashville 
Newsome  III,  H Clay,  Nashville 
Ng,  Christopher  C,  Nashville 
Nichols,  Daryl  L,  Nashville 
Niedermeyer,  Michael  E,  Nashville 
♦Noel  Jr,  Philip  Jordan,  Nashville 
♦Noel,  Oscar  F,  Franklin 
Norris,  Margaret  Swann,  Nashville 
North,  K Timothy,  Madison 
Norton,  Chas  Glenn,  Nashville 
Norton,  Douglas  Edward,  Nashville 
Nowakowski,  James  F,  Nashville 
Nunn,  Paula  S,  Nashville 
Nylander,  Barbara  Hartkop,  Nashville 
Nylander,  William  Arthur,  Nashville 
O'Brien,  Kevin  Michael,  Madison 
O' Day,  Denis  Michael,  Nashville 
Oates,  John  Alexander,  Nashville 
Odom  II,  Harrell,  Nashville 
Oglesby,  John  Wills,  Nashville 
Oldfield,  Elizabeth  L,  Nashville 
Oldham,  Richard  Randolph,  Nashville 
Ollapally,  Elsie  P,  Nashville 
Olsen,  Douglas  Ole,  Nashville 
Olson,  Barbara  Jean,  Nashville 
Orcutt,  Thos  Wm,  Nashville 
Orland,  Richard  A,  Nashville 
Orth,  David  N,  Nashville 
Ossoff,  Robert  H,  Nashville 
Ottensmeyer,  David  Joseph,  Brentwood 
Overfield,  Ronald  Edwin,  Nashville 
Owen,  Robt  Carroll,  Nashville 
♦Ownbey,  Richard  Phillip,  Nashville 
P'Pool  Jr,  David  Bruce,  Nashville 
Page  Jr,  Harry  L,  Nashville 
Page,  David  Lee,  Nashville 
Palacio-Del  Valle,  Gustavo,  Nashville 
Paranjape,  Yeshawant  B,  Hermitage 
Pardue,  Chris  C,  Nashville 
Paris,  Trevor  Hambling,  Madison 
Parker,  Roy  W,  Nashville 
Parris,  Winston  Clive  Vic,  Nashville 
Parrish,  Carolyn  M,  Nashville 
♦Parrish,  Thos  Franklin,  Nashville 
Partain,  C Leon,  Nashville 
Pasipanyoda,  Alphonse,  Nashville 
♦Pass,  Bernard  J,  Nashville 
Pass,  Lawrence  J,  Madison 
Pate,  John  Kirby,  Nashville 
Patikas,  Takis,  Nashville 
Patten,  W Thomas,  Madison 
♦Patterson  Jr,  Robt  C,  Nashville 
Patterson,  Arthur  Knox,  Nashville 
Patterson,  Warren  R,  Nashville 
Payne,  Steven  James,  Nashville 
Payne,  William  Faxon,  Nashville 
Pecache,  Conchita  T,  Madison 
Peerman  Jr,  Chas  G,  Nashville 
♦Peery  Jr,  Clarence  E,  Nashville 
Pendergrass,  Henry  P,  Nashville 
Penley,  William  Charles,  Nashville 
♦Pennington  Jr,  Jefferson,  Nashville 
Pennington,  Thos  G,  Nashville 
Perales,  Maria  Isabel,  Nashville 
Perales,  Pedro  Juan,  Madison 
Perler,  Geo  L,  Nashville 
Perlman,  Stewart  Neal,  Nashville 
Perlmutter,  Martin  I,  Nashville 
Perry  Jr,  Frank  A,  Nashville 
Perry  Jr,  James  Murray,  Madison 
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Perry,  Malcolm  O,  Nashville 
Perry,  Stephanie  Morton,  Nashville 
Persse,  Timothy  F,  Nashville 
Peters,  John  Edward,  Nashville 
Petersohn,  Jeffrey  David,  Ardmore,  PA 
Petracek,  Michael  Ray,  Nashville 
Petrie,  William  M,  Nashville 
Pettit,  Wm  Albert,  Nashville 
Pettus  Jr,  Robt  L,  Madison 
Pettus,  William  Harold,  Nashville 
Phillips,  Daniel  L,  Nashville 
Phythyon,  James  Martin,  Nashville 
Pickens  Jr,  David  R,  Nashville 
Pierce  Jr,  Edgar  H,  Nashville 
Pierce,  Elizabeth  P,  Goodlettsville 
Pietsch,  John  B,  Nashville 
Pilkinton,  Robt  Dale,  Madison 
Pinson,  Richard  D,  Nashville 
Pinto-Cisneros , Socrates,  Smyrna 
Pippin,  Michael  S,  Nashville 
Poag,  Kenneth  Leslie,  Nashville 
♦Pomeroy,  Howard  Clifton,  Nashville 
Porch  III,  Phillip  P,  Nashville 
Porch  Jr,  Phillip  P,  Nashville 
Porter  III,  Lester  L,  Nashville 
Potanin,  Constantine,  Nashville 
Potts,  Thos  Edward,  Nashville 
Powers,  James  S,  Nashville 
Prakash,  Andani  Siddappa,  Nashville 
Prakash,  Rudra,  Brentwood 
Presley,  Richard  Eldon,  Nashville 
Pribor,  Hugo  C,  Nashville 
Price,  Ann  Hutcheson,  Nashville 
Price,  James  Sterling,  Nashville 
Price,  Jere  K,  Nashville 
Price,  John  Duncan,  Nashville 
Price,  Neil  M,  Nashville 
Priest  II,  Edward  M,  Nashville 
Pruitt,  Ronald  E,  Nashville 
Putinski,  Cynthia  Lee,  Nashville 
Quimby  Jr,  Chas  Willis,  Nashville 
Quinn,  Robert  S,  Nashville 
♦Quinn,  Robt  W,  Nashville 
Quisling,  Richard  W,  Nashville 
Raefsky,  Eric  Lee,  Nashville 
Ragheb,  Sherif  M,  Mountain  Home 
Rainey,  Richard  Epes,  Goodlettsville 
Rajashekaraiah,  K M,  Nashville 
Ralph  Jr,  William  Bennett,  Nashville 
Ramos,  Andres  A,  Nashville 
Ramsey,  James  Albert,  Brentwood 
Ramsey,  Lloyd  H,  Nashville 
Raulston,  Gilbert  Warner,  Nashville 
-Ray,  Stuart  C,  Baltimore,  MD 
Reddick,  Eddie  J,  Nashville 
Reddy,  Churku  Mohan,  Nashville 
Reed,  Michael  Christopher,  Nashville 
Regan,  Judith  J,  Nashville 
Regen  Jr,  Eugene  M,  Nashville 
Reid,  Michael  L,  Nashville 
Reilly,  M Kathleen,  Nashville 
-Reinoso,  Adelheid  Christine,  Nashville 
Rembert,  Francis  Marion,  Nashville 
Renfro  Jr,  Roy  James,  Nashville 
Renfro,  Roy  James,  Nashville 
Reynolds,  Vernon  Harry,  Nashville 
♦Rhea,  Edward  Bullock,  Old  Hickory 
♦Ribeiro,  Lenor  De  Sa,  Nashville 
Rice,  Jack  O,  Nashville 
♦Rice,  John  Ralph,  Nashville 
Rice,  Ronnie  Neal,  Hendersonville 
Richards,  Bruce  Earle,  Nashville 
Richards,  James  P,  Nashville 
Richards,  Sherrie  Anderson,  Nashville 
Richie,  Robt  Eugene,  Nashville 
♦Ricketson,  Robt  A G,  Nashville 
♦Riddell,  Douglas  H,  Nashville 
Riedel,  Robert  David,  Nashville 
Ries,  William  Russell,  Nashville 
Riestra,  Jorge  Casanova,  Nashville 
Ripley,  Robert  C,  Nashville 
Rivas,  Alejandro  A,  Old  Hickory 
♦Riven,  Sami  S,  Nashville 
-Rivero,  Jose  Luis,  Orlando,  FL 
Robbins  II,  Lansdon  B,  Nashville 
Robertson,  David,  Nashville 
Robertson,  Randolph  H,  Nashville 
Robinette  Jr,  Charles  L,  Nashville 
Robinson  Jr,  N David,  Brentwood 
Robinson,  Patricia,  Nashville 
Robinson,  Robert  Willard,  Nashville 
Robinson,  Roscoe  R,  Nashville 
Rocco,  Vito  K,  Nashville 
Rodriquez,  R Michael,  Nashville 
Rogers,  Judson  E,  Nashville 
Ro j as-Brassetti , Jorge,  Nashville 
Rosen,  Barrett  Frank,  Nashville 
Rosen,  Howard  E,  Nashville 
Rosenblatt,  Paul  Allen,  Nashville 
Rosenblum,  Howard  H,  Nashville 
Rosenblum,  Marvin  Jonas,  Nashville 
Rosenblum,  Solomon  A,  Nashville 
♦Rosenfeld,  Louis,  Nashville 
Ross,  Joseph  C,  Nashville 
♦Ross,  Peirce  M,  Nashville 
Rowe,  David  M,  Nashville 
Roy,  Robt  M,  Nashville 
Ruark,  Deborah  S,  Hermitage 
Rubinowicz,  Richard,  Nashville 
Rush,  Charles  Bennet,  Nashville 
Russell,  Robert  Vance,  Nashville 
Rutledge,  Sami  Benton,  Nashville 
-Ryu,  John  J,  Nashville 


Ryu,  Chi  Yol,  Madison 
Sacks,  Eugene  I,  Nashville 
Sacks,  Glymis  Ann,  Nashville 
Sadler,  Robt  Neil,  Nashville 
Salcedo,  Pepito  Yapit,  Madison 
Salyer,  Howard  Lee,  Nashville 
♦Sampson,  Louis,  Nashville 
Sanders  III,  Dan  Sumner,  Nashville 
♦Sanders  Jr,  Dan  Sumner,  Nashville 
Sanders,  Harvey  Stanford,  Nashville 
Sanders,  Mitchell  Keith,  Nashville 
Sandidge,  Paula  Conaway,  Nashville 
Sanes  Jr,  Gilmore  M,  Hendersonville 
Santi,  Michael  Thomas,  Nashville 
Sarratt,  Madison  H,  Nashville 
Sator,  Inocentes  A,  Old  Hickory 
Satterfield,  Robert  G,  Donelson 
Sawyers,  John  L,  Nashville 
Sawyers,  Julia  Edwards,  Nashville 
♦Sayers  Jr,  Joseph  H,  Nashville 
Schaffner,  William,  Nashville 
Schatz,  Mary  L Pullig,  Nashville 
Schillig,  Stephen,  Nashville 
Schneider,  Richard  Paul,  Nashville 
Schoettle,  Timothy  P,  Nashville 
♦Schulman,  Herbert  J,  Nashville 
Schultenover , Stephen  John,  Nashville 
Schultheiss,  David  Earl,  Nashville 
Schwaber,  Mitchell  Keith,  Nashville 
Schwartz,  Jonathan  Martin,  Nashville 
Schweikert,  John  Robt,  Nashville 
Schweikert,  Nancie  R,  Nashville 
Scobey,  Jos  Wilburn,  Madison 
♦Scott  Jr,  Henry  Wm,  Nashville 
♦Scoville  Jr,  Addison  B,  Nashville 
Scoville  Jr,  George  S,  Nashville 
Sears,  Kenneth  Lewis,  Nashville 
♦Sell,  Chas  Gordon  Renni,  Nashville 
♦Sell,  Sarah  Hamilton,  Nashville 
Sergent,  John  Stanley,  Nashville 
Seshul , Michael  Boyd,  Nashville 
Settle,  Charles  Sidney,  Nashville 
Sewell,  Robt  Alvin,  Nashville 
Shack,  Robert  Bruce,  Nashville 
Shackleford,  Elbert  C,  Hendersonville 
Shaff,  Max  I,  Nashville 
Shankle,  Nelson  Edward,  Nashville 
Sharp,  Kenneth  W,  Nashville 
Sharp,  Vernon  H,  Nashville 
Shell  Jr,  William  Alfred,  Nashville 
Shenai,  Jayant  P,  Nashville 
Sheridan  Jr,  William  F,  Nashville 
Shiao,  Wen  T,  Nashville 
Shields,  John  Alfred,  Nashville 
Shivitz,  Ira  A,  Franklin 
Shmerling,  Abram  Carl,  Nashville 
Shull  Jr,  Harrison  J,  Nashville 
♦Shull,  Harrison  J,  Nashville 
♦Shupe,  David  Ralston  W,  Nashville 
Siegel,  Marc  N,  Nashville 
Sikes,  J Gregory,  Nashville 
Gilbert,  Burton,  Nashville 
♦Simpkins  Sr,  Thos  E,  Nashville 
Simpson,  Lucien  Caldwell,  Nashville 
♦Sims,  Norman  Le  Master,  Colorado,  CO 
Singh,  Alvin  R,  Murfreesboro 
♦Skinner,  William,  Nashville 
Slaton,  Paul  Ernest,  Nashville 
Slonecker,  Wm  Thos,  Brentwood 
Smith  Jr,  Grover  R,  Nashville 
Smith,  Bradley  Edgerton,  Nashville 
Smith,  Charles  Ray,  Nashville 
Smith,  Chas  Burnett,  Nashville 
Smith,  Harold  Patton,  Nashville 
Smith,  Langdon  G,  Antioch 
Smith,  Murray  Wilton,  Nashville 
Smith,  Raphael  Ford,  Nashville 
Smith,  Russell  R,  Goodlettsville 
Smith,  Samuel  A,  Brentwood 
Smith,  William  B,  Nashville 
Snell  Jr,  James  D,  Nashville 
Snell,  Barbara  B,  Nashville 
Snow,  S Steve,  Nashville 
♦Snowden,  Mary  Ann  R,  Nashville 
Snyder,  Robt  Bruce,  Nashville 
Sofranko,  Jos  Edward,  Madison 
Somayaji,  Buntwal  N,  Nashville 
Son,  Choon  Duck,  Primm  Springs 
Soper,  Brent  Aleshire,  Madison 
Spalding,  Michael  Jon,  Nashville 
Spaw,  Albert  T,  Nashville 
Spengler,  Dan  M,  Nashville 
Sperring,  Steven  J,  Nashville 
Spickard,  W Anderson,  Nashville 
Spigel,  Stuart  Chas,  Nashville 
♦Sprofkin,  Bertram  E,  Nashville 
Sprouse,  Daphine,  Nashville 
Srinivas,  Naveen,  Nashville 
Stabile,  Michael  J,  Nashville 
Staggs,  Stephen  Michael,  Brentwood 
-Stallard  Jr,  David  Jonathan,  Antioch 
Starnes,  Daniel  L,  Nashville 
Stein,  Richard  S,  Nashville 
Stein,  Robt  Elliot,  Nashville 
Stevens  Jr,  Frank  W,  Nashville 
♦Stevens,  Frank  Wilson,  Nashville 
Stewart  III,  Radford  C,  Nashville 
♦Stewart,  Lee  Wm,  Nashville 
Stewart,  Richard  Baird,  Nashville 
Stolz,  Margaret  M,  Antioch 
Stone,  William  John,  Nashville 
-Stoneking,  Bradley  Jon,  Nashville 
Stoney,  Wm  Shannon,  Nashville 


Stouder,  Dennis  Alan,  Nashville 
Stowers,  Stewart  F,  Nashville 
Strange  Jr,  Glen  J,  Nashville 
Stratton,  Charles  W,  Nashville 
Strayhorn  III,  Wm  David,  Nashville 
Strickland,  William  Garrison,  Nashville 
Stricklin,  George  P,  Nashville 
Strimas,  John  Howard,  Nashville 
Strode,  Wilborn  D,  Nashville 
Stroup,  Steven  L,  Nashville 
Stubblefield,  Mark  Thomas,  Nashville 
Stumb,  Paul  Rust,  Nashville 
Sullivan,  James  N,  Nashville 
♦Sumpter  Jr,  Wm  David,  Nashville 
Sundell,  Hakan  Wilhelm,  Nashville 
Sunga-Guevara,  Marietta,  Madison 
Susskind,  Cynthia  G,  Nashville 
Sussman,  Craig  Richard,  Nashville 
♦Sutherland  Jr,  Arthur  J,  Nashville 
♦Sutherland,  Jos  Edward,  Goodlettsville 
Suwanawongse , Medha,  Glasgow,  KY 
Swanson,  Gary  D,  Franklin 
Swenson,  Brian  Robert,  Nashville 
Switter,  David  John,  Nashville 
Taber,  David  S,  Nashville 
Tacogue,  Loyda  C,  Nashville 
♦Tallent  Jr,  Marion  B,  Brentwood 
Tannenbaum,  Jerome  S,  Nashville 
Tanner,  John  M,  Nashville 
♦Tarpley,  Edward  Lewis,  Nashville 
Tate,  Harry  T,  Madison 
Tate,  Steven  M,  Brentwood 
Taylor,  Dean  Gates,  Nashville 
Terry,  Richard  B,  Nashville 
Teschan,  Paul  Erhard,  Nashville 
♦Thach  Jr,  Andrew  Blaine,  Nashville 
-Thomas,  Melissa  Kay,  Nashville 
Thomas  Jr,  Clarence  S,  Nashville 
♦Thomas,  Clarence  S,  Nashville 
Thomas,  E Dewey,  Nashville 
Thomas,  Michael  Carey,  Nashville 
Thomas,  Thomas  C,  Nashville 
Thombs,  David  Dawson,  Nashville 
Thomison  Jr,  John  B,  Nashville 
Thomison,  John  B,  Nashville 
Thomison,  Rena  M,  Nashville 
Thompson  Jr,  John  G,  Nashville 
Thompson,  Julia,  Goodlettsville 
Thompson,  William  Clark,  Nashville 
Thorne,  Chas  B,  Nashville 
Thornton,  Spencer  P,  Nashville 
Thurman,  Grafton  H,  Madison 
Thurman,  Stephen  S,  Nashville 
Ticaric,  Stephen  Theodore,  Madison 
Tilley,  Kenneth  Shannon,  Nashville 
Tipton,  Edmund  F,  Nashville 
Tirao,  Benylin  Lynda  0,  Honolulu,  HI 
Tirao,  Jesus  Fernandez,  Waipahu,  HI 
♦Tirrill  III,  Willard  O,  Nashville 
Titus  III,  William  P,  Nashville 
♦Todd  Jr,  Kirkland  W,  Nashville 
Tomichek,  Richard  C,  Nashville 
Tompkins,  Thomas  E,  Nashville 
Toomey,  Thomas  Philip,  Nashville 
Tosh,  Robt  H,  Nashville 
Townes,  Alexander  S,  Nashville 
Trabue,  Anthony  E,  Nashville 
Trapp,  John  Douglas,  Nashville 
♦Traughber  Jr,  Leslie  E,  Nashville 
Travis,  Lawrence  Warren,  Nashville 
Treadway,  Chas  Richard,  Nashville 
Triggs,  Elizabeth  Grimes,  Nashville 
Trotter,  Carl  Griffin,  Nashville 
Tucker  Jr,  Aubrey  Lee,  Nashville 
Tudor  Jr,  John  M,  Nashville 
Tulipan,  Noel  Bristow,  Nashville 
Tumen,  Jon  Jay,  Nashville 
Turner,  Bruce  Irwin,  Nashville 
Turner,  Dorothy  J,  Nashville 
Turpin,  Buford  Paul,  Madison 
Urbanek,  Anthony  P,  Nashville 
Valosik,  Robert  A,  Nashville 
VanBuren,  David  Howard,  Nashville 
VanBuren,  Karen  Lynn,  Nashville 
Vandevender,  Frank  Karl,  Nashville 
Vanhooydonk,  John  E,  Nashville 
♦Viehman,  Arthur  J,  Madison 
Vincent,  James  L,  Nashville 
Vora,  Pravinchandra  Z,  Nashville 
Wadley,  Fredia  S,  Nashville 
Wadlington,  Wm  B,  Nashville 
Wagner,  Martin  H,  Nashville 
Wahl,  Robt  Wilhelm,  Nashville 
♦Walker,  Ethel,  Nashville 
Walpole  Jr,  Howard  T,  Nashville 
Walwyn,  Lloyd  A,  Madison 
Wampler,  John  Millard,  Nashville 
-Wang,  Peter,  Nashville 
Ward  Jr,  James  W,  Madison 
♦Ward,  James  William,  Nashville 
♦Ward,  Russell  D,  Hendersonville 
♦Warder,  Thos  F,  Jacksonville,  FL 
Ware,  Nancy  Lynn,  Nashville 
Warner,  John  J,  Nashville 
Warner,  John  Sloan,  Nashville 
Wasudev,  Geeta  Pramod,  Nashville 
Wasudev,  Pramod  B,  Nashville 
Waterhouse,  George,  Nashville 
Watson,  Horace  Eugene,  Nashville 
Watts,  David  Reed,  Nashville 
Wayburn  Jr,  Gates  Jordan,  Nashville 
Weaver,  Gregory  R,  Nashville 
Webb,  Roseanna  Aileen,  Nashville 
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‘Webster,  B H,  Nashville 
Wehr,  Ann  Ouellette,  Brentwood 
Weinberg,  Jane  Ruth,  Nashville 
Weindling,  Steven  M,  Nashville 
Weiss,  Manuel  Robert,  Nashville 
Wells,  Chas  E,  Nashville 
Werkhaven,  Jay  A,  Nashville 
Wesley,  Ralph  E,  Nashville 
West,  W Scott,  Nashville 
Wheeler,  Arville  Vance,  Nashville 
Wheeler,  Paul  W,  Nashville 
Whetsell  Jr,  William  O,  Nashville 
White,  Steve  A,  Madison 
Whitfield  Jr,  Thomas  C,  Brentwood 
Whitfield,  Jeff  David,  Nashville 
‘Whitfield,  Joe  T,  Franklin 
Whitworth,  Thos  Clayton,  Nashville 
-Wilcox,  Todd  R,  Nashville 
‘Wilkinson,  Erie  Ewing,  Nashville 
Williams  Jr,  W Carter,  Nashville 
Williams,  Lester  F,  Nashville 
Williams,  Melborne  A,  Nashville 
Williard,  Kenny  F,  Nashville 
Willis,  Larry  Gale,  Nashville 
Wilson,  David  Coleman,  Nashville 
Wilson,  James  Phillip,  Nashville 
‘Wilson,  Vernon  Earl,  Charleston,  SC 
‘Wilson,  Wendell  Winfred,  Old  Hickory 
Winek,  David  K,  Nashville 
Winfield,  Alan  C,  Nashville 
Winter,  Eugene  J,  Nashville 
Winterland,  Anne  Woeste,  Franklin 
‘Witherspoon,  Frank  G,  Nashville 
Witherspoon,  John  D,  Nashville 
Witthauer,  Norman  Everett,  Nashville 
‘Witztum,  Harry,  Los  Angeles,  CA 
Wolf  Jr,  John  Stuart,  Nashville 
Wolf,  Bruce  Lee,  Nashville 
Wolfe,  Lawrence  Kenneth,  Nashville 
‘Womack  Jr,  Frank  C,  Franklin 
Wood,  Alastair  J J,  Nashville 
Wood,  Geo  Wallace,  Nashville 
Woodcock  Jr,  Clarence  C,  Nashville 
‘Woodfin,  Mose  Clarke,  Nashville 
‘Woods,  John  Robt,  Ocala,  FL 
Wooten  III,  N Eric,  Nashville 
Workman  III,  Claude  H,  Nashville 
Workman,  Robert  Jay,  Nashville 
Worrell,  John  Anthony,  Nashville 
Worthington,  William  B,  Nashville 
-Wouter,  Susan  L,  Brentwood 
Wouters,  Ben,  Brentwood 
Wray,  Taylor  M,  Nashville 
Wright  Jr,  Francis  Hamilton,  Nashville 
Wright,  Doris  Jacquelyn,  Nashville 
Wright,  Ellen  Payne,  Nashville 
Wright,  George  D,  Nashville 
Wright,  John  Kelly,  Nashville 
Wyatt,  Kenneth  N,  Hendersonville 
-Yadav,  Anant,  Nashville 
Yates,  David  Robt,  Hermitage 
‘Ynares,  Christina  M,  Nashville 
Young,  Larry  Creston,  Nashville 
Youree,  Cynthia  C,  Brentwood 
-Zacharias,  Eric  Neil,  Nashville 
Zimmerman,  Carl  Wayne,  Nashville 

NORTHWEST  TENNESSEE  ACADEMY 
OF  MEDICINE 

Algee  Jr,  Wyatt  R,  Dyersburg 
Allison,  Jack  R,  Dyersburg 
Anderson,  Charles  E,  Dyersburg 
‘Baird,  Jesse  P,  Dyersburg 
‘Banks,  Thos  V,  Dyersburg 
Beale,  Hobart  H,  Martin 
Blanton  III,  Marvin  A,  Union  City 
Boston,  Thomas  E,  Dyersburg 
Bradberry,  Sam,  Union  City 
Brown,  Bruce  B,  Union  City 
Butler  Jr,  Arden  Jones,  Ripley 
Butler,  Harold  Dee,  Union  City 
Cameron,  Robt  Lynn,  Union  City 
Carr,  Kenneth,  Martin 
Chu,  Roy  W,  Dyersburg 
Clendenin  Jr,  Robt  E,  Union  City 
Connell,  Joseph  D,  Dyersburg 
Cruthirds,  Terry  Park,  Martin 
David,  Mary  Stuart,  Dyersburg 
David,  Walter  B,  Dyersburg 
Dodd,  Halbert  B,  Union  City 
Duncan,  Wm  Lloyd,  Martin 
Eason,  William,  Martin 
Elam,  Morris  Greg,  Martin 
Fan,  Sik  Man,  Ripley 
Freeman,  Gordon,  Dyersburg 
Gooch,  Allen  Christopher,  Troy 
Green  Jr,  Danl  Parker,  Dyersburg 
Harrington,  Robt  Lee,  Dyersburg 
Harris,  Lee  S,  Dyersburg 
Haynes  Jr,  Douglas  B,  Dyersburg 
‘Hill,  Chesley  Hester,  Troy 
Hill,  Robert  Paul,  Troy 
Hinds,  Michael,  Martin 
Honick,  Murray,  Dyersburg 
Hunt,  Joe,  Ripley 
‘Inclan,  Aurelio  Peter,  Dyersburg 
James,  William  Alex,  Union  City 
Jernigan,  Jerry  Marshall,  Dyersburg 
Johnson,  Eloiett,  Dyersburg 
Jones,  David  D,  Martin 
Jones,  Laurence  Waller,  Union  City 
Joyner,  Johnny  Barry,  Dyersburg 


‘Kerr,  Robt  Thompson,  Dyersburg 
King,  Elton  Aaron,  Dyersburg 
‘Kingsbury,  Edward  P,  Union  City 
Lawrence,  Roy  Finch,  Union  City 
Lewis,  Rodger  Patrick,  Union  City 
Lyerly,  Donald  Newton,  Dyersburg 
Maloney,  Kenneth  Roscoe,  Dyersburg 
Marsidi,  Paul,  Union  City 
McIntosh,  Marguerite,  Newbern 
Moore  III,  Fred,  Dyersburg 
‘Moore,  James  Chalmers,  Dyersburg 
Mulay,  Ramakant  M,  Dyersburg 
Noonan,  James  Rothwell,  Dyersburg 
Patrick,  Robert  G,  Martin 
‘Phillips,  Wm  Leroy,  Newbern 
‘Porter,  Nathan  F,  Greenfield 
Ragsdale,  James  Howard,  Union  City 
Reaves,  John  Andrew,  Dyersburg 
Reynolds,  James  Ralph,  Dyersburg 
Robbins,  Billy  Gerald,  Halls 
Banner,  Robert  F,  Union  City 
Schleifer  III,  Grover  F,  Union  City 
Shore,  James  Wm,  Martin 
Smith  Jr,  0 Kay,  Martin 
Smith,  David  Andrew,  Martin 
Smith,  James  Herman,  Dyersburg 
St  Clair,  David  Smith,  Union  City 
Thompson,  Thos  Reece,  Dyersburg 
Thornton  Jr,  W I,  Dyersburg 
Tucker,  Wm  Henry,  Ripley 
Warner,  Lynn  Andrew,  Dyersburg 
‘Webb,  Claude  Raymond,  Ripley 
Wolfe,  Joseph  W,  Dyersburg 
Wong,  Luis,  Ripley 
Young  Jr,  Robt  Roger,  Union  City 


OVERTON  COUNTY  MEOICAL  SOCIETY 

‘Clark,  Malcolm  E,  Livingston 
Clough,  John  R,  Livingston 
Cox,  Michael  Thomas,  Livingston 
Jones  III,  Albert  A,  Livingston 
Mason,  Larry,  Livingston 
Quarles  Jr,  Will  G,  Livingston 
‘Roe,  Jack  Michael,  Livingston 
Smith,  C Gray,  Monterey 


PUTNAM  COUNTY  MEDICAL  SOCIETY 


Adams,  Robert  Ralph,  Cookeville 
‘Artress,  F Lynn,  Cookeville 
Barnard  Jr,  Vaughn  N,  Cookeville 
Barnes,  Sam  Taylor,  Cookeville 
Bertram,  Philip,  Cookeville 
Bremer,  Joyce  Faye,  Cookeville 
Breyer,  James  L,  Cookeville 
‘Chapin,  Frederick  J,  Cookeville 
‘Clark,  Jack  L,  Cookeville 
Coonce,  Daniel  F,  Cookeville 
‘DeBerry,  James  T,  Cookeville 
Derryberry,  Walter  E,  Cookeville 
Dobalian,  Vaughn  Eric,  Cookeville 
Dodson,  Thomas  William,  Cookeville 
Donovan,  Daniel  H,  Cookeville 
Douglas,  Dale  E,  Cookeville 
Francis,  Wm  Clark,  Cookeville 
Franklin,  Lloyd  Douglas,  Cookeville 
Glasgow,  Samuel  McPheeters,  Cookeville 
Goff,  Katherine  W,  Monterey 
Goryl,  Stephen  V,  Cookeville 
Gray,  James  C,  Cookeville 
Grisolano,  James  Martin,  Cookeville 
Hall,  R Glenn,  Cookeville 
Hassler,  Lloyd  R,  Cookeville 
Hollmann,  Carl  M,  Cookeville 
Holmes,  Albert  K,  Cookeville 
Hudson,  Toney  B,  Cookeville 
Humphrey,  Wm  Merritt,  Cookeville 
Ivey,  George  L,  Cookeville 
Jackson  Jr,  John  M,  Cookeville 
Jordan  III,  Chas  Edward,  Cookeville 
Kiele,  Jan  Eric,  Cookeville 
Klein,  Karl,  Cookeville 
Lawrence,  Thomas  L,  Cookeville 
Limbacher,  John  P,  Cookeville 
Love,  Stewart  T,  Cookeville 
‘Lowe,  Jere  W,  Cookeville 
Lynn,  Kenny  W,  Cookeville 
Moore  Jr,  John  T,  Algood 
Moss,  Walter  D,  Cookeville 
Panzer,  James  David,  Cookeville 
Rayne,  Frederick  S,  Cookeville 
Samples,  Randall  Gary,  Cookeville 
Shaw,  James  William,  Cookeville 
‘Shipley,  Thurman,  Cookeville 
Stuber,  Harry  L,  Cookeville 
Sullivan,  Smith  K,  Cookeville 
Talmage,  James  B,  Cookeville 
Tansil,  Donald  Wayne,  Cookeville 
Taylor,  Wm  Snodgrass,  Cookeville 
Vossell  Jr,  Louis  F,  Cookeville 
‘Wahl,  Joseph  W,  Cookeville 
‘Williams,  Claude  M,  Cookeville 
Womack  III,  Charles  T,  Cookeville 
Yelton,  James  Criss,  Greenville 
‘Zimmerman  Jr,  Guy,  Byrdstown 


ROANE-ANDERSON  COUNTY 
MEDICAL  SOCIETY 

Ahler,  Albert  Julian,  Harriman 
Barry,  Frederick  James,  Oak  Ridge 
Beard,  Alice  C Anderson,  Kingston 
‘Bigelow,  Robt  Ramsey,  Oak  Ridge 


Bingham,  Terry  M,  Harriman 
‘Bishop,  Archer  W,  Clinton 
Block  Jr,  Clement  H,  Oak  Ridge 
Boye,  Harry  George,  Rockwood 
Brantley,  Richard  Green,  Oak  Ridge 
Bridgeman,  Pamela,  Oak  Ridge 
Brown  Jr,  Geron,  Oak  Ridge 
Brown,  Roy  Chester,  Oak  Ridge 
Bruton  Jr,  Charles  W,  Oak  Ridge 
Bursten,  Ben,  Oak  Ridge 
Caldwell  Jr,  Thomas  C,  Oak  Ridge 
Caldwell,  Marvin  Gene,  Oak  Ridge 
Camp,  Robert  B,  Oak  Ridge 
Casey,  Robert  Reid,  Oak  Ridge 
Caster,  C Nicholas,  Coalfield 
Clary,  Thomas  L,  Oak  Ridge 
Compton,  David  R,  Oak  Ridge 
Conrad,  Daniel  E,  Oak  Ridge 
Corea,  Chas  Jos,  Harriman 
‘Crews,  John  Pearce,  Oak  Ridge 
Cunningham,  Elbert  C,  Harriman 
Darling  Jr,  Chas  Ellett,  Oak  Ridge 
‘DePersio,  John  D,  Oak  Ridge 
DeVega,  Armando  Fernando,  Oak  Ridge 
Dew,  Richard  Allan,  Oliver  Springs 
Dotson,  Robert  Scott,  Oak  Ridge 
Eversole  Jr,  Earl,  Oak  Ridge 
Fortney,  T Guy,  Oak  Ridge 
Fuller,  Robert  Paul,  Oak  Ridge 
Genella  Jr,  Frank  H,  Oak  Ridge 
Gentry,  Robert  E,  Knoxville 
Gillespie  Sr,  James  Trigg,  Oak  Ridge 
Goswitz,  Francis  Andrew,  Oak  Ridge 
Goswitz,  Helen  A Vodopick,  Oak  Ridge 
Gowder,  Timothy  Dennis,  Oak  Ridge 
Gurney,  Chas  Bryson,  Oak  Ridge 
‘Hardy,  Wm  P,  Oak  Ridge 
Hartman,  Donald  Lee,  Oak  Ridge 
Heald,  David  Grant,  Oak  Ridge 
Hedden  Jr,  Henry,  Clinton 
Heintz,  Richard,  Knoxville 
Hellmann  Jr,  Robert  S,  Harriman 
Henry  Jr,  James  E,  Oak  Ridge 
Hilton,  James  Isaiah,  Oak  Ridge 
Howard,  Robt  G,  Oak  Ridge 
Jenkins,  Thos  Arthur,  Oak  Ridge 
Jernigan,  John  Forrest,  Oak  Ridge 
‘Johnson,  Raymond  A,  Oak  Ridge 
‘Jones,  H Stratton,  Harriman 
Jones,  Otis  W,  Oak  Ridge 
Kaebnick,  Ernest  Elliott,  Oak  Ridge 
Kerley,  Harold  Eugene,  Oak  Ridge 
‘King,  Avery  Parsons,  Oak  Ridge 
Krishnan,  Lalita,  Oak  Ridge 
Lew,  Ira  Eugene,  Oak  Ridge 
Long,  David  Dale,  Oak  Ridge 
Loy,  Wm  Allen,  Oak  Ridge 
Luckmann,  Kenneth  F,  Oak  Ridge 
‘Lushbaugh,  Clarence  C,  Oak  Ridge 
Lynch,  Thomas  P,  Oak  Ridge 
Lynnes,  Howard  M,  Rockwood 
Lyon,  Joseph  S,  Oak  Ridge 
McMahon,  Cletus  Joseph,  Oak  Ridge 
McMillin,  Rodney  M,  Harriman 
McNeeley,  Edward  Trent,  Norris 
McNeeley,  Howard  B,  Norris 
McNeeley,  Samuel  Gene,  Norris 
Metcalf,  Thomas  H,  Oak  Ridge 
Miller  Jr,  Kenneth  T,  Oak  Ridge 
Mitchell,  Charles  Stone,  Oak  Ridge 
Molony,  William  Lawrence,  Oak  Ridge 
Montanaro,  Louis,  Oak  Ridge 
Neal,  Gary  W,  Oliver  Springs 
Nortick,  Adam,  Knoxville 
Oesch,  Timothy  Ralph,  Oak  Ridge 
‘Palmer,  Etna  Little,  Oak  Ridge 
Paret,  Robert  W,  Oak  Ridge 
Parrish,  Richard  E,  Oak  Ridge 
Parrott,  James  A,  Oak  Ridge 
Pearson,  Randall  E,  Oak  Ridge 
Phillips,  James  E,  Paducah,  KY 
Posman,  Clifford  L,  Oak  Ridge 
Prater,  William  K,  Oak  Ridge 
‘Preston,  Lewis  Frederick,  Oak  Ridge 
‘Pugh  Jr,  Wm  W,  Oak  Ridge 
Reid,  Francis  R,  Oak  Ridge 
Ricks,  Phillip  M,  Oak  Ridge 
Rouse,  James  M,  Oak  Ridge 
‘Ruley,  Henry  B,  Oak  Ridge 
Schold,  Alan  Craig,  Oak  Ridge 
Schultz,  Richard  L,  Oak  Ridge 
Seay,  David  Worrell,  Oak  Ridge 
‘Sensenbach,  Chas  Willis,  Oak  Ridge 
Sharp,  Donald  Alan,  Oak  Ridge 
Sheely,  Lowry  Lindsey,  Oak  Ridge 
Sigmar,  Liselotte  E,  Oak  Ridge 
Sisk,  John  R,  Knoxville 
Smalley,  Lee  Alan,  Oak  Ridge 
Snodgrass,  John  Vass,  Rockwood 
Spray,  Paul  Ellsworth,  Oak  Ridge 
Stanley,  David  Granville,  Oak  Ridge 
Stevens  III,  Geo  Miller,  Oak  Ridge 
Tedder,  Miriam  B,  Harriman 
‘Thomas,  Danl  Martin,  Clinton 
Thurston,  Floyd  E,  Oak  Ridge 
Tinnesz,  Thomas  J,  Rockwood 
Tittle,  Joe  Evan,  Oak  Ridge 
Upchurch,  D Thomas,  Oak  Ridge 
‘VanHook,  Stonewall  J,  Oliver  Springs 
Walker,  Robert  Earl,  Oak  Ridge 
Weems,  Alan  McMurray,  Oak  Ridge 
Weight,  Glen  R,  Oak  Ridge 
Welch  Jr,  John  Wm,  Oak  Ridge 
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Wheelhouse,  Walter  W,  Harriman 
Willett,  Dwight  H,  Kingston 
Zanolli,  Gino,  Oak  Ridge 

ROBERTSON  COUNTY  MEDICAL  SOCIETY 

Bassel,  John  Burr,  Springfield 
Crunk,  Tommy  M,  Springfield 
Gray,  James  Travis,  Springfield 
Hartzheim,  Paul  D,  Springfield 
Hayes,  Warren  G,  Springfield 
* Jackson,  John  McReynolds,  Lebanon 
Krueger,  Thomas  C,  Springfield 
Kumar,  Sarbjeet  Singh,  Springfield 
Lewis,  W Michael,  Greenbrier 
O'Donnell  III,  John  Wm,  Springfield 
Quarles,  James  Richard,  Springfield 
Satpathy,  Panchanan,  Springfield 
Schwisow,  Donavon,  Cross  Plains 
*Stone,  Wm  Pipkin,  Springfield 
*Turner,  John  Bunyan,  Springfield 
Webster,  Raymond  Harris,  Springfield 

RUTHERFORD  COUNTY/STONES  RIVER 
ACADEMY  OF  MEDICINE 

Abernathy,  James  P,  Murfreesboro 
*Adams,  Carl  E,  Murfreesboro 
Akin,  Harold  T,  Murfreesboro 
Al-Abdulla,  Abdul-Sahib  M,  Murfreesboro 
Alexander,  John  Hutchins,  Murfreesboro 
*Allen,  James  T,  Murfreesboro 
Andrews,  Susan  T,  Murfreesboro 
Bailey,  Joseph  C,  Murfreesboro 
Beasley,  Timothy  J,  Murfreesboro 
Bell,  Richard  Bryan,  Murfreesboro 
Boerner,  James  L,  Murfreesboro 
Boone,  Joseph  E,  Murfreesboro 
Born,  Mark  L,  Nashville 
Bradley  Jr,  Donald  H,  Murfreesboro 
Bradley,  Donald  Hughes,  Murfreesboro 
Brown,  William  Andrew,  Murfreesboro 
Bryant,  Rodney  Craig,  Woodbury 
*Bryant,  Wm  Arthur,  Woodbury 
Bullock,  Sally  H,  Murfreesboro 
Butler  Jr,  Henry  K,  Murfreesboro 
Byrnes,  John  M,  Smyrna 
Caissie,  Kenneth  F,  Murfreesboro 
Campbell,  Jerry  N,  Murfreesboro 
Carter,  Dennis  C,  Murfreesboro 
Carter,  Sam  Frank,  Murfreesboro 
Clark,  S Kathleen,  Murfreesboro 
Cleveland,  Robert  R,  Murfreesboro 
*Cohen,  Henry  A,  Barrington,  RI 
*Cunningham,  John  T,  Murfreesboro 
*Davison,  Bernard  S,  Murfreesboro 
Dixon,  John  Herman,  Murfreesboro 
Dodd,  David  T,  Murfreesboro 
Dray,  Robert  J,  Murfreesboro 
Eckles,  George,  Murfreesboro 
Estes,  Paul  Casey,  Murfreesboro 
Galloway,  Russell  E,  Murfreesboro 
Galloway,  Sherry  J,  Murfreesboro 
Garner  Jr,  James  W,  Murfreesboro 
♦Garrison  Jr,  Sidney  C,  Murfreesboro 
Garrison,  R James,  Murfreesboro 
Goodman  Jr,  Charles  E,  Murfreesboro 
Green,  Richard  E,  Woodbury 
Hackman,  Robert  H,  Murfreesboro 
*Hay,  Sam  H,  Murfreesboro 
Hester,  George  S,  Murfreesboro 
Hopkins,  David,  Murfreesboro 
Hudson,  David  Lee,  Murfreesboro 
♦Hutchison,  Norton  H,  Brentwood 
Ingle,  Robert  P,  Murfreesboro 
Jekot,  William  J,  Murfreesboro 
Johns,  0 Tom,  Murfreesboro 
Johnson,  David  L,  Murfreesboro 
♦Kaufman,  James  Kenneth,  Murfreesboro 
Knight,  Joseph  C,  Murfreesboro 
Knight,  Robert  T,  Murfreesboro 
LaRoche,  Elizabeth  R,  Murfreesboro 
LeDoux,  Paul  David,  Murfreesboro 
Lewis,  Charles  W,  Murfreesboro 
Long,  Sammie  Inez,  Murfreesboro 
Lovelace,  Fred  R,  Murfreesboro 
Lowe,  Lisa  Lynn,  Murfreesboro 
Lowery,  E Ray,  Murfreesboro 
Lowy,  Sam  J,  Murfreesboro 
McKnight,  David  T,  Murfreesboro 
♦Moore,  Ralph  B,  Candler,  NC 
Mullen,  Stanley  P,  Murfreesboro 
Murphy,  Dorothy  Snoddy,  Murfreesboro 
Murphy,  Wayne,  Murfreesboro 
Nunnery,  James  A,  Murfreesboro 
♦Odom,  Eugene  P,  Murfreesboro 
Odom,  Steve  G,  Murfreesboro 
Ours,  David  E,  Murfreesboro 
Owen,  Ann  B,  Murfreesboro 
Pearson,  John  G,  Murfreesboro 
Pierce,  Gregory  Wayne,  Murfreesboro 
Polk,  T Allen,  Murfreesboro 
Proctor,  George  T,  Smyrna 
Ransom,  Robert  G,  Murfreesboro 
Rekha,  Gollakota  Satya,  Murfreesboro 
Reuhland,  Leon  L,  Woodbury 
Rogers,  Richard  A,  Murfreesboro 
Rudd,  J Daniel,  Murfreesboro 
Sanders,  Robt  Smith,  Murfreesboro 
♦Shacklett,  William  W,  Murfreesboro 
Shelton,  Ben  A,  Smyrna 
Smith,  Radford,  Murfreesboro 
Smith,  Robert  J,  Memphis 


Starrett,  James  Alan,  Murfreesboro 
Tenpenny,  James  W,  Murfreesboro 
Tolbert,  E C,  Murfreesboro 
Tuma,  Robert  P,  Murfreesboro 
Turner,  Thomas  A,  Murfreesboro 
Westmoreland,  M Wayne,  Murfreesboro 
Williams,  Olin,  Murfreesboro 
Witt,  Terry  J,  Murfreesboro 
Wolf,  Herbert  Richard,  Woodbury 
Young,  J Howard,  Murfreesboro 

scon  COUNTY  MEDICAL  SOCIETY 

Coffey,  David  B,  Oneida 
Grigsby,  David  A,  Oneida 
Hall,  Thomas  K,  Oneida 
Huff,  Maxwell  E,  Oneida 
Kline,  Geo  Litton,  Oneida 
♦Leeds,  Horace  Mott,  Oneida 
Newell,  Barbara  Steed,  Oneida 

SEVIER  COUNTY  MEDICAL  SOCIETY 

Bozeman  II,  Charles  H,  Sevierville 
♦Broady,  Robt  A,  Sevierville 
♦Hickman  Jr,  James  H,  Kodak 
Jacobs  Jr,  John  C,  Sevierville 
Kidd  Jr,  Charles  E,  Sevierville 
McGaha,  Samuel  W,  Sevierville 
Roach,  Charles  L,  Sevierville 
Smith,  Steven  M,  Sevierville 
Sonner,  John  L,  Sevierville 
Tolley,  Vincent  Blane,  Sevierville 
VanArsdall,  James  R,  Sevierville 


SMITH  COUNTY  MEDICAL  SOCIETY 

Bratton,  Edgar  K,  Hartsville 
Duke,  Roger,  Carthage 
Green,  Hugh  E,  Carthage 
Petty,  David  G,  Carthage 
Rutherford,  Richard  T,  Carthage 


SULLIVAN  COUNTY  MEDICAL  SOCIETY 


Adams,  Wesley  F,  Bristol 
Aguirre,  Dennis  Manual,  Bristol 
Alley,  Edmond  Lynn,  Kingsport 
Anderson,  Scott  William,  Kingsport 
Armstrong,  Joseph  R,  Bristol 
Bachman  Jr,  Harry  Wilson,  Bristol 
Baker,  Richard  Dudley,  Kingsport 
Bales,  Donald  W,  Kingsport 
Ballington,  Karen  Louise,  Bristol 
Bechtel  Jr,  Jack  T,  Bristol 
Bell,  William  M,  Kingsport 
Bertuso,  John  Richard,  Kingsport 
Bice,  Chas  Robt,  Kingsport 
Bland,  Susan  M,  Kingsport 
Blanton  Jr,  Frank  S,  Bristol 
Blickenstaff , Theron,  Kingsport 
Bockian,  Herbert  Harold,  Bristol 
Boling,  Frederick  F,  Kingsport 
Bookout,  J Michael,  Kingsport 
Booze,  Geo  Wm,  Kingsport 
Bowman,  James  H,  Bristol 
Boyd,  Arthur  Morgan,  Kingsport 
Boyle,  Gary,  Bristol 
Brasfield,  Jim  C,  Bristol 
Breeding,  Samuel  David,  Kingsport 
♦Brinkley,  Billy  Booth,  Bristol 
Brock  Jr,  Howard  Thos,  Kingsport 
Broglio,  Anthony  Lee,  Bristol 
♦Brookshire  Jr,  Paul  F,  Kingsport 
♦Brown,  Henry  James,  Kingsport 
♦Brown,  Robt  H,  Hendersonville,  NC 
Bucy,  Guy  Steven,  Bristol 
Buddington,  Richard  S,  Bristol 
Bulle,  Thomas  Michael,  Kingsport 
Bush,  Gary  Edward,  Kingsport 
Butterworth  Jr,  Jackson,  Bristol 
Byers  Jr,  John  G,  Bristol 
Byrd,  Keith  Harold,  Kingsport 
Calcote,  Claude  McGhee,  Bristol 
Caldwell,  Ronald  David,  Bristol 
Carr,  Henry  Austin,  Bristol 
♦Carter,  Edward  Kent,  Kingsport 
Carter,  Locke  Yancey,  Kingsport 
Carter,  Richard  S,  Kingsport 
Casey,  Gary  Quillen,  Kingsport 
Catlin,  Roger  W,  Bristol 
Chamberlin,  Marian  L,  Kingsport 
Chandler,  John  M,  Bristol 
Chapman,  Chas  Emmitt,  Bristol 
Chapman,  John  L,  Kingsport 
Chartier,  Gilbert  John,  Kingsport 
♦Chew,  Nathaniel  John,  Bristol 
♦Christensen,  Robt  Chas,  Kingsport 
Clark,  James  W,  Church  Hill 
Clark,  Warner  L,  Church  Hill 
Coogan,  Joan  C,  Bristol 
Cooper,  Joe  Byron,  Kingsport 
Cowan  Jr,  Bennett  Y,  Bristol 
♦Cowan,  Bennett  Young,  Bristol 
Cowden,  David  Anthony,  Kingsport 
Cox,  David  Lemuel,  Kingsport 
Cox,  Larry  H,  Kingsport 
♦Crawford,  Alvin  S,  Hilton  Head  Isl,  SC 
♦Credle,  Wm  Swindell,  Hilton  Head,  SC 
Crockett  Jr,  Claude  H,  Bristol 
Crowder,  Jack  Roberts,  Kingsport 
Dallas,  John  L,  Kingsport 
Davis,  R Alan,  Bristol 
Diamond,  Marshall  A,  Bristol 


Dickerson,  Danl  Lawrence,  Kingsport 
Doell,  Robert  J,  Kingsport 
Donaldson,  Robert  C,  Kingsport 
♦Doty,  Robt  D,  Kingsport 
Dyer  Jr,  Wm  Mills,  Kingsport 
♦Early,  James  Lawrence,  Bristol 
Edenfield,  Mark  E,  Kingsport 
Emery,  Mark  W,  Kingsport 
♦Erwin,  J W,  Bristol 
Estes,  Terrell  C,  Bristol 
♦Exum,  Wm  Allen,  Kingsport 
Falconer,  Randall  J,  Kingsport 
Feit,  Richard  A,  Kingsport 
Ferguson,  Jere  W,  Bristol 
Fincher  Jr,  John  A,  Bristol 
Fleenor,  Michael  R,  Bristol 
Flora,  Don  Atlee,  Kingsport 
Foster,  Larry  J,  Kingsport 
Foster,  Richard  W,  Bristol 
Franzus,  David  Harold,  Kingsport 
Funke,  Robert  H,  Kingsport 
Gantt,  Pickens  A,  Bristol 
♦Garfield,  Claude  R,  Kingsport 
Garriott,  David  Kent,  Kingsport 
Gaylor,  Walter  R,  Bristol 
Geer,  Robt  Mac,  Kingsport 
Gendron,  R M,  Kingsport 
♦Gibson,  John  Thos,  Cookeville 
Ginn,  David  Roy,  Kingsport 
Ginther,  Jeffrey  P,  Bristol,  VA 
Glasgow,  Robt  Morris,  Bristol 
♦Glenn,  Robt  Orrus,  Mountain  City 
Golden,  Billy  N,  Kingsport 
Gonce,  Joel  D,  Kingsport 
Gondo,  Juan,  Kingsport 
Gorrell,  Alan  L,  Bristol 
Green  Jr,  Waverly  S,  Bristol 
Greene,  Elmer  Albert,  Kingsport 
Greene,  Thomas  C,  Bristol 
Griffin,  William  C,  Kingsport 
Griffith,  Mark  William,  Kingsport 
♦Grigsby  Jr,  Wm  C,  Bristol 
Grigsby,  Wm  Paul,  Kingsport 
Groce,  Ann,  Johnson  City 
Gwaltney,  David  Nelson,  Bristol 
Haddad,  Michel  Nasri,  Kingsport 
Harris,  Wesley  J,  Bristol 
♦Harrison  Jr,  Wm,  Kingsport 
♦Harter,  Basil  T,  Bristol 
Hernandez,  Gustavo  E,  Kingsport 
Hicks,  Mack  L,  Kingsport 
Hire,  Ervin  A,  Kingsport 
Hoffer,  Phillip  Franklin,  Bristol 
Hoffnung,  Jack,  Bristol 
♦Hogan  Jr,  Marshall  Davis,  Kingsport 
Hudson,  William  Dudley,  Kingsport 
Hunter,  Ronald  W,  Kingsport 
Hutchison  Jr,  John  E,  Bristol 
Jackson  Jr,  Henry  Guy,  Kingsport 
♦Jamison,  King  Arcy,  Bristol 
Jayne  Jr,  J Lawrence,  Bristol 
Jernigan,  Robt  H,  Kingsport 
Jewell,  Neal  A,  Bristol 
Johnstone,  William  H,  Bristol 
♦Jones,  Robt  Clark,  Kingsport 
Jones,  Samuel  Riddle,  Kingsport 
Kappa,  Jeffrey  Ray,  Kingsport 
Kazmier,  W Jan,  Kingsport 
Keith,  Robt  Earl,  Kingsport 
Kelly,  Ronald  Clark,  Bristol 
Kidwell  Jr,  E R,  Kingsport 
♦Kiesau,  Kenneth  Rudolph,  Kingsport 
Kirksey,  James  Winston,  Bristol 
♦Knapp,  John  Allen,  Placida,  FL 
Knickerbocker,  Fred  Ray,  Bristol 
Kurre  Jr,  Jos  H,  Bristol 
Kutty,  I N,  Kingsport 
Ladley,  Herbert  Deross,  Kingsport 
Lane,  David  L,  Kingsport 
Lapis,  James  L,  Bristol 
Lepsch,  Thomas  C,  Mt  Carmel 
Link,  Nelson  Edward,  Bristol 
Lowry,  Kermit,  Bristol 
Lymberis,  Marvin,  Kingsport 
Lynch,  Kenneth  Clyde,  Kingsport 
MacDonald,  R Scott,  Kingsport 
Maloy,  Jos  Kenneth,  Kingsport 
♦McConnell,  Fredrick  Gray,  Kingsport 
McCoy,  James  L,  Kingsport 
McGinn,  Debra  Lee,  Bristol 
McGuire,  James  Eldridge,  Kingsport 
Mcllwain,  William  A,  Bristol 
McMurray,  John  Mark,  Kingsport 
Michals,  Herbert  James,  Kingsport 
Miller,  Bradley  Willis,  Bristol 
Miller,  David,  Kingsport 
Miller,  Jerry  Lee,  Kingsport 
♦Miller,  Lee  Hutter,  Greeneville 
Mishkin,  Fredric  Ronald,  Kingsport 
♦Mitchell,  Joe  Elias,  Bristol,  VA 
Mooney,  Neil  Francis,  Bristol 
Moore  III,  John  H,  Kingsport 
Morgan,  Steven  W,  Bristol 
Morris,  Lawrence  Ray,  Kingsport 
♦Morrison,  Philip  Hapworth,  Bristol 
Morton,  Ralph  F,  Kingsport 
Mosrie,  Azett  Jimmie,  Kingsport 
Murray  Jr,  Marion  Julian,  Bristol 
Nagalla,  Lakshman  R,  Bristol 
Neely,  E R,  Kingsport 
Nichols  Jr,  James  B,  Kingsport 
Nicley,  Floyd  Edward,  Bristol 
Northrop,  Robert  Edwards,  Kingsport 
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*Nowlin,  Wade  Hampton,  Bristol 
Olney,  La  Verne  E,  Kingsport 
Patton,  Charley  Mack,  Kingsport 
Patton,  Robt  Carroll,  Kingsport 
Pearson,  Randall  Eugene,  Oak  Ridge 
Peavyhouse,  Joel  Q,  Kingsport 
Penny,  Richard  M,  Bristol 
Perdue  Sr,  John  Marvin,  Kingsport 
Perez  Jr,  Ruperto  E,  Kingsport 
Pettigrew,  James  Andrew,  Bristol 
Phillips,  James  B,  Kingsport 
Phillips,  James  Curtis,  Kingsport 
Phillips,  Michael  S,  Kingsport 
*Powers  Jr,  John  S,  Kingsport 
Propper,  Norman  S,  Kingsport 
Reddick,  Lovett  P,  Kingsport 
*Reed,  John  S,  Kingsport 
Reiff,  Robert  H,  Kingsport 
Renfro,  Clay  Arlen,  Kingsport 
Repass,  Robt  A,  Bristol,  VA 
Reynolds  Jr,  Leslie  B,  Kingsport 
Ridgeway,  Nathan  Alvah,  Kingsport 
Robbins,  Jeffrey  Philip,  Bristol 
Roberson,  Travis  Hubert,  Church  Hill 
Rogers,  Malcolm  E,  Kingsport 
Rolen,  Alvin  Curry,  Bristol 
Rosser,  Robert  A,  Kingsport 
Rucker,  Thos  Nelson,  Kingsport 
Salcedo,  Julio  A,  Kingsport 
Sargent,  Jeffrey  Dale,  Bristol 
Schermer,  William  J,  Bristol 
Schilling,  David  E,  Church  Hill 
Sewell,  David  H,  Kingsport 
Sides  Jr,  Paul  J,  Kingsport 
Sikora,  Frank  Steven,  Bristol 
Siner,  John  Robert,  Kingsport 
Slaughter,  Frederick  D,  Bristol 
Slocum,  Carl  Wm,  Kingsport 
Smiddy,  Jos  Franklin,  Kingsport 
Smith,  Galen  R,  Kingsport 
Smith,  Lyle  R,  Kingsport 
Smith,  Ronald  Steven,  Kingsport 
Smith,  William  David,  Bristol 
Sobel,  Abraham  Isaac,  Kingsport 
Solomon,  Dale  E,  Kingsport 
Spear,  John  Michael,  Britsol 
Springer,  Douglas  John,  Kingsport 
Stein,  Michael  A,  Johnson  City 
Strader,  Lorenzo  D,  Bristol 
Strang  Jr,  Robert  T,  Kingsport 
Strang,  Robt  Tudor,  Kingsport 
Stubbs,  Hal  Session,  Bristol 
Sulkowski,  Viktor  P,  Kingsport 
Sullivan,  Hugh  Milton,  Kingsport 
Sullivan,  Michael  Jude,  Kingsport 
Talton  Jr,  Brooks  M,  Kingsport 
*Todd,  Thos  C,  Bristol 
Toothman,  Clara  J,  Bristol,  VA 
Turner,  Harrison  D,  Kingsport 
Valdes-Rodriguez , Antonio,  Kingsport 
Vance  Jr,  Frederick  V,  Bristol 
Wadewitz,  Peter,  Kingsport 
Westerfield,  Larry  H,  Kingsport 
Westmoreland,  Dennis  G,  Kingsport 
Whisnant,  Wm  Howard,  Bristol 
♦Whitaker  Jr,  Sidney  S,  Bristol 
Whitt,  Hiram  Jackson,  Kingsport 
Wike,  Sidney  Alfred,  Bristol 
Williams,  Robt  Herman,  Kingsport 
Wilson,  Earl  K,  Bristol 
♦Wilson,  John  Aaron,  Kingsport 
Wilson,  Stephen  K,  Johnson  City 
Windes,  Lois  H,  Kingsport 
Winsor,  Michael  Jon,  Kingsport 
Wolfe,  James  W,  Gate  City,  VA 
Wood  Jr,  Matthew  W,  Bristol 
Woodring,  Mary  Anne,  Kingsport 
Wyker,  Arthur  Townsend,  Kingsport 
Young,  Ruth  T,  Kingsport 
Zaidi,  Sarfraz  Ali,  Bristol 

SUMNER  COUNTY  MEDICAL  SOCIETY 

Bartek,  John  G,  Gallatin 
Blackshear,  J R,  Gallatin 
Brown,  Lloyd  Tynte,  Gallatin 
Cagle,  Diedre,  Gallatin 
Caldwell,  William  Rudolph,  Gallatin 
Carey  Jr,  Jack  Willard,  Hartsville 
Carter,  Thos  Foster,  Westmoreland 
Case  Jr,  Kenneth  Ryon,  Gallatin 
Cox,  Joe  David,  Gallatin 
Critz,  George  Theodore,  Gallatin 
Davidson,  Wade,  Hendersonville 
♦Dittes,  Albert  G,  Portland 
Flynn,  John,  Hendersonville 
Goodin,  Ellis  Len,  Gallatin 
Hill,  Ted  W,  Gallatin 
Hooper  Jr,  H Wayne,  Gallatin 
Hooper,  Halden  Wayne,  Gallatin 
King,  A Sidney,  Gallatin 
Lanz,  Elwin,  Hendersonville 
Lilly,  James  Aaron,  Gallatin 
Linden,  Barry  E,  Gallatin 
MacConnell,  Clayton,  Gallatin 
Massey,  Wm  Roe,  Gallatin 
McAleavy,  John  C,  Hendersonville 
McDaniel,  Robert  E,  Gallatin 
McGriff  Jr,  James  E,  Gallatin 
McNulty,  John  P,  Portland 
Miller,  Ronald  V,  Gallatin 
Mitchell,  Elizabeth,  Gallatin 
Mitchell,  Robert  T,  Gallatin 


Ruark,  Charles  S,  Old  Hickory 
Ruckle,  R H,  Portland 
Sanders,  Clarence  Ramey,  Gallatin 
Simonton  Jr,  Ralph  W,  Portland 
Spencer,  Charles  Norman,  Gallatin 
Stephenson,  Walter  H,  Gallatin 
Stewart,  Wm  David,  Gallatin 
Thompson,  John  K,  Gallatin 
Todd,  M Alfred,  Gallatin 
Tormes,  Felix  R,  Hendersonville 
♦Troutt  Jr,  James  R,  Gallatin 
♦Wallace,  John  B,  Gallatin 
Webb,  Robert  T,  Gallatin 
Webster,  Robt  Clayton,  Gallatin 
Wesley,  Raymond,  Hendersonville 
White,  Joan  W,  Gallatin 
Willis,  Robert  A,  Gallatin 

TIPTON  COUNTY  MEDICAL  SOCIETY 

♦Alexander,  Warren  Alison,  Covington 
Beasley,  Jimmie  L,  Covington 
Bolton,  Travis  Leon,  Covington 
Broffitt,  Samuel  L,  Covington 
Cannon  Jr,  Jesse  J,  Covington 
Fischl,  Henry  J,  Covington 
Goode,  Fletcher  Howard,  Millington 
Ho,  Juinn  H,  Millington 
♦Hyatt,  Norman  Lyle,  Covington 
Janovich,  John  R,  Covington 
Jonas,  Karl  C,  Covington 
Matthews,  Joseph  Barret,  Covington 
McCullough,  Billie  S,  Covington 
♦Ruffin  Jr,  James  S,  Covington 
Vaughn,  Hugh  Wynn,  Munford 
Viprakasit,  Dejo,  Covington 
Viprakasit,  Suttiwara,  Covington 
♦Witherington  Jr,  A S,  Munford 
♦Witherington,  James  D,  Covington 

WARREN  COUNTY  MEDICAL  SOCIETY 

Aptowitz,  Frederick,  McMinnville 
Beatty,  Brian  Craig,  McMinnville 
Bigbee,  Wallace  Burns,  McMinnville 
Bratton,  David  M,  McMinnville 
Burck  Jr,  Harry  E,  McMinnville 
eaten,  Joseph,  McMinnville 
Chastain,  Bryan  D,  McMinnville 
Davis,  W Glenn,  McMinnville 
Delvalle,  Rene  Carlos,  McMinnville 
Fisher,  Jos  F,  McMinnville 
Gaw,  J C,  McMinnville 
Glover,  Dannie  Welden,  McMinnville 
Harris,  Hoyt  C,  McMinnville 
Haynes,  Douglas  Brandt,  McMinnville 
Jacobs,  G Jackson,  McMinnville 
Jenkins,  Jimmy  E,  McMinnville 
♦Knochs,  Uldis  A,  Palm  Coast,  FL 
♦Knowles  Jr,  William  W,  Smithville 
Ley,  Joseph  Anthony,  McMinnville 
McAbee,  Wendell,  McMinnville 
Mukherji,  Barunditya,  McMinnville 
Pedigo,  Thurman  Lee,  McMinnville 
Pruett,  J Bruce,  McMinnville 
Ragsdale,  Tommy  Mac,  McMinnville 
Rhinehart,  Margret  Wrenn,  Spencer 
♦Smoot,  Bethel  Campbell,  McMinnville 
Spivey,  Oscar  Smith,  McMinnville 
Troop  Jr,  Joe  Raymond,  McMinnville 
Whitmore,  Mark  Allan,  McMinnville 
Winters,  Deborah  Ann,  McMinnville 

WASHINGTON-UNICOI-JOHNSON  COUNTY 
MEDICAL  ASSOCIATION 

Ahmad,  Irshad,  Johnson  City 
Aiken,  Marc  A,  Johnson  City 
Alison,  Harold  W,  Johnson  City 
Allen,  Chas  Edward,  Johnson  City 
Allen,  Robert  C,  Johnson  City 
Archie,  David  S,  Johnson  City 
Bailey  Jr,  William  P,  Johnson  City 
Battle  Jr,  James  Wayne,  Johnson  City 
Battle,  Gay  Kirchner,  Johnson  City 
Beaver,  Walter  Richard,  Johnson  City 
Berk,  Steven  L,  Johnson  City 
Berry,  Boyce  M,  Johnson  City 
Bertotti,  Marian  L,  Johnson  City 
Blaik,  Ziad,  Johnson  City 
Borel,  Terry  C,  Johnson  City 
Borthwick,  Thomas  R,  Johnson  City 
Bowie,  Richard  R,  Johnson  City 
♦Bowman,  Joseph  R,  Palm  Beach  Gdns,  FL 
Bowman,  Robert  C,  Johnson  City 
Box,  Stephen  T,  Johnson  City 
Bridgforth  Jr,  Wm  Adams,  Johnson  City 
Browder,  Isaac  W,  Johnson  City 
Brown  Jr,  Paul  Edward,  Johnson  City 
Brown,  Janet  D,  Johnson  City 
Budd,  Duane  Coleman,  Johnson  City 
♦Campbell,  E Malcolm,  Piney  Flats 
Cancellaro,  Louis  A,  Johnson  City 
Caravello,  Peter  M,  Johnson  City 
Caudle,  Scott  Okrina,  Johnson  City 
Clark,  Robt  L,  Johnson  City 
Clemons,  Donald  E,  Johnson  City 
Cole,  Chas  Pittman,  Johnson  City 
Colinger  Jr,  Judd  Walton,  Erwin 
Cone,  William  Joseph,  Johnson  City 
Coogan,  Philip  S,  Johnson  City 
♦Cosby  Jr,  Lewis  F,  Johnson  City 
Costner,  Alfred  Nixon,  Johnson  City 


♦Crockett,  Douglas  Harman,  Johnson  City 
Cupp  Jr,  Horace  Ballard,  Johnson  City 
David,  Daniel  J,  Johnson  City 
DeWit,  Albertine,  Johnson  City 
Dewitt,  Jan  Allen,  Johnson  City 
Dennis,  Robt  G,  Johnson  City 
Deshmukh,  Kiran  Manohar,  Johnson  City 
Dhaliwal,  Avtar  Singh,  Johnson  City 
♦Doak,  Alfred  D,  Johnson  City 
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AIDS:  the  legal  ramifications  of  nonconsensual 

mandatory  testing 356 

adolescents’  knowledge  of  AIDS:  a pilot  study  in 

northeast  Tennessee  (*) 344 

HIV  infection  documentation  for  disability  (si) 414 

pattern  of  HIV  infection  in  a southern  state 

and  city:  a model  for  the  outpatient  clinic  (*) 339 

responsibility  in  government  (ed) 362 

rites  of  spring  (ed) 317 

Alcohol 

alcohol  in  nonvehicular  injuries  of  adolescents  (*) 169 

American  Medical  Association 

address  of  the  AMA  executive  vice  president  (IM-89)  . . . .130 

address  of  the  AMA  president  (IM-89) 235 

address  of  the  AMA  president  (AM-90) 571 

address  of  the  chairman  of  the  AMA  Board  (IM-89) 132 

appearance  of  evil  (ed) 202 

Health  Access  America 412 

report  of  Tennessee  delegation  to  the  AMA  (TMA-90). . .450 
strengthening  the  AMA — fiscal  responsibility  (IM-89). . . .128 

use  and  abuse  of  power  (ed) 146 

Announcements 39,  99,  151,  208,  258,  321,  368,  425, 

477.  529.  586.  621 

Bureaucracy 

blandishments  of  frugality  (ed) 252 

burden  of  the  burdensome  burden  (ed) 474 

power  from  the  people,  or,  people  power-less  (ed) 422 

ii)retentiousness  (ed) 580 

responsibility  in  government  (ed) 362 

scene  and  be  seen  (ed) 619 

tender^legal,  not  non-tough  (ed) 97 

Cancer 

girls  from  Ipanema  (ed) 582 

primary  adenocarcinoma  of  the  vagina  apparently 

originating  from  cloacal  remnant  (*) 227 

remote  metastases  from  uveal  melanoma  (*) 11 

Cardiovascular  Disease  (See  also  Vanderbilt  Morning  Rep) 

AV  nodal  reentrant  tachycardia  (*) 443 

central  retinal  vein  occlusion  in  a heart 

transplant  patient  (*) 347 

infective  endocarditis  due  to  the  CDC  group 

M6  bacillus  (*) 603 

risk  stratification  of  the  post-infarction  patient  (*) 395 

Communication 

all  junked  up:  out  it  goes  WIGART  (ed) 96 

report  of  the  committee  on  communications 

and  public  service  (TMA-90) 531 

Conservation  (See  Environment) 

Continuing  Medical  Education  (CME) 

CME  for  credit  (ed) 34 

medical  grand  rounds  and  prescribed  credit 

by  the  AAFP  (*) 9 

physician’s  recognition  award  (si) 186 

Continuing  Medical  Education  Opportunities  ...  48,  102,  154, 
211,  260,  325,  379,  431,  480,  534,  588,  622 
Costs,  Health  Care  (See  also  Health  Care  & Medical  Practice) 

Health  Access  America  (si) 412 

report  of  the  committee  on  governmental  medical 


services  (TMA-90) 574 

report  of  the  committee  on  hospitals  (TMA-90) 576 

scene  and  be  seen  (ed) 619 

CT  Scan  (See  Radiology) 

Death  (See  Durable  Powers  of  Attorney) 

Dermatology 

girls  from  Ipanema  (ed) 582 

Drugs 

cutaneous  Alternaria  infection  in  a patient  on 

chronic  corticosteroids  (*) 15 

Durable  Powers  of  Attorney 

for  health  care  decisions:  understanding  the 

latest  malpractice  risk  (si) 515 

w'hen  prowess  outstrips  prudence — muddy  water  (pp) . . . .579 

Eason,  Hamel  B. — the  new  president 200 

Editorials 

a time  of  hope — a time  of  danger 32 

all  junked  up:  out  it  goes  WIGART 96 

appearance  of  evil 202 

blandishments  of  frugality 252 

burden  of  the  burdensome  burden 474 

CME  for  credit 34 

compared  to  what? 526 

earth  day 363 

everybody's  talkin’  at  me 203 

girls  from  Ipanema 582 

home  plate 254 

impatience,  or,  the  belle  of  the  Baltic 365 

looking  back — and  forth 35 

make  the  punishment  fit  the  crime 424 

money,  money  everywhere 146 

power  from  the  people,  or.  people  pow'er-less 422 

pretentiousness 580 

RHK,  1898-1990:  RIP 473 

responsibility  in  government 362 

rewriting  history:  a corregendum 149 

rites  of  spring 317 

rockin’  the  boat:  a footnote  on  history 524 

scene  and  be  seen 619 

solidarity 94 

spacing  out 255 

stars  in  my  eyes 472 

tender — legal,  not  non-tough 97 

those  Xmas  catalogs 618 

TMA  ’90,  Knoxville 316 

use  and  abuse  of  pow'er 147 

Emergency  Medical  Technician  (See  Paramedic) 

Endoscopy 

colonoscopic  removal  of  a gallstone  obstructing 

the  sigmoid  colon  (*) 18 

Environment 

earth  day  (ed) 363 

spacing  out  (ed) 255 

Ethics,  Medical  (See  Medicolegal) 

Gastrointestinal  Disease 

colonoscopic  removal  of  a gallstone  obstructing 

the  sigmoid  colon  (*) 18 

nonneoplastic  paraganglionic  tissue  in  the 

gallbladder  wall  (*) 225 

Gynecology  (See  also  Obstetrics) 

primary  adenocarcinoma  of  the  vagina  apparently 
originating  from  cloacal  remnant  (*) 227 
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Health  and  Environment  Report 

AIDS  surveillance  in  Tennessee:  trends  1982-1989  (*)...  .354 

adolescent  pregnancy  in  Tennessee 138 

blacks  and  high  blood  pressure 466 

communicable  disease  reporting:  why? 512 

disposal  of  infectious  wastes  in  sanitary  landfills 24 

immunization  survey  results 192 

incentive  programs  attract  physicians 244 

Tennessee  medical  home  project 406 

Tennessee’s  regulation  of  lead  in  drinking  water 566 

trauma  care  system  in  Tennessee 609 

tuberculosis  in  Tennessee:  trends  and  program  update 82 

Health  Care  (See  also  Costs  & Medical  Practice) 

a case  report  (pp) 315 

compared  to  what?  (ed) 526 

emotions  and  perceptions  in  a postop  waiting  room  (pp) . . .31 

Tennessee  Healthcare  Exchange  90s  (pp) 523 

History 

a time  of  hope — a time  of  danger  (ed)  32 

impatience,  or,  the  belle  of  the  Baltic  (ed) 365 

looking  back — and  forth  (ed) 35 

rewriting  history:  a corregendum  (ed) 149 

rockin’  the  boat:  a footnote  on  history  (ed) 524 

solidarity  (ed) 94 

stars  in  my  eyes  (ed) 472 

Hospitals,  report  of  the  committee  on  (TMA-90) 576 

HIV  Infection  (See  AIDS) 

IMPACT  (See  Political  Action) 

In  Memoriam 37,  98,  149,  205,  257,  319, 

367,  425,  475,  528,  585,  621 
Infectious  Disease  (See  also  AIDS) 

condyloma  acuminata  in  men:  role  of  the  urologist  (*)...  .230 
cutaneous  Alternaria  infection  in  a patient  on 

chronic  corticosteroids  (*) 15 

infant  botulism  in  Tennessee  (*) 447 

infective  endocarditis  due  to  the  CDC  group 

M6  bacillus  (*) 603 

tonsillar  concretion:  a manifestation  of 

Actinomyces  colonization  (*) 71 

tuberculosis  in  Tennessee:  trends  and  program  update 82 

tuberculous  epididymo-orchitis  and  granulomatous 

prostatitis  mimicking  neoplasia  (*) 605 

Insurance  (See  also  Liability  & Loss  Prevention) 

burden  of  the  burdensome  burden  (ed) 474 

HIV  infection  documentation  for  disability  (si) 414 

plans  sponsored  by  TMA 377 

pretentiousness  (ed) 580 

report  of  the  committee  on  governmental  medical 

services  (TMA-90) 574 

Juris  Doctor 

AIDS:  the  legal  ramifications  of  nonconsensual 

mandatory  testing 356 

new  medical  records  act  amendment 404 

privilege  of  peer  review 563 

Kampmeier,  Rudolph  H. 

RHK,  1898-1990,  RIP  (ed) 473 

Kochtitzky,  O.  Morse 

home  plate  (ed) 254 

Legislation 

BIG  D little  r period  (pp) 421 

report  of  the  committee  on  legislation  (TMA-90) 428 

Liability  Insurance  (See  also  Loss  Prevention  & Medicolegal) 
birth,  childhood  and  early  adolescence  of  SVMIC  (si) . . . .179 

Loss  Prevention  Case  of  the  Month 

a ‘cut’  in  the  dark 246 

a missed  opportunity? 194 

continuing  supervision  of  staff — a necessity 84 

fragmented  evaluation 568 

help  needed — not  called  for 27 

I thought  I saw  that  report 140 

it’s  not  my  fault,  it’s  his 358 

‘parameters’  in  the  emergency  room 610 
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the  loser  finally  wins 468 

there  ain’t  no  justice 405 

Mail  Box 584 

Malpractice  (See  Liability  Insurance  & Loss  Prevention) 
Medicaid-Medicare  (See  Insurance) 

Medical  Grand  Rounds 

a brief  history  of  pneumonia 455 

Medical  Practice  (See  also  Insurance  & Medicolegal) 

a case  report  (pp) 315 

address  of  the  AMA  president  (IM-89) 235 

address  of  the  AMA  president  (AM-90) 571 

brothers  by  process  (pp) 361 

expressing  concern  for  the  patient  without 

admitting  legal  liability  (si) 409 

how  to  respond  to  a PRO  quality  inquiry  (si) 323 

looking  for  a silver  lining  (pp) 93 

obscenities  abound  (pp) 471 

obstetrics  and  obstetrical  care  providers  in 

rural  East  Tennessee  (*) 174 

power  from  the  people,  or,  people  power-less  (ed) 422 

pretentiousness  (ed) 580 

privilege  of  peer  review 563 

report  of  Tennessee  delegation  to  the  AMA  (TMA-90). . .450 

solidarity  (ed) 94 

Medicolegal  (See  also  Juris  Doctor  & Loss  Prevention) 

durable  powers  of  attorney  for  health  care  decisions: 

understanding  the  latest  malpractice  risk  (si) 515 

expressing  concern  for  the  patient  without  admitting 

legal  liability  (si) 409 

reach  for  the  moon:  the  TMA-TBA  code  of  cooperation. . .25 
when  prowess  outstrips  prudence — muddy  water  (pp) . . . .579 
MRI  Case  of  the  Month  (See  Radiology) 

National  Practitioner  Data  Bank  (NPDB) 

power  from  the  people,  or,  people  power-less  (ed) 422 

privilege  of  peer  review 563 

Neurology /Neurosurgery 

ataxic  hemiparesis  secondary  to  paradoxic 

embolization  (*) 233 

diagnosis  of  acoustic  neuroma  by  MRI  (*) 124 

rapid  management  of  intracranial  hypertension  to 

reverse  transtentorial  herniation  (*) 119 

New  Members 38,  98,  150,  205,  258,  320,  367, 

425,  476,  528,  586,  620 

Obstetrics 

adolescent  pregnancy  in  Tennessee 138 

obstetrics  and  obstetrical  care  providers  in 

rural  East  Tennessee  (*) 174 

sinusoidal  fetal  heart  rate  pattern  with  vasa  previa  (*)...  .393 

vasa  previa  (*) .499 

Ophthalmology 

central  retinal  vein  occlusion  in  a heart 

transplant  patient  (*) 347 

remote  metastases  from  uveal  melanoma  (*) 11 

Organized  Medicine  (See  Medical  Practice) 

Paramedic  and  Emergency  Medical  Technician,  clinical 

encounter  management  system  for  Tennessee  (*) 63 

Pathology 

nonneoplastic  paraganglionic  tissue  in  the 

gallbladder  wall  (*) 225 

tissue  characterization  of  a parathyroid  adenoma: 

sonographic-pathologic  correlation  (*) 552 

tonsillar  concretion:  a manifestation  of 

Actinomyces  colonization  (*) 71 

tuberculous  epididymo-orchitis  and  granulomatous 

prostatitis  mimicking  neoplasia  (*) 605 

Pediatrics 

adolescent  pregnancy  in  Tennessee 138 

adolescents’  knowledge  of  AIDS:  a pilot  study  in 

northeast  Tennessee  (*) 344 

alcohol  in  nonvehicular  injuries  of  adolescents  (*) 169 

infant  botulism  in  Tennessee  (*) 447 

Peer  Review  (See  Medical  Practice  & NPDB) 


JOURNAL  OF  THE  TENNESSEE  MEDICAL  ASSOCIATION 


Personal  News 


38,99,  151,207,258, 

321,  368,  477,  528,  586, 621 


Physician  Recognition  Award  Recipients 38,  99,  150, 

207,  257,  320,  367,  426,  476,  528,  585,  621 

Placement  Service 51,  105,  159,  215,  267, 

329,  383,  435,  485,  539,  593,  651 

Political  Action 

BIG  D little  r period  (pp) 421 

IMPACT  members — 1989 43 

Pulmonary  Disease 

a brief  history  of  pneumonia 455 

tuberculosis  in  Tennessee:  trends  and  program  update 82 

President’s  Page 

a case  report 315 

BIG  D little  r period 421 

brothers  by  process 361 

emotions  and  perceptions  in  a postop  waiting  room 31 

growing  pains 145 

in  media  res 199 

looking  for  a silver  lining 93 

obscenities  abound 471 

oh,  no.  I’m  on  call  this  Christmas 617 

Tennessee  Healthcare  Exchange  90s 523 

TMA — down  and  out? 251 

when  prowess  outstrips  prudence — muddy  w-ater 579 

Radiology 

diagnosis  of  acoustic  neuroma  by  MRI  (*) 124 

lower  extremity  revascularization  by 

percutaneous  atherectomy  (*) 549 

tissue  characterization  of  a parathyroid  adenoma: 

sonographic-pathologic  correlation  (*) 552 

Radiology  Case  of  the  Month 

CT  scan  of  the  abdomen  in  the  evaluation  of 

splenic  infarction  (CT) 77 

spinal  epidural  hematomas  (MRI) 559 

spontaneous  splenic  rupture  with  infectious 

mononucleosis  (CT) 189 

Rape 

make  the  punishment  fit  the  crime 424 

Social  Security  (See  Insurance) 

Special  Features 

birth,  childhood  and  early  adolescence  of  SVMIC 179 

durable  powers  of  attorney  for  health  care  decisions: 

understanding  the  latest  malpractice  risk 515 

expressing  concern  for  the  patient  without 

admitting  legal  liability 409 

Health  Access  America  (si) 412 

how  to  respond  to  a PRO  quality  inquiry 323 

HIV  infection  documentation  for  disability 414 

physician’s  recognition  award 186 

State  Volunteer  Mutual  Insurance  Company, 

the  birth,  childhood  and  early  adolescence  (si) 179 

Surgery  (See  also  Trauma  Rounds) 

lower  extremity  revascularization  by 

percutaneous  atherectomy  (*) 549 

more  than  17,000  transurethral  prostatic  resections: 

some  of  the  things  I have  learned  (*) 502 

rapid  management  of  intracranial  hypertension  to 

reverse  transtentorial  herniation  (*) 119 

Tennessee  Medical  Association 

community  service  awards,  1990 294 

component  society  officers,  1990-1991 376 

distinguished  service  awards,  1990  293 

growing  pains  (pp) 145 

highlights  of  the  board  of  trustees  meetings 

October  15,  1989 40 

January  13-14,  1990 209 

April  4*  and  7,  1990  324 

July  14-15, 1990 533 

house  of  delegates,  composition  (TMA-90) 295 


house  of  delegates,  index  to  proceedings  (TMA-90) 279 

house  of  delegates,  proceedings  (TMA-90) 281 

in  media  res  (pp) 199 

insurance  plans  sponsored  by 377 

money,  money  every'where  (ed) 146 

officers  and  committee  members,  1990-1991  372 

outstanding  physician  of  the  year,  1990 292 

report  of  the  committee  on  communications  and 

public  service  (TMA-90) 531 

report  of  the  committee  on  governmental  medical 

services  (TMA-90) 574 

report  of  the  committee  on  hospitals  (TMA-90) 576 

report  of  the  committee  on  legislation  (TMA-90) 428 

report  of  Tennessee  delegation  to  the  AMA  (TMA-90). . .450 

reports  of  officers  (TMA-90) 301 

TMA — down  and  out?  (pp)  251 

TMA  ’90,  Knoxville  (ed) 316 

Tennessee  State  BME  Meeting  Minutes 

Aug.  23;  Oct.  3-4,  Oct.  11,  1989 85 

Nov.  14-15,  1989  262 

Jan.  16-17;  Feb.  3-4,  1990  370 

March  20-21,  1990 478 

Mav  14-16;  Julv  17-18,  1990 518 

Sept.  18-19,  1990 613 

Trauma  (See  also  Trauma  Rounds) 

alcohol  in  nonvehicular  injuries  of  adolescents  (*) 169 

trauma  care  system  in  Tennessee 609 

Trauma  Rounds 

blunt  intestinal  trauma 462 

high  level  positive  and  expiratory  pressure  in  ARDS 349 

inverse  ratio  ventilation  for  posttraumatic 

respiratoryfailure 134 

large  diameter  impalement 557 

larv'ngotracheal  transection 402 

recognition  of  the  subtle  signs  of  child  abuse 20 

trauma  in  pregnancy 74 

traumatic  lung  cyst 508 

ureteropelvic  junction  avulsion  following 

blunt  abdominal  trauma 242 

Urology 

condyloma  acuminata  in  men:  role  of  the  urologist  (*)...  .230 
more  than  17,000  transurethral  prostatic  resections: 

some  of  the  things  I have  learned  (*) 502 

tuberculous  epididymo-orchitis  and  granulomatous 

prostatitis  mimicking  neoplasia  ('’’) 605 

Vanderbilt  Morning  Report 

a case  of  abdominal  pain  and  diarrhea 137 

a case  of  bacteremia  and  a hepatic  lesion 353 

a case  of  cyanosis  without  hypoxemia 22 

a case  of  Goodpasture’s  disease  and  interstitial 

pulmonary  infiltrates 80 

a case  of  headache  and  amnesia 463 

a case  of  peripheral  neuropathy  and  hepatitis 191 

a case  of  rash  and  digital  necrosis 239 

a case  of  refractory  hypotension 511 

a case  of  syncope  in  the  church  choir 23 

a fatal  case  of  hiccups 79 

an  unusual  case  of  ventricular  tachycardia 510 

an  unusual  cause  of  heart  failure 561 

an  unusual  cause  of  solitary  pulmonary  nodule 562 

cystic  brain  lesions  in  a Haitian  man 400 

fever  and  foot  drop  in  a 61-year-old 136 

flank  pain  complicating  atrial  fibrillation 240 

hypokalemia  and  weight  loss  in  a young  woman 464 

lung  nodules  in  a heart  transplant  patient 608 

pericarditis  following  antiarrhv1:hmic  therapy 190 

sudden,  profound  weakness  and  thyrotoxicosis 352 

Vascular  Surgery 

lower  extremity  revascularization  by 
percutaneous  atherectomy  (*) 549 
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YOUR  SPECIALTY  IS  WORTH 
AN  EXTRA  <8,000  A YEAR. 


If  you’re  a resident  in  any  of  the  following  specialties: 


• Anesthesiology 

• Orthopedic  Surgery 

• General  Surgery 

• Neurosurgery 

• Colon/Rectal  Surgery 


• Cardiac/Thoracic  Surgery 

• Pediatric  Surgery 

• Peripheral/Vascular  Surgery 

• Plastic  Surgery 


You  could  be  eligible  for  an  over  $8,000  annual  stipend  in  the  Army 
Reserve’s  Specialized  Training  Assistance  Program. 


You’ll  be  using  your  skills  in  a variety  of  challenging  settings,  from  major 
medical  centers  to  field  hospitals,  and  there  are  opportunities  for  conferences 
and  continuing  education. 


We  know  your  time  is  valuable,  so  we’ll  be  flexible  about  the  time  you  serve. 
Your  immediate  commitment  could  be  as  little  as  two  weeks  a year,  with  a small 
added  obligation  later  on.  K you’d  like  to  talk  to  an  Army  Reserve  physician, 
or  if  you’d  like  more  information  about  the  stipend  program  or  other  medical 
opportunities,  call  our  experienced  Army  Reserve  Medical  Counselor: 

ARMY  RESERVE  HEALTH  CARE  TEAM 
3606  Austin  Peay,  Suite  313 

Memphis,  TN  381 28-3755  BE  ALL  YOU  CAN  BE.^ 

(901)  388«l76  / 9877  RESERVE 

3 7 4 '7 
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